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Fig.  VIII.     Fig.   i.  Normal  cell.     Figs.  2,  3,  4,  show  cells  of 
anterior  horn  in  different  stages  of  degeneration. 
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SUB-ACUTE  COMBINED    SCLEROSIS   OF  THE   SPINAL 

CORD,1 

AND     ITS  RELATION     TO     ANEMIA   AND    TOXEMIA. 

By   Charles  L.  Dana,  M.D. 

There  is  a  group  of  cases  that  may  be  characterized  broad- 
ly as  forms  of  ataxic  paralysis  of  subacute  course.  They  are 
not  so  very  uncommon,  and  it  seems  to  me  they  should  be  bet- 
ter known  as  representing  a  distinct  clinical  type.  The  trouble 
is  essentially  a  spinal  one.  It  occurs  chiefly  during  or  just 
after  middle  life,  and  is  associated  with  a  cachexia,  sometimes 
with  pernicious  anemia,  and  with  other  toxemic  states.  Atten- 
tion was  called  to  this  condition  first  by  Dr.  J.  J.  Putnam,  and 
then  by  myself  seven  years  ago  (Journal  Nerv.  and  Mental  Dis.; 
Feb.,  1891,  April  1891).  A  little  later  Dr.  Grainger  Stewart 
(British  Med.  Jour.,  1891,)  reported  a  case  evidently  belonging 
to  the  group,  quoting  our  papers.  At  least  ten  articles  record- 
ing similar  cases  have  been  published  since  then,  not  including 
those  specially  belonging  to  pernicious  anemia.  The  important 
papers  were  those  of  Leyden2,  Rothmann3,  Teichmuller4,  Boe- 

1  Read  before  the  New  York  Neurological  Society,  Nov.  1st,  1898. 
For  discussion  on  this  paper  see  page  37- 

2  Zeitschrift  fur  klinische  Medicin,  Bd.  21,  H.  1-2. 

8  Deutsche   Zeitschrift  fur   Nervenheilkunde,    1895,   VII. 
4  Deutsche  Zeitschrift  fur  Nervenheilkunde,  1895,  VIII 
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diker  and  Juliusburger5,  Bowman6,  Nonne7,  Rhein8,  Mitchell 
and  Rhein9.  The  whole  subject  was  carefully  monographed  in 
1895  by  Rothmann  and  in  1896  by  Bastianelli10.  None  of 
these  writers,  however,  except  the  last  named  seem  to 
have  seen  the  articles  by  Putnam  and  myself.  Most  of 
them,  in  studying  this  subject,  have  been  intent  on  the 
anatomical  findings,  and  have  tried  chiefly  to  establish  a 
specific  organic  change  in  the  columns  of  the  spinal  cord. 
Their  collections  of  cases  have  been  confusing  on  account  of 
the  variety  of  the  clinical  pictures  associated  with  the  combined 
sclerosis. 

It  is  my  object  especially  to  call  attention  to  the  fact  that 
there  is  a  definite  disorder  recognizable  by  its  symptoms  and 
course,  as  well  as  by  the  anatomical  changes  found  after  death. 
Dr.  Putndm  quite  recently  told  me  that  he  had  seen  a  good 
many  cases  of  the  type  since  his  original  article.  I  have  seen 
six  cases  in  the  last  three  years,  and  the  disease  is  apparently 
more  common  than  multiple  sclerosis,  and  nearly  as  common 
as  the  spinal  atrophies. 

Much  direct  and  side  light  has  been  thrown  upon  the 
nature  and  symptoms  of  the  malady  by  a  number  of  investiga- 
tors who  have  studied  the  pathological  changes  of  the  spinal 
cord  in  pernicious  anemia.11 

They  found  that  in  pernicious  anemia  there  was  some- 
times, but  not  always,  a  pathological  change  in  the  spinal  cord. 

5  Neur.  Centralblatt,  1896,  p.  326. 

6  Brain,  Summer,  1894. 

7  Arch.   f.    Psych.,  XXV.,   1893.     Deut.   Zeitschrift  f.   Nervenheil- 

kunde,  VI. 

8  Rhein,  Jour.  Nerv.  and  Ment.  Dis.,  Nov.,  1896. 

9  Mitchell  and  Rhein,  Jour.  Amer.  Med.  Assoc,  April,  1898. 
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This  consisted  of  a  degeneration  which  always  affected  the 
posterior  columns,  and  in  most  cases  both  the  posterior  and 
lateral  columns,  but  never  the  lateral  columns  alone.  The 
gray  matter  and  the  nerve  roots  were  rarely  touched,  and  the 
change  was  of  the  nature  of  a  degeneration  of  the  nerve  tracts 
without  any  later  shrinking  of  the  cord,  as  in  locomotor  ataxia. 
The  blood  vessels  sometimes  showed  hyaline  changes,  but 
were  not  always  much  diseased,  though  small  hemorrhages 
were  now  and  then  seen.  These  changes  of  the  spinal  cord 
peculiar  to  pernicious  anemia  were,  as  will  be  seen  later,  not 
strictly  like  those  seen  in  the  class  of  cases  to  which  I  now  refer. 
With  this  brief  summary  of  previous  work  I  proceed  to  re- 
late the  history  of  my  own  case : 

Summary. — M.,  age  50.  No  syphilis,  no  lead,  no  alcohol- 
ism. Spring,  1897,  numbness  in  right  hand,  then  in  left, 
ataxia  and  weakness.  Later,  girdle  sensation,  weakness  in 
limbs,  with  numbness,  emaciation.  Progressive  weakness, 
paraplegia,  some  anesthesia  of  lower  and  upper  extremities, 
pains  in  back  and  legs,  loss  of  control  of  sphincters,  no  severe 
anemia,  death  in  one  and  a  half  years. 

Autopsy. — Spinal  cord,  degeneration  throughout  whole 
length  of  posterior  and  lateral  columns,  confined  mostly  to  col- 
umns of  Goll  and  crossed  pyramidal  tracts.  Recent  acute  soft- 
ening in  anterior  horns  and  columns  at  lower  cervical  and  first 
dorsal  segments,  same  in  lower  dorsal  segments.  Anterior 
horns  affected  at  some  levels.  Some  disease  of  blood  vessels, 
small  hemorrhages. 

History. — Converse  L.,  native  of  Maine,  50  years  of  age, 
single;  by  occupation,  an  engineer.  His  father  died  of  stricture 
of  the  esophagus,  one  brother  died  of  some  mental  trouble  fol- 
lowing typhoid  fever,  and  a  sister  had  consumption.  There  is 
no  history  of  any  definite  nervous  disorder  in  the  family.  The 
patient  had  always  been  a  healthy  man,  of  good  habits.  He 
drank  moderately.    There  was  no  history  of  syphilis. 

In  1861  he  had  typhoid  fever,  and  in  1875  he  suffered 
from  an  attack  of  round  worms.  In  1886  a  heavy  pipe  fell  on 
his  head  and  stunned  him  for  about  ten  minutes.  In  other  re- 
spects his  previous  history  was  negative. 

About  one  year  before  he  was  seen  by  myself,  and  with- 
out any  known  cause  he  noticed  that  the  fingers  of  the  left  hand 
became  numb.  This  numbness  soon  extended  to  the  right 
hand,  but  to  a  less  degree.  The  numbness  was,  in  the  course 
of  a  few  weeks,  associated  with  some  awkwardness  in  the  use 
of  the  hands,  and  also  with  some  actual  weakness  in  the  arms. 
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He  was  able  to  work,  however,  until  about  two  months  before 
admission.  He  then  felt  a  sensation  of  a  band  around  the 
waist,  and  developed  a  weakness  in  the  lower  extremities,  which 
was  also  accompanied  with  some  numbness  and  with  some 
wasting  of  the  muscles.  This  anesthesia  and  weakness  of  the 
arms  and  legs  continued  until  he  became  unable  to  walk,  and 
he  was  admitted  to  Bellevue  Hospital  on  Jan.  3d,  1898.  At 
that  time  he  could  stand,  but  not  walk;  he  could  use  his  hands 
with  difficulty  on  account  of  the  ataxia  rather  than  weakness. 
He  complained  of  pain  in  the  arms,  neck  and  back,  and  of  sen- 
sations of  coldness  and  of  muscular  twitchings  in  the  legs.  He 
suffered  from  insomnia.  An  examination  of  the  lungs,  heart, 
abdominal  viscera  and  urine  showed  no  morbid  changes.  The 
urine  was  acid,  clear,  its  sp.  gr.  was  1.028;  it  contained  a  trace 
of  albumin,  but  no  sugar.  ■  There  was  a  general  emaciation, 
and  he  said  that  he  had  lost  about  thirty  pounds  in  the  last  few 
months.     He  was  anemic,  but  not  strikingly  so. 

Examination. — There  was  a  paresis  of  the  lower  extremi- 
ties, especially  of  the  right.  The  extensors  and  flexors  of  the 
right  leg  were  almost  entirely  useless,  and  those  of  the  left  were 
very  weak.  The  muscles  of  the  right  thigh  were  almost  en- 
tirely paraiyzed,  so  that  he  could  with  difficulty  draw  up  or  ex- 
tend, abduct  or  adduct,  the  thigh.  This  paralysis  involved 
more  especially  the  right  thigh.  There  was  weakness  of  the 
arms,  but  he  could  move  them  in  all  directions,  the  right  arm 
being  much  the  worse.  His  co-ordination,  however,  was  very 
bad.  The  grasp  of  the  dynamometer  in  the  right  hand  was 
45,  in  the  left  60.  The  circumference  of  the  forearms  was  only 
6  inches,  and  that  of  the  calves  only  iof  inches.  The  knee- 
jerks  were  present  and  exaggerated.  The  superficial  reflexes 
were  also  exaggerated.  There  was  a  diminution  of  the  gal- 
vanic reaction  of  the  muscles  of  the  legs  and  arms,  but  no  de- 
generative reaction. 

In  the  feet  and  legs  tactile  sensation  was  blunted  and  de- 
layed, muscular  sense  lost  and  temperature  sense  inaccurate. 
In  the  arms  tactile  sense  was  delayed  and  blunted,  but  not  to  a 
great  extent.  Temperature,  pain  and  muscular  sense,  how- 
ever, were  very  much  disordered,  and  the  loss  of  muscular 
sense,  with  consequent  ataxia,  was  most  marked  of  all.  His 
pupils  reacted  to  light  and  accommodation,  no  nystagmus 
was  present,  visual  acuity  and  fields  of  vision  were  normal, 
hearing  was  slightly  impaired,  taste  was  blunted,  smell  was 
normal.  He  had  no  disturbance  of  speech  or  swallowing.  His 
temperature  was  normal;  his  pulse  ranged  from  72  to  90, 
respiration  from  18  to  20. 

The  general  symptoms,  therefore,  were  those  of  a  patient 
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suffering  from  a  somewhat  spastic  and  ataxic  paralysis  of  the 
legs,  with  marked  ataxia  and  some  weakness  of  the  upper  ex- 
tremities. 

The  anesthesia  involved  the  upper  extremities,  reaching 
to  near  the  shoulders,  and  the  legs,  reaching  to  the  lumbar  re- 
gion, but  not  the  trunk.  The  tactile  anesthesia  was  slight,  the 
temperature  and  pain  anesthesia  greater,  the  muscular  anes- 
thesia most  marked  of  all,  especially  in  the  arms.  The  earliest 
and  most  marked  characteristic  sensory  disturbance  was  the 
numbness  and  ataxia  in  the  arms.  This  was  followed  by 
tactile  anesthesia,  and  then  by  a  moderate  amount  of  muscular 
weakness  in  the  arms. 

The  next  set  of  symptoms  were  those  involving  the  legs 
and  feet;  the  sensory  symptoms  appeared  first,  followed  quite 
rapidly  by  weakness  of  the  legs  with  stiffness,  exaggeration 
and  then  lessening  of  the  reflexes,  and  finally  by  a  nearly  total 
paralysis. 

The  patient  looked  emaciated  and  very  slightly  anemic. 
He  had,  however,  no  striking  blanching  of  the  skin  or  mucous 
membranes,  not  enough,  at  least,  to  attract  attention  or  lead 
to  an  examination  of  the  blood.  He  had  no  hemorrhages  at 
any  time,  and  no  special  disturbances  of  the  stomach  or  intes- 
tines. His  mind  was  clear  until  the  last  week  of  his  illness, 
and  he  showed  no  signs  then  of  any  loss  of  memory  or  de- 
mentia. He  had  no  convulsive  seizures  of  any  kind.  His 
paralysis  was  not  accompanied  with  any  tremors  or  any  fibril- 
lary twitchings.  He  had  considerable  pain  in  the  back  and 
limbs. 

The  patient  continued  under  observation  until  Feb.  8,  a 
period  of  over  six  weeks.  During  this  time  the  paralysis  of 
the  legs  became  greater  until  it  was  nearly  complete.  The 
anesthesia  increased  slightly.  He  lost  control  over  the  blad- 
der. The  condition  of  the  arms  did  not  change  so  much,  but 
there  was  a  steady  decrease  of  power.  He  suffered  dur- 
ing this  time  from  pains  in  the  legs  and  back,  but  the  mind 
continued  clear,  and  there  was  no  involvement  of  the  special 
senses,  other  than  that  mentioned. 

He  was  given  iodide  of  potassium,  arsenic  and  iron,  and 
was  treated  symptomatically  for  his  pains  and  insomnia  with 
codeine  and  trional.  He  gradually  became  weaker;  on  Feb. 
7th  his  temperature  began  to  rise,  and  he  became  entirely  un- 
conscious. On  Feb.  8th  the  temperature  rose  to  102  deg.,  pulse 
to  108,  and  he  died  from  exhaustion. 

Autopsy. — The  autopsy  was  made  by  Dr.  C.  Phillips,  of 
the  Carnegie  Laboratorv. 

The  specimens  of  the  brain  and  cord  were  placed  in  alco- 
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hoi  and  Miiller's  fluid,  and  sections  were  made  and  stained 
with  hematoxylin,  carmine  and  by  Nissl's  and  Weigert's 
methods. 

The  results  of  the  autopsical  examination  outside  of  the 
nervous  system  showed  nothing  of  great  importance,  the 
changes  being  mostly  such  as  would  be  found  after  great 
emaciation.  The  muscular  system  was  fully  developed,  the 
skin  pale  and  unelastic  and  with  but  little  subcutaneous  fat. 
The  lungs  showed  no  tuberculosis,  but  were  adherent 
to  the  chest  wall.  The  heart  was  small,  the  left  ventricle  con- 
tracted, weight  9  oz.  Some  atheroma  of  the  coronary  arteries 
was  found.  In  connection  with  the  subject  of  pernicious 
anemia,  it  is  important  to  note  that  the  stomach  was  very  small, 
having  a  capacity  of  only  about  300  cubic  centimeters,  and 
measuring  only  16  centimeters  in  length.  The  mucous  mem- 
brane was  normal.  The  small  intestines  and  mesenteric  glands 
were  normal.  The  spleen  was  enlarged  and  the  kidneys  also 
were  enlarged,  but  showed  no  other  change  than  a  congestion. 
The  suprarenal  bodies  were  normal.  The  liver  weighed  2,095 
grams,  but  showed  nothing  abnormal,  though  Quincke's  test 
was  not  tried. 

The  skull  cap  was  symmetrical  and  showed  rather  deep 
but  regular  markings.  The  brain  membranes  were  normal. 
The  brain  itself  was  of  average  size  and  the  convolutions  sym- 
metrical and  normal  in  appearance.  There  was  some  increase 
in  the  intraventricular  fluid.  The  blood  vessels  at  the  base  of 
the  brain  showed  a  few  areas  of  arterial  sclerosis.  These  were 
limited  to  the  circle  of  Willis.  The  brain  otherwise  appeared 
normal. 

The  Spinal  Cord. — On  opening  the  spinal  column  the  dura 
mater  appeared  quite  pink  in  color,  slightly  thickened  and 
partially  adherent  over  the  cervical  and  lumbar  portions.  Its 
blood  vessels  were  normal.  The  pia  mater  appeared  to  be 
markedly  congested  in  the  area  reaching  from  the  fifth  to  the 
eighth  cervical  and  from  the  fifth  to  seventh  dorsal  regions; 
also  in  the  lower  lumbar.  In  the  sacral  regions  were  a  few 
small  areas  of  subpial  hemorrhage.  The  substance  of  the  cord 
seemed  firm,  except  in  the  region  of  the  eighth  dorsal  segment, 
where  it  tended  to  assume  a  flattened  appearance.  In  the  first, 
third  and  fifth  sacral  segments  were  small  grayish-white  masses 
which  were  differentiated  from  the  balance  of  the  cord.  They 
varied  in  size  from  one  to  two  centimeters  in  diameter  and  were 
firm  in  consistency. 

Microscopical  examination  showed  a  brown  atrophy  of  the 
heart  muscle,  a  chronic  diffuse  nephritis,  and  a  simple  atrophy 
of  the  liver  with  pigmentation. 
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Fiu.  I.     Showing  the  foci  of  softening  and  the  location  of  the  systemic- 
degeneration. 
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MICROSCOPICAL    EXAMINATION    OF    CORD. 

Sections  of  the  cord  were  made  at  the  level  of  the  2,  4,  6,  7, 
8,  cervical;  1,4,  7,  8,  9,  dorsal;  1  lumbar  and  3  sacral  segments. 
They  were  stained  by  Dr.  Phillips,  to  whose  help  I  am  much 
indebted. 

Second  Cervical  Level. — Pia  mater  practically  normal. 
Anterior  columns;  (Fig.  II)  slight  degenerative  change  in  the 
left  anterior  median  column.  Lateral  columns,  marked  vacuolar 
degeneration  in  the  region  of  the  pyramidal  tracts,  extending 
to  the  periphery.  Very  few  nerve  fibers  can  be  seen  here; 
only  a  wide-meshed  reticulum  of  connective  tissue;  a  degenera- 
tion of  the  antero-lateral  ascending  tracts.  Direct  cerebellar 
tracts  not  affected.  The  lateral  limiting  layer  shows  occasion- 
ally a  few  vacuolar  spaces.  Posterior  columns  show  a  degen- 
eration involving  the  deeper  parts,  including  the  columns  of 
Goll,  but  leaving  comparatively  untouched  the  V-shaped  area 
near  the  periphery.  The  root  zones  are  not  affected.  The 
gray  matter  of  the  anterior  horns  is  moderately  healthy,  but 
some  change  can  be  seen  in  the  nerve  cells  (Fig.  II).  The 
anterior  and  posterior  roots  show  some  loss  of  nerve  fibers,  but 
no  extensive  change.  The  blood  vessels  of  both  the  gray  and 
white  matter  show  thickened  walls,  with  what  I  take  to  be  a 
hyaline  change  in  them.  There  is,  undoubtedly,  an  increased 
vascularity  of  the  whole  section  of  the  cord;  in  some  places 
the  blood  vessels  are  dilated  and  in  others  collapsed,  and  here 
and  there  are  a  few  minute  extravasations,  but  there  is  no  evi- 
dence of  true  inflammation. 

Fourth  Cervical. — (Fig.  Ill)  The  changes  here  resemble 
those  just  described,  but  are  much  more  marked.  The  vas- 
cular change  appears  more  active,  and  there  is  more  involve- 
ment of  the  anterior  horns.  The  oldest  process  at  this  level 
seems  to  be  in  the  deep  parts  of  the  posterior  columns. 

Sixth  Cervical. — (Fig.  IV  )  No  decided  change  can  be  made 
out  in  the  anterior  median  or  anterior  fundamental  columns. 
In  the  lateral  columns  the  change  is  confined  chiefly  to  the 
pyramidal  tracts,  spreading  thence  apparently  to  the  periphery 
and  involving  the  direct  cerebellar  tracts.  The  process  is 
most  serious  and  oldest  in  the  posterior  columns  which  have 
undergone  throughout  nearly  their  whole  extent  a  degenera- 
tive change.  The  anterior  horns  are  also  at  this  level  partly 
destroyed  by  softening,  leaving  empty  areas.  Where  the  gray 
matter  is  left  one  can  still  find  good  anterior  horn  cells.  The 
vascular  changes  here  are  also  rather  active.  One  sees  long 
vessels  reaching  from  the  meninges  directly  to  the  anterior 
horns,  where  they  apparently  end  in  dilatations,  and  sometimes 
in  punctate  hemorrhages.     Some   of  the  vessels  have  thick 


Fig.  IV.     Sixth  cervical  segment.     The  anterior  horns  are  partly  softened, 

leaving  a  cavity. 


Fig.  II.     Second  cervical  segment.     The  degenerated  areas  are 
indicated  by  the  vacuolated  appearance  of  the  section. 


Fig.  III.     Fourth  cervical  segment.     (The  reproduction  does  not 
show  very  perfectly  the  intensity  of  the  process.) 
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walls  and  look  collapsed.     The  picture  suggests  the  possibility, 
therefore,  of  a  softening  in  part  at  least,  from  thrombosis. 

Seventh  and  Eighth  Cervical. — Here  a  large  part  of  the 
anterior  columns  and  part  of  the  lateral  columns  have  been 
destroyed  or  broken  away.  The  loss  of  these  parts,  as  shown 
in  the  figure  (Fig.  V),  is  probably  due,  however,  to  a  difficulty 
in  manipulating  the  softened  cord  at  this  point,  and  not  due  to 
the  fact  that  there  was  an  actual  primary  softening  in  this  re- 
gion. Weigert's  stain  at  this  level  shows  that  the  degeneration, 
though  very  marked  and  striking,  is  limited  in  the  lateral  col- 
umns almost  entirely  to  the  crossed  pyramidal  tracts,  extend- 
ing slightly  into  the  lateral  limiting  layer.  The  direct  cere- 
bellar tracts  and  Gowers'  tracts  are  not  affected.     The  pos- 


Fig.  V.     Eighth  cervical  segment. 


terior  columns  are  very  extensively  involved,  but  areas  of  nor- 
mal fibers  are  found  here  in  the  posterior  fundamental  column 
and  in  the  root  zone  on  each  side.  The  blood  vessels  here  also 
show  thickened  walls  and  appearances  similar  to  the  sections 
higher  up.    The  anterior  roots  show  degeneration  of  fibers. 

First  Dorsal. — Here  the  change  is  similar  to  that  in  the 
lower  cervical,  but  less  marked.  The  anterior  horns  are 
so  badly  softened  that  they  have  dropped  out,  leaving  open 
spaces.  The  degeneration  in  the  lateral  columns  is  still 
mainly  confined  to  the  crossed  pyramidal  tracts.  Here  the 
sclerosis  is  dense  in  its  central  part,  and  one  sees  numerous 
dilated  and  tortuous  blood  vessels,  but  no  hemorrhages,  and  no 
proliferations  or  exudations.  The  direct  cerebellar  tracts  and 
Gowers'  columns  are  not  affected.  The  area  of  greatest  ac- 
tivity of  the  pathological  process  is  still  oeep  in  the  posterior 
columns. 
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Fourth  Dorsal. — This  shows  again  a  sclerosis  affecting  the 
lateral  and  posterior  columns  as  much  as  in  the  first  dorsal, 
but  with  less  intensity.     The  anterior  horns  are  also  less  in- 


Fig.  VI.     Fourth  dorsal  segment. 

volved.  The  cells  of  the  columns  of  Clarke  are  somewhat 
affected,  but  apparently  only  secondarily.  In  the  anterior 
horns  there  is  a  great  deal  of  active  vascular  change  and  several 
small  hemorrhages  (Fig.  VI). 

Sixth  to  Seventh  Dorsal. — The  anterior  horns  here,  in  fact, 
the  anterior  third  of  the  cord,  have  fallen  in  as  a  result  of 
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Fig.  VII.     Sixth  to  seventh  dorsal  segment. 

softening  and  post-mortem  manipulation.  (Fig.  VII)  The  de- 
generative process  in  the  remainder  of  the  column  shows  more 
activity  than  was  present  in  the  segment  of  the  dorsal  cord 
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above.  The  change  is  more  extensive  in  the  lateral  columns, 
but  even  here  it  does  not  reach  the  periphery,  and  does  not  in- 
volve the  cerebellar  or  Gowers'  tracts.  But  the  softening  is 
more  profound  and  the  vacuolar  spaces  more  extensive. 
Similar  evidence  of  the  more  active  and  extensive  degeneration 
is  present  in  the  posterior  columns.  The  cells  of  Clarke's  col- 
umns are  normal  on  one  side,  but  have  been  destroyed  on  the 
other.  Widely  dilated  vessels  and  small  hemorrhages  can  be 
seen  in- the  anterior  horns,  parts  of  which  have  softened  and 
dropped  out.  The  anterior  horn  cells,  however,  which  remain 
are  in  fair  condition.  The  anterior  roots  show  in  their  centers 
large  dilated  vessels,  but  no  very  extensive  degeneration. 
Neither  here  nor  above  has  there  yet  appeared  any  sign  of 
meningitis.  The  vessels  do  not  seem  to  have  as  much  thicken- 
ing of  the  walls  as  in  the  cervical  region.  Examples  of  the  de- 
generating anterior  horn  cells  (Nissl  stain)  are  shown  in  Fig. 
VIII. 


Fig.  IX.     Ninth  dorsal  segment. 

Ninth  Dorsal. — Here  the  degeneration  is  most  marked  in 
the  posterior  column,  especially  the  posterior  and  median.  It 
is  present  in  the  lateral  columns,  but  moderate  in  intensity, 
reaching,  however,  to  the  periphery,  and  to  some  extent  per- 
haps involving  the  direct  cerebellar  tracts,  but  not  the  tracts  of 
Gowers.  Lissauer's  columns  are  normal.  Small  hemorrhages 
can  sometimes  be  seen  in  the  sclerotic  parts  here,  and  other 
sections  show  the  presence  of  numerous  amyloid  bodies  (Fig. 
IX). 

First  Lumbar. — Here  there  is  a  slight  sclerosis  confined  to 
the  crossed  pyramidal  tracts,  and  a  very  slight  change  also  in 
the  peripheral  portion  of  the  posterior  columns  in  their  median 
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part.     The  anterior  horn  cells  here  are  normal, 
sacral  segment  is  practically  normal  (Fig.  X). 


The  third 


To  summarize  the  foregoing  we  find  that  there  were  two 
original  foci  of  disease,  one  in  the  lower  cervical  zone  and  one 
in  the  lower  dorsal  region,  the  upper  being  the  older.  The 
earliest  part  attacked  was  the  posterior  columns,  especially  in 
the  central  and  deep  parts.  The  process  extended  to 
the  posterior  external  columns  at  some  levels,  but 
never  entirely  involved  the  root  zones.  The  lateral  col- 
umns were  badly  diseased  also,  especially  at  the  two  levels 
mentioned.     The  crossed  pyramidal  tracts  were  the  most  af- 


First  lumbar  segment. 


fected,  but  the  disease  extended  at  the  cervical  level  to  the 
direct  cerebellar  tracts  and  Gowers'  columns.  Below,  the  dis- 
ease was  limited  to  the  crossed  pyramidal  tracts  so  sharply 
that  it  might  be  called  secondary,  but  the  microscopical  appear- 
ances were  almost  too  active  and  acute  for  this.  The  change 
in  the  pyramidal  tracts  was  much  less  noticeable  high  up  in  the 
cervical  region,  and  could  not  have  been  secondary  to  any 
cerebral  or  bulbar  process,  though  other  parts  were  not  ex- 
amined microscopically.  They  were  macroscopically  normal. 
The  gray  matter  of  the  anterior  horns  was  seriously  diseased, 
and  in  parts  entirely  softened.   (Figs.  XI  and  XII.) 

Shortly  before  death  there  was  a  central  softening,  involv- 
ing the  anterior  horns  and  part  of  the  anterior  columns  at  the 
level  of  the  lower  cervical  and  mid-dorsal  segments.     It  was 
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just  such  a  process  as  might  be  produced  by  a  thrombosis  of 
the  anterior  median  artery.  Microscopical  examination  showed 
this  process  to  be  a  degenerative  change,  in  which  the  nerve 
fibers  were  in  great  part  destroyed,  leaving  large  vacuoles 
(vacuolar  degeneration).  This  was  followed  in  the  older  areas 
by  proliferation  of  connective  tissue,  and  a  true  sclerotic  change. 
In  some  levels  there  were  small  hemorrhages  into  the  anterior 
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Fig.  XI.     Anterior  horn  of  fourth  dorsal  segment,  showing  so 
ening.      The  diffuse  smoky  areas  in  the  inner  and   lower  part  are 
capillary  hemorrhages.     (%  objective.) 

horns.  The  blood  vessels,  in  parts,  were  certainly  diseased. 
This  vascular  disease  involved  the  median  and  outer  coats, 
especially  the  former,  and  seemed  like  a  hyaline  thickening.  It 
was  not  like  the  peripheral  periarteritis  of  syphilis.  (Fig.  XIII.) 

REVIEW  OF  CASES  AND  HISTORY  OF  THE  DISEASE. 

Several  collections  of  cases  of  combined  sclerosis  have 
been  made  in  the  last  twelve  years,  and  attempts  naturally 


f4 


CHARLES  L.    DANA. 


followed  to  make  out  the  description  of  diseases  due  to  such 
scleroses,  yet  not  belonging  to  paresis,  tabes,  hereditary  ataxia, 
chronic  myelitis  or  disseminated  sclerosis12.  I  tried  this  my- 
self eleven  years  ago,  but  came  finally  to  the  conclusion  that 
nothing  very  definite  could  be  recognized,  and  that  most,  if 
not  all  of  the  cases  called  by  Gowers  "ataxic  paraplegia,"  were 
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Fig.  XII.     Showing  capillary  hemorrhages  in  the  anterior  horn  of  the 
fourth  dorsal  segment.     (y&  objective.) 

aberrant  or  complicated  forms  of  tabes,  transverse  myelitis  or 
multiple  sclerosis. 

The  time  has  come,  however,  when  this  view  need  not  be 
taken.  There  seems  to  be  without  doubt  a  disease  which  has 
features  of  its  own,  both  clinical  and  anatomical,  and  which 
need  not  be  confounded  with  those  above  mentioned.  I  have 
analyzed  seventeen  such  cases  reported  with  autopsies.  This, 
perhaps,  does  not  include  all,  but  I  have  taken  those  which 
seemed  to  me  to  represent  the  type.  I  have  excluded,  for  ex- 
ample, a  case  of  Rothmann  occurring  in  a  syphilitic  person  and 
two  of  Boediker  and  Juliusberger  occurring  in  the  insane. 
Rothmann  tabulates  twenty-seven  cases,  but  he  includes,  in  my 
opinion,  irregular,  complicated  or  doubtful  forms.     I  find  that 

12  Omerod,  Brain,  April,  1880;  Grasset,  Archives  de  Neur.,  1886, 
Nos.  32,  34;  Dana,  Medical  Record,  July  2d,  1897;  Rothmann,  Deut. 
Zeitsch.  f.  Nervenh.,  1896. 
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but  one  sure  case  among  Nonne's  collection.  Eight  cases 
were  reported  by  American  neurologists  (loc.  cit.) . 

litiology. — The  disease  occurs  oftener  in  men,  according 
to  statistics,  but  my  clinical  experience  is  against  this.  Four 
out  of  my  six  cases  were  women.  The  age  of  most  cases  is 
between  50  and  60  (9  out  of  17),  and  next  to  this  between  40 
and  50  (5).  The  youngest  case  was  36  (Rothmann's).  There 
is  often  some  family  or  personal  neuropathic  history. 

The  disease  follows  acute  infections  like  influenza,  pro- 
longed   diarrheal  or  dysenteric    attacks,  possibly  shock,  lead 


Fig.  XIII.  Showing  cross-section  and  longitudinal  section  of 
small  arteries.  The  specially  thickened  middle  coat  should  be  repre- 
sented as  quite  homogeneous. 


poisoning,  malaria,  lathyrism  (?)  and  pellagra  (?).  One  patient 
had  a  malignant  tumor.  Syphilis  is  not  a  cause.  The  rela- 
tionship to  profound  secondary  and  to  pernicious  anemia  is 
very  important.  In  about  10  per  cent,  of  cases,  and  perhaps 
more,  pernicious  anemia  undoubtedly  exists;  in  others  there 
is  usually  a  very  marked  anemic  and  cachectic  state.  Often,  if 
not  always,  however,  nervous  symptoms  develop  before  evi- 
dences of  extreme  or  extended  anemia  are  present. 

Symptoms. — The    initial    nervous    symptom  is  nearly  al- 
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ways  a  persistent  paresthesia  usually  of  the  feet,  associated 
with  some  weakness  of  the  part.  Following  this  there  is  a 
good  deal  of  ataxia,  and  this  symptom  increases  with  the  loss 
of  motor  power.  Tactile,  thermic  and  pain  anesthesia  are  not 
marked  until  late  in  the  disease,  but  the  patient  often  has  severe 
pains  in  the  back  and  limbs.  There  may  be  some  differentia- 
tion of  sensibility  as  in  syringomyelia.  With  the  weakness  of 
the  legs  there  is  at  first  an  increase  of  knee-jerks,  and  some- 
times ankle  clonus  and  rigidity,  so  that  the  patient  shows  the 
symptoms  of  spastic  and  ataxic  paraplegia.  Later  the  spas- 
ticity may  become  less  and  the  knee-jerks  disappear. 

The  arms  are  involved  after  a  few  months,  the  symptoms 
beginning  with  paresthesia,  weakness,  awkwardness  and  a  very 
slight  anesthesia.  The  disease  may  begin  in  the  arms,  as  in 
my  second  case.  The  mind  may  be  slightly  weakened,  the 
memory  becoming  defective  and  the  patient  emotional.  The 
cranial  nerves  are  not  often  involved,  though  optic  atrophy 
has  been  once  noted.  Limitation  of  visual  field  occurred  in 
one  case  seen  by  me  with  Dr.  Markoe.  The  blood  presents 
evidences  of  anemia.  Usually  this  is  secondary,  but  in  a  con- 
siderable number  of  cases  the  typical  findings  of  pernicious 
anemia  are  present.  The  following  records  are  taken  from  a 
typical  case  of  combined  sclerosis;  the  patient,  a  woman  of 
about  60,  having  eventually  pernicious  anemia.  The  first  ex- 
amination was  made  in  the  early  stage  (first  6  months)  of  the 
disease;  the  last  when  the  patient  had  become  nearly  para- 
plegic (1  year).  The  examinations  were  made  by  Dr.  Frederic 
E.  Soudern  at  the  request  of  Dr.  Frank  H.  Markoe,  who  had 
charge  of  the  patient,  and  to  whom  I  am  indebted  for  permis- 
sion to  use  the  records. 

The  disease  progresses  rather  rapidly,  though  remissions 
occur.  In  from  six  months  to  a  year  the  process  has  nearly 
reached  its  height.  During  this  time  the  patient  emaciates, 
marked  anemia  or  pernicious  anemia  sets  in.  The  skin  is  sal- 
low and  pale,  and  pigmentation  is  seen.  Diarrhea  occurs  at 
times.  The  bladder  becomes  weak  and  retention  of  urine  fol- 
lows; the  control  of  the  rectum  is  eventually  lost,  and  the  patient 
lies  bed-ridden  with  paralysis  and  contractures  of  the  lower 
limbs.     The  arms  do  not  become  so  badly  paralyzed.     Death 
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occurs  in  from  one-half  to  two  years  in  the  fatal  cases.  It  may 
be  prolonged  to  three  years,  and  it  is  not  unlikely  that  some 
patients  can  be  relieved  or  the  process  checked  if  seen  in  time. 
Pathology. — I  have  already  spoken  at  length  on  this  point. 
The  disease  is  a  toxic  one,  but  whether  due  to  the  failure  of 
some  glandular  tissue  of  the  body  to  act  or  to  infection  or 
poison  is  not  known.  As  the  disease  belongs  to  the  degenera- 
tive period  of  life,  it  may  fairly  be  supposed  that  in  some  cases 

BLOOD       EXAMINATION       OF       A      TYPICAL      CASE      OF      COMBINED 

SCLEROSIS. 


January, 
1898. 

October  1st, 
1898. 

October  27th, 
1S98. 

Number  of  red  cells  per  1 

c.m.m.  (Thoma) 

Number  of  white  cells  . . . 
Differential  Count- - 

Small  lymphocytes  .... 

Large  lymphocytes  .... 

Polymorpho-  nuclear 
neutrophiles 

Eosinophiles 

3,000,000 
5,640 

30  per  cent. 
9  per  cent . 

46  per  cent. 
3  per  cent. 

12  per  cent. 

85  per  cent. 
1,057 

1.4 

Diminished 
Diminished 

2,100,000 
3,40o 

34  percent. 
6  per  cent. 

53  per  cent. 
2  per  cent. 

5  per  cent . 

61  per  cent. 

1,050 

1.5 

1,840,000 
6,000 

38.5  per  cent. 
13      per  cent. 

44 . 5  per  cent . 
2.5  per  cent. 

1.5  per  cent. 

52       per  cent. 
1,047 
1.4 

Abnormal  Forms — 

Myelocytes 

Amount    of     hemoglobin 
(Fleischl) 

Specific  gravity 

Color  index 

Fibrin 

Red   cells  large, 
of    fair    color ; 
many    poikilo- 
cytes,     macro- 
cytes,  and  mi- 
crocytes  ;    few 
nor  m  0  blasts 
and  some  meg- 
aloblasts. 

Red  cells  abnor- 
mally    large 
and    of    good 
color  ;     other- 
wise   same    as 
October  1st. 

the  blood-making  organs  undergo  premature  senility,  and  that 
the  nerve  centers  are  poisoned  in  consequence.  In  other  cases 
less  easily  demonstrable  metabolic  perversions  occur.  It  is  not 
likely  that  the  change  in  the  spinal  cord  is  primary. 

As  to  the  location  of  the  trouble,  the  posterior  columns  of 
the  spinal  cord  are  the  parts  first  and  most  involved.  The 
process  attacks  these  columns  in  their  entire  length,  but  es- 
pecially involves  the  postero-median  parts.     It  appears  to  start 


I  8  CHARLES  L.   DANA. 

in  certain  foci  in  the  lower  dorsal  or  cervical  cord,  and  to 
spread  thence.  New  foci  apparently  develop  as  the  disease 
progresses;  the  lateral  columns  are  also  severely  affected,  and 
especially  the  crossed  pyramidal  tracts.  The  other  columns 
are  involved,  but  less  regularly  and  completely.  The  lower  dor- 
sal and  lower  cervical  levels  of  the  cord  are  especially  selected. 
The  anterior  horns  are  attacked  and  very  severely,  but  the 
change  here  comes  later.  Finally,  there  may  be  actual  soften- 
ings in  the  cord,  producing  cavities.  The  blood  vessels  are 
somewhat  affected  with  hyaline  degeneration,  but  I  am  unable 
to  say  how  important  a  factor  this  is.  The  walls  are  thickened, 
there  are  in  places  dilatations  and  hemorrhages,  and  in  other 
places  collapsed  vessels.  There  is  no  evidence  of  inflamma- 
tory reaction.  The  meninges  are  not  involved,  nor  are  the  an- 
terior and  posterior  roots  much  affected.  Examinations  of  the 
peripheral  nerves  (Rothmann)  and  of  the  brain  have  been 
negative. 

Diagnosis. — The  disease  is  easily  distinguished  from  loco- 
motor ataxia  by  the  absence  of  syphilitic  history,  the  rapid 
onset,  the  anemia,  the  motor  weakness,  the  absence  of  ocular 
symptoms  and  of  lightning  pains.  There  is  usually  also  at 
first  an  exaggeration  of  the  reflexes.  The  steady  and  rapid 
progress  of  the  malady  is  also  most  characteristic. 

Multiple  neuritis  is  excluded  by  the  slow  onset,  the 
marked  ataxia,  the  absence  of  muscular  wasting,  tenderness 
and  pain,  and  the  development  of  bladder  and  rectal  symptoms. 

I  must  confess  that  my  last  case  presented  such  a  marked 
differentiation  of  cutaneous  sensations  that  I  believed  it  to  be 
one  of  syringomyelia.  The  necropsy  showed  a  cavity  in  the 
cervical  cord  due  to  softening,  and  in  a  measure  explained,  if 
it  did  not  justify,  the  diagnosis.  The  steady  and  rapid  progress 
of  the  symptoms  ought  to  exclude  such  a  diagnosis. 

There  is  little  in  common  with  the  ataxic  paraplegia  of 
Gowers  in  this  disease.  This  latter  trouble  in  my  opinion,  can 
always  be  sifted  down  to  some  form  of  tabes,  chronic  myelitis 
or  disseminated  sclerosis.  Still,  some  cases  of  tabes  of  irregular 
type  suggest  at  first  this  malady,  and  it  may  require  some  time 
to  enable  one  to  make  the  distinction. 

The  existence  of  marked  anemia,  and  especially  of  per- 
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nicious  anemia,  is,  taken  with  ataxia,  paralysis  and  rapid  course, 
pathognomonic. 

The  essential  nature  of  this  process  is  a  primary  nerve  de- 
generation, affecting  apparently  the  nerve  tissue  first.  The 
same  poison  which  causes  pernicious  anemia  does  the  work 
here,  only  it  may  affect  the  nervous  centers  without  causing  a 
true  essential  anemia.  It  seems  even  as  if  in  some  cases  the 
neural  change  came  first. 

I  can  only  say  in  conclusion  that  much  light  can  in  the 
future  be  thrown  on  this  trouble  by  a  study  of  milder  clinical 
cases,  for  such,  no  doubt,  occur.  We  may  find  it  related  to 
some  definite  infection  which  does  not  always  hit  the  nerve 
centers  with  killing  force.  It  may  even  be  that  the  dissem- 
inated sclerosis  of  early  life  is  a  malady  of  the  same  kind,  but 
one  which  does  not  progress  on  account  of  the  youthfulness  of 
the  tissues.  The  tendency  of  neuropathology  now  is  to  lessen 
rather  than  increase  the  number  of  pathogenic  processes  of  the 
nervous  system,  and  it  may  well  be  that  this  combined  sclerosis 
is  only  a  familiar  poison  attacking  the  predisposed  nervous  cen- 
ters of  those  in  the  declining  years  of  life. 


Mental  Diseases  Among  the  Arabs.  Milhon.  (Annalcs  Medico- 
Psychologique,  8th  Series,  Vols.  III.  and  XIV.,  1896-1897. 
From  observations  made  upon  the  Arabs  in  Algiers,  Milhon  pre- 
sents some  statistics  regarding  their  sanity.  The  Arabs,  he  claims, 
are  as  a  rule,  a  race  with  sound  and  healthy  minds,  mental  diseases 
among  them  being  rare;  and  the  chances  for  such,  as  compared  with 
the  French,  though  his  statistics  are  made  from  a  very  small  number 
of  cases,  are  as  1  to  134.  Alcohol  in  "  Kiff  "  and  syphilis  seem  to  be 
the  causes  of  such  cases  as  are  found;  and  as  the  excessive  use  of  al- 
cohol is  becoming  more  common,  the  tendency  will  probably  increase. 
The  effects  of  the  intoxication  caused  by  Kiff  are  obscenity,  sexual 
excitement,  laughing,  ecstacy,  hallucinations  of  sight,  and  sensations 
as  of  flying.  The  author  suggests  that  the  religious  views  of  the  people, 
their  tendency  toward  fatalism  and  mysticism  are  the  causes  of  their 
more  common  forms  of  hallucination  which  are  generally  of  the  ex- 
alted type.  Jelliffe. 


REPORT  OF  A  CASE  OF  TUMOR  OF  THE  HYPOPHYSIS 
WITHOUT  ACROMEGALY.* 

By  Charles  W.  Burr,  M.D.,  and  David  Riesman,  M.D. 

The  point  of  interest  in  the  case  we  report,  or  rather  the 
point  we  wish  to  bring  up  for  discussion,  is  the  presence  of 
hypophysial  disease  without  any  symptoms  of  acromegaly. 
We  believe,  for  reasons  which  will  appear  later,  that  acromegaly 
is  due  to  the  disease  of  the  hypophysis,  and  we  purpose  to  use 
this  case,  which  seemingly  combats  such  an  opinion,  in  an  en- 
deavor to  explain  the  absence  of  acromegalic  symptoms  in 
some  cases  of  disease  of  the  hypophysis. 

The  patient,  a  white  woman,  43  years  old,  was  admitted  to 
the  Philadelphia  Hospital  on  July  26th,  1897,  on  account  of 
complete  blindness.  Her  personal  history  was  vague,  and  her 
heredity  unknown.  The  only  information  that  could  be  ob- 
tained from  her  was  that  she  had  been  blind  five  years,  and  that 
her  ovaries  had  been  removed,  by  whom  and  for  what  reason 
she  could  not  tell.  Dr.  Charles  A.  Oliver  found  the  following 
ocular  condition:  O.  D.,  iris  dilated  fully  and  irresponsive  to 
light;  pupil  round;  slight  horizontal  nystagmus;  marked 
post-neuritic  atrophy.  O.  S.,  iris  fully  dilated  and  irresponsive 
to  light;  disk  still  more  atrophic  from  past  inflammation  than 
was  the  right. 

She  was  transferred  to  the  nervous  wards  with  a  diagnosis 
of  brain  tumor.  Physical  examination  revealed  little.  She  was 
a  thin,  anemic,  blue-lipped  woman.  Her  gait  was  neither  para- 
lytic nor  ataxic,  but  was  a  little  stiff.  Rigidity,  not  very 
marked,  was  observed  in  both  legs,  especially  in  the  right.  The 
station  was  good.  Both  knee-jerks  were  increased,  quick  and 
spastic.  On  the  right  side  ankle  clonus  was  persistent  and  true; 
on  the  left  it  was  abortive;  that  is,  it  ceased  after  three  or  four 
irregular  contractions.  The  plantar  jerk  was  present  on  both 
sides.  Sensibility  to  touch  and  pain  was  normal  on  the  legs, 
arms,  and  face.  Her  answers  were  so  contradictory  that  it  was 
impossible  to  determine  the  condition  of  the  sense  of  smell. 
The  heart  and  lungs  were  normal.  Examination  of  the  blood 
gave  red  corpuscles,  4,380,000;  white  corpuscles,  7,800;  hemo- 

*  Read  before  the  Philadelphia  Neurological  Society,  October  24, 
1898.     For  discussion  on  this  paper  see  page  43. 
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globin,  55  per  cent.  The  eosinophiles  were  much  increased. 
The  urine  did  not  contain  albumin,  sugar,  or  casts.  The  mental 
state  of  the  patient  was  much  more  striking  than  the  physical. 
At  first  she  was  simply  dull  and  listless,  disinclined  to  talk,  sit- 
ting hour  after  hour  with  head  bowed  on  the  chest,  moving  only 
to  go  to  her  meals  and  to  bed,  answering  in  monosyllables  all 
questions  put  to  her — in  short,  seeming  to  be  most  content 
when  undisturbed.  This  condition  continued  for  several 
months,  and  then  changed.  While  still  remaining  ordinarily 
quiet  and  self-contained,  she  became  at  times  most  obscenely 
witty  and  cynically  jocose.  Trifling  as  it  may  seem  to  regard 
jocosity  and  obscenity  as  symptoms,  they  were  in  truth  strik- 
ing. Whether  they  were  due  to  mere  viciousness  or  to  disease 
it  is  not  possible  to  decide,  but  it  is  not  impossible  that  they 
were  due  to  disease,  like  symptoms  having  been  noted  in 
similar  cases.  During  the  last  months  of  her  life  she  became 
dull  and  stupid  again,  and  suffered  several  attacks  of  coma, 
coming  on  suddenly  and  lasting  several  hours.  She  died  in 
coma  on  the  19th  of  April,  1898. 

The  necropsy  was  made  two  days  after  death.  The  body 
was  well  developed  and  fairly  muscular.  Rigor  mortis  was 
very  slight.  Post-mortem  lividity  was  marked.  An  old  scar 
was  present  in  the  linea  alba.  The  veins  upon  the  chest  were 
dilated.  There  was  no  enlargement  of  the  extremities  (hands 
or  feet),  or  of  the  face,  nor  any  deformity  of  the  spinal  column. 
There  was  an  enormous  deposit  of  preperitoneal  fat  five  centi- 
meters thick,  and  the  omentum,  mesentery,  and  mesocolon  were 
also  very  thick  with  fat.  The  bladder  was  distended  and  pro- 
jected five  centimeters  above  the  symphysis  pubis.  The  liver 
was  small  and  contracted,  and  failed  to  reach  the  costal  margin 
by  five  centimeters.  There  were  numerous  adhesions  in  both 
iliac  fossae,  and  in  the  pelvis.  The  appendix  was  long,  thin,  and 
bound  down  at  its  tip  to  the  pelvic  wall.  The  right  ovary  could 
not  be  found.  A  part  of  the  right  Fallopian  tube  was  present 
and  adherent  to  a  coil  of  small  intestines  that  was  prolapsed 
into  the  pelvis.  On  the  left  side  also  the  ovary  could  not  be 
found,  and  no  part  of  the  Fallopian  tube  remained.  The  round 
ligament  was  present.  The  uterus  was  adherent  to  the  rectum 
on  the  left  side.  The  diaphragm  extended  to  the  fourth  inter- 
space upon  the  left  side,  and  to  a  corresponding  point  upon  the 
right.  There  was  quite  a  little  bloody  fluid  in  both  pleural 
cavities.  The  lungs  overlapped  in  front.  A  little  of  the  thymus 
gland  remained.  There  was  a  slight  excess  of  clear  fluid  in 
the  pericardial  sac.  The  heart  weighed  210  grams.  The  right 
auricle  was.  slightly  distended  with  liquid  blood.  The  heart  was 
small  in  proportion  to  the  size  of  the  body.  The  pulmonary 
valve  was  normal.     The  aorta  was  distinctly  thickened.     The 
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interior  showed  "willow-tree"  markings,  beginning  sclerosis, 
and  some  yellowish  patches  above  the  sinuses  of  Valsalva. 
The  mitral  valve  was  thickened,  and  showed  a  few  yellowish 
patches.  The  heart  muscle  was  dull  brown,  marked  by  whitish 
striae.  The  cavity  of  the  left  ventricle  was  small,  and  its 
wall  twenty  centimeters  thick.  Both  lungs  were  edematous, 
but  otherwise  normal.  The  spleen  was  small,  but  showed  no 
evidence  of  disease.  The  kidneys  were  somewhat  small,  and 
the  capsules  stripped  with  difficulty.    On  section  the  substance 


Fig.  I.     Tumor  of  the  hypophysis. 

was  congested,  dark,  both  pyramids  and  cortex  being  a  pur- 
plish red.  The  cortex  was  not  diminished  in  thickness,  its  con- 
sistency was  slightly  increased,  and  the  cut  vessels  gaped.  The 
liver  was  small  and  hard.  The  calvarium  was  hard,  ivory-like, 
and  the  diplce  absent.  In  the  middle  line  in  front  the  cal- 
varium was  one-half  centimeter  thick.  On  the  inner  surface  it 
was  smooth,  the  grooves  of  the  Mood  vessels  were  fairly  well 
marked,  and  there  were  a  few  Pacchionian  depressions.  In 
front  of  the  sella  the  bone  was  a  little  abraided,  and  the  cavity 
itself  was  somewhat  enlarged.    The  brain  bulged  considerably 
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when  the  dura  was  removed.  The  whole  interpeduncular  space 
anterior  to  the  mannnillary  hodies  was  occupied  hy  a  mass 
about  as  large  as  a  lemon,  on  the  under  surface  of  which  the 
hypophysis  appeared.  (See  Fig.  I.)  The  tumor  filled  the 
space  between  the  tips  of  the  temporo-sphenoidal  lobes,  and 
was  adherent  to  the  membranes  over  the  base.  Its  antero- 
posterior diameter  was  six  centimeters,  its  lateral  five  and  a 
half,  and  its  depth  three  centimeters.  The  hypophysis  (which 
in  the  plate  is  marked  by  a  piece  cut  out;  see  Fig.  1.)  was  one 
and  a  half  centimeters  transversely  and  one  centimeter  antero- 
posteriorly.  The  optic  chiasm  could  not  be  discovered.  Both 
third  nerves  were  very  much  flattened.  Anteriorly,  the  tumor 
extended  a  centimeter  in  front  of  the  corpus  callosum.  On 
looking  down  upon  the  brain,  the  corpus  callosum  was  seen  to 
be  much  arched,  with  the  convexity  upward.  The  corpora 
striata  on  both  sides,  especially  the  left,  bulged  into  the  lateral 
ventricles.  The  tumor  on  section  was  grayish,  not  very  hard, 
granular,  and  apparently  not  hemorrhagic. 

The  pathologic  diagnosis  was  tumor  of  the  base  of  the 
brain,  probably  originating  in  the  infundibulum;  absence  of 
both  ovaries,  pelvic  adhesions,  beginning  cirrhosis  of  the  liver, 
slight  interstitial  nephritis,  osteosclerosis  of  the  skull,  hyper- 
plastic sclerosis  of  the  cribriform  of  the  ethmoid  bone,  and 
edema  of  the  lungs. 

Microscopic  Examination. — Pieces  of  the  tumor  were  fixed 
and  hardened  in  alcohol,  imbedded  in  celloidin,  cut  into  thin 
sections,  and  the  latter  were  stained  with  hematoxylin,  hema- 
toxylin and  eosin,  carmine,  and  Van  Gieson's  stain.  The 
tumor  is  a  spindle-celled  sarcoma,  with  a  well  marked  tendency 
on  the  part  of  the  cells  to  an  alveolar  arrangement.  On  the 
surface  the  tumor  is  covered  by  a  thin  capsule  of  fibrocellular 
tissue,  which  sends  short  trabecular  into  the  growth.  This  cap- 
sule contains  a  few  blood  vessels  and  a  number  of  mast  cells, 
mostly  of  small  size,  scattered  irregularly  through  it.  The  cells 
of  the  tumor  are  large  spindle  cells  with  large  nuclei,  and  run 
in  concentric  groups,  forming  large  bundles,  or  whorls,  of  con- 
siderable size.  In  the  center  of  these  the  cells  are  very  near 
together,  on  account  of  pressure,  and  the  nuclei  appear  as  if 
piled  upon  one  another,  so  that  a  semblance  of  giant  cells  is 
produced,  but  no  true  giant  cells  are  present.  The  alveolar 
arrangement  referred  to  is  not  produced,  except  just  near  the 
surface,  by  a  true  stroma,  but  merely  by  a  vertical  grouping  of 
the  spindle  cells. 

Another  section  which  had  been  carried  through  what  was 
considered  at  the  necropsy  the  remains  of  the  hypophysis 
shows  the  structure  of  the  latter  organ  distinctly,  and  is  that 
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from  which  the  accompanying  drawing  has  been  made.  (See 
Fig.  II.)  We  find  here  small  epithelial  cells  with  darkly  stain- 
ing nuclei,  closely  aggregated,  and  here  and  there  assuming  a 
tubular  arrangement.  The  tissue  evidently  represents  the  re- 
mains of  the  anterior  lobe  of  the  hypophysis.  The  connective 
tissue  is  slight  in  amount,  but  blood  capillaries  are  abundant 
and  well  filled;  colloid  material  is  nowhere  seen.  Directly  con- 
tinuous with  the  glandular  portion  of  the  hypophysis  is  a  small 
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Fig.  II.  a — Remains  of  anterior  lobe  of  hypophysis,  with  dilated  blood 
vessels,  b  b — Spindle-cell  sarcoma,  c — Band  of  fibrous  tissue. 
(Tissue  fixed  in  alcohol,  embedded  incelloidin,  and  section  stained 
with  hematoxylin.     Zeiss  oc.  3,  ob.  A  A. ) 

mass  of  lymphoid  tissue,  possibly  a  portion  of  the  posterior  lobe 
of  the  organ. 

In  one  part  of  the  section  the  hypophysis  is  sharply  sep- 
arated from  the  tumor  by  a  broad  band  of  fibrous  tissue,  as 
shown  in  the  figure;  elsewhere  no  sharp  line  of  demarcation  is 
observable,  and  in  several  places  long,  winding  processes  of 
hypophysial  tissue  are  traceable  into  the  new  growth.     The 
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cells  in  these  long  processes  show  a  well  marked  tubular  dis- 
position, are  polyhedral,  and  are  accompanied  by  connective 
tissue  and  blood  vessels.  The  processes  can  be  traced  for  a 
long  distance  and  are  finally  lost  in  the  tumor.  The  tumor  is 
practically  free  from  degeneration. 

The  nervous  tissue  included  in  the  section  is  greatly  de- 
generated; it  is  loose,  alveolar,  and  resembles  in  its  reticular 
character  mucoid  connective  tissue.  The  condition  is  well 
described  as  cribriform.  The  ganglion  cells  have  lost  their  pro- 
cesses and  stain  indistinctly.  There  is  no  hyperplasia  of  the 
neuroglia,  but  in  places  the  number  of  capillaries  is  distinctly 
increased. 

To  sum  up:  We  have  a  woman  whose  sole  subjective 
symptom  is  blindness,  which  came  on  several  years  before  death, 
and  who,  under  examination,  is  found  to  have  post-neuritic 
atrophy  in  both  eyes;  who  is  usually  dull  and  stupid,  but  at 
times  very  bright;  who  has  persistent  ankle  clonus  on  one 
side,  some  rigidity  in  the  legs  and  spastic  knee-jerks;  who  has 
several  times  become  comatose,  and  finally  dies  in  coma. 

The  diagnosis  of  brain  tumor  with  such  a  combination  of 
symptoms  is  not  difficult  and  is  entirely  justified.  To  locate 
the  tumor  is  more  difficult,  and  we  found  it  impossible.  Thus 
far  in  localization  we  could  go;  the  tumor  must  be  so  situated 
as  to  encroach  upon  but  not  to  destroy,  nor  seriously  interfere 
with,  both  motor  tracts,  the  right  the  more  especially.  Had  the 
case  been  seen  earlier  the  type  of  hemianopsia  characteristic  of 
hypophysial  disease  might  have  been  present,  but  when  the 
patient  came  under  observation  it  was  too  late.  Had  it  been 
safe  to  depend  on  her  statements  as  to  the  power  of  smell,  much 
light  might  have  'been  thrown  upon  the  matter,  but  she  was 
entirely  unreliable.  Post  mortem  there  is  found  a  tumor  in- 
volving, but  not  destroying,  the  hypophysis. 

The  opinion  that  acromegaly  is  due  to  disease  of  the  hypo- 
physis has  rapidly  gained  adherents,  until  now  it  is  accepted 
by  the  majority  of  writers.  This  opinion  has  not  been  formed 
without  careful  thought  and  wide  and  exhaustive  discussion  of 
both  sides  of  the  question.  It  is  based  upon  the  following  evi- 
dence:    First,  that  from  post-mortem  examination: 

In  Hinsdale's1  carefully  prepared  list,  numbering  fifty- 
seven  cases,  and  including  all  admitted  by  every  one  to  be  in- 

1  Boylston  Prize  Essay,  Medicine,  June  to  September,  1898. 
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stances  of  acromegaly,  the  hypophysis  was  diseased  in  all.  In 
the  cases  reported  by  Sarbo,  Friedreich  and  Arnold,  and  Bo- 
nardi,  the  hypophysis  is  said  to  have  been  normal,  but  there  is 
some  doubt  about  the  correctness  of  the  diagnosis.  In  William 
Hunter's2  case,  reported  recently,  there  was  vascular  hyper- 
trophy of  the  hypophysis  with  hemorrhages. 

This  fact,  that  in  sixty-one  cases,  including  even  those  in 
which  there  is  some  doubt  about  the  diagnosis,  fifty-eight 
showed  disease  of  the  hypophysis,  proves  that  there  must  be 
some  close  relation  between  the  two  conditions.  It  cannot  be 
mere  accident.  Were  it  true,  as  has  been  claimed,  that  disease 
of  the  hypophysis  is  merely  a  symptom  of  acromegaly,  the 
lesion  of  the  gland  would  always  be  the  same,  whereas  it  has 
been  found  to  vary  very  much :  in  some  cases  being  a  so-called 
simple  hypertrophy;  in  others  a  malignant  growth. 

Second,  the  evidence  from  the  clinical  history. 

In  a  very  large  number  of  cases  there  are  symptoms  of 
tumor  of  the  brain  (headache,  vertigo,  optic  neuritis),  and  in 
the  cases  which  come  early  under  medical  observation,  hemia- 
nopia  of  the  type  indicative  of  hypophysial  disease  is  not  in- 
frequent. Furthermore,  the  visual  symptoms  increase  with  the 
increase  of  the  bony  symptoms,  never  beginning  very  late  in 
the  disease  and  often  antedating  by  a  considerable  time  the 
hypertrophy.  The  importance  of  this  is  that  the  visual  symp- 
toms serve  in  a  rough  way  to  measure  the  increase  in  the  size 
of  the  hypophysis,  and  consequently  the  amount  of  disease. 

Third,  the  argument  from  analogy  with  disease  of  the  thy- 
roid gland. 

The  discovery  of  the  functions  of  the  ductless  glands  is  of 
very  recent  date.  Not  so  many  years  ago,  had  any  one  said 
that  the  thyroid  gland  stood  in  any  relation  to  the  nutrition  of 
the  body,  he  would  not  have  found  any  hearers.  To-day  every 
one  admits  that  myxedema  is  caused  by  thyroidal  disease. 
There  is  then  in  the  known  nature  of  things  no  reason  why 
hypophysial  disease  may  not  cause  acromegaly. 

Against  the  view  of  the  hypophysial  origin  of  acromegaly 
there  is  the  following  evidence:  First,  there  may  be  disease  of 
the  hypophysis  without  any  signs  of  acromegaly.  This  is  un- 
deniably true.  Many  such  cases  have  been  reported.  Weir 
2  Brit.  Med.  Jour.,  March  19,  1898. 
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Mitchell's  classical  case  of  aneurism  of  an  anomalous  artery  of 
the  circle  of  Willis,  often  quoted  in  this  connection,  has  in 
reality  little  bearing,  for  it  was  reported  quite  a  long  time  ago, 
there  is  no  description  of  the  condition  of  the  extremities,  and 
when  the  brain  was  received  by  him  it  was  not  in  condition  for 
any  minute  study.  The  hypophysis  is  not  described.  In  none 
of  the  reported  cases  known  to  us  has  it  been  shown  that  the 
glandular  part  of  the  organ  was  completely  destroyed;  in  not 
a  few  no  microscopic  examination  was  made,  and  in  others  only 
sufficient  to  determine  the  nature  of  the  growth.  This  is  the 
value  of  the  case  that  we  report.  It  shows  that  though,  to  the 
naked  eye,  the  gland  may  appear  greatly  diseased  or  indeed 
destroyed,  still  it  may  contain  much  healthy  glandular  tissue. 

Though  we  are  ignorant  whether  the  hypophysis  contains 
ordinarily  more  glandular  tissue  than  is  needed  for  the  proper 
performance  of  its  functions,  yet  by  analogy  it  is  highly  prob- 
able that  it  does.  In  all  other  glands,  secretory  or  excretory, 
there  is  a  surplus  of  tissue,  or  at  least  if  a  part  foe  lost  by  acci- 
dent or  disease  the  remainder  may  do  the  same  amount  of 
work  as  was  done  by  the  entire  organ.  Nature  is  a  spendthrift, 
and  it  is  hardly  fair  to  accuse  her  of  niggardliness  in  the  matter 
of  one  organ.  The  importance  of  a  remnant  of  an  organ  is  well 
shown  in  the  thyroid.  Operative  myxedema  does  not  follow 
the  partial  removal  of  the  thyroid  gland,  even  if  the  part  left  is 
very  small,  but  does  follow  when  the  entire  organ  is  removed. 
The  same  thing  may  be  true  of  the  hypophysis:  namely,  that  a 
small  amount  of  glandular  tissue  may  do  the  work  of  the  whole, 
or  at  least  may  be  sufficient  to  inhibit  excessive  growth  in  the 
bony  extremities.  There  may  be,  and  probably  are,  other  func- 
tions as  yet  undiscovered,  requiring  a  greater  amount  of  gland 
for  their  performance. 

Second,  the  existence  of  acromegaly  without  visual  symp- 
toms. Dercum  has  reported  two  such  cases,  and  there  have 
been  not  a  few  others.  If  these  cases  come  to  necropsy  and  the 
hypophysis  is  found  normal,  their  value  will  be  greatly  in- 
creased. 

Third,  there  is  not  a  single  ductless  gland  in  the  body  that 
has  not  been  found  diseased,  and  it  would  be  as  proper  to  say 
that  disease  of  any  one  of  them  caused  acromegaly  as  of  any 
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other.  It  is  true  that  all  or  almost  all  have  been  found  diseased, 
but  not  any  one  except  the  hypophysis  in  any  large  number  of 
cases.  We  cannot  say  of  any  other  one  that  it  was  pathologic 
in  fifty-eight  out  of  sixty-one  necropsies.  Furthermore,  each 
of  them  is  frequently  diseased  without  any  sign  of  acromegaly. 

Fourth,  the  evidence  from  experimental  destruction  of  the 
gland.  The  hypophysis  has  been  destroyed  without  causing 
acromegaly  (Marinesco,  Varsale,  Succhi.)  The  acceptance  of 
this  evidence  assumes  the  identity  of  function  of  the  gland  in 
man  and  dogs.  This  identity  is  assumed,  not  proven.  We 
know  little  of  the  function  of  the  gland  in  man,  and  less  con- 
cerning it  in  other  animals.  The  same  evidence  would  prove 
that  myxedema  has  no  relation  with  the  thyroid  gland,  for  its 
removal  in  dogs  causes  entirely  different,  non-myxedemoid 
symptoms.  Furthermore,  acromegaly  may  be  due  to  a  perver- 
sion of  function  and  not  to  its  abolition. 

Fifth,  the  failure  of  the  therapeutic  test.  No  patient  has  been 
cured  by  the  use  of  hypophysial  extract.  This  has  manifestly 
little  weight,  and  no  one  has  laid  great  stress  upon  it. 

Balancing  all  the  evidence  on  both  sides  of  the  question, 
we  feel  justified  in  believing  that  acromegaly  is  caused  by  dis- 
ease of  the  hypophysis,  and  that  for  its  production  the  lesion 
must  be  complete,  i.  e.,  must  affect  the  entire  glandular 
structure. 


REFLECTIONS  ON  THE  NOSOLOGY  OF  THE  SO-CALLED 
FUNCTIONAL  DISEASES.* 

By  Joseph  Collins,  M.D.,  and  Joseph  Fraenkel,  M.D. 

The  authors  endeavored  to  prove  that  the  various  so-called 
functional  nervous  disorders  were  primarily  conditioned 
through  the  sympathetic  system,  and  were  the  result  of  a 
trophic  change. 

DISCUSSION. 

Dr.  F.  X.  Dercum  said  that  there  was  not  a  scintilla  of 
evidence  that  the  sympathetic  system  played  the  extensive  role 
assigned  to  it  by  Drs.  Collins  and  Fraenkel.  Beginning  with 
neurasthenia  as  an  example,  there  are  no  grounds  whatever  for 
classifying  neurasthenia  among  the  affections  of  the  sympa- 
thetic nerve.  Neurasthenia  is  nothing  more  or  less  than  a 
fatigue  neurosis,  and  its  symptoms  can  best  be  explained  on  the 
ground  of  a  fatigue  of  the  organism  as  a  whole.  Certainly  the 
psychic  symptoms  of  fatigue  must  be  referred  to  the  cerebrum. 
In  what  other  way  are  we  to  explain  the  loss  of  power  for  sus- 
tained attention,  the  loss  of  spontaneity  of  thought,  the  loss  of 
power  for  sustained  intellectual  effort?  Similarly,  the  general 
motor  weakness  of  neurasthenia  must  be  referred  to  the  cerebro- 
spinal system  as  a  whole.  All  of  the  symptoms  of  this  disease 
are  symptoms  of  general  nervous  weakness  and  nervous  irrita- 
bility and  not  of  vasomotor  or  sympathetic  disturbances.  The 
only  indication  of  any  role  played  by  the  sympathetic  is  in  the 
vasomotor  disturbances.  Vasomotor  weakness  and  irritability 
were  long  ago  proven  by  Anjel  by  means  of  the  plethysmo- 
graph,  but  these  symptoms  are  merely  part  of  a  group.  Much 
of  the  confusion  with  regard  to  neurasthenia  arises  from  the  fact 
that  in  neurasthenia  there  are  two  sets  of  symptoms — primary 
and  secondary;  the  first  being  the  essential  symptoms  of 
fatigue;  the  others,  secondary  outgrowths  of  these.  Charcot 
was  the  first  to  recognize  that  a  difference  in  value  obtains 
among  the  various  symptoms  of  neurasthenia.  The  fatigue 
symptoms,  for  instance,  are  readiness  of  exhaustion,  inability 
for  sustained  intellectual  or  physical  effort,  headache,  backache, 
limb-ache,  etc.,  but  to  these  symptoms  are  added  others,  such 
as  tinnitus  aurium,  giddiness,  throbbing  and  allied  sensations 
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which  are,  in  all  probability,  to  be  referred  to  vasomotor  dis- 
turbances and  to  rise  and  fall  of  blood  pressure,  but  they  are  all 
of  them  secondary  in  value  and  not  primary,  and  in  many  cases 
are  altogether  absent. 

Again,  as  regards  uric  acid,  Dr.  Dercum  said  that  he  was 
one  of  those  who  did  not  accept  the  view  that  uric  acid  was  a 
result  of  insufficient  oxidation  of  the  tissues.  Horbaczewsky 
showed  some  years  ago  that  protonuclein  can  be  converted  into 
uric  acid  in  the  laboratory.  If  this  is  true,  an  excess  of  uric  acid 
simply  means  an  excess  of  tissue  waste. 

As  regards  hysteria,  Dr.  Dercum  said  that  the  symptoms 
of  the  disease  were  such  as  to  refer  us  beyond  all  possible  doubt, 
not  only  to  the  cerebrospinal  system,  but  especially  to  the  cor- 
tex. In  what  other  way  are  we  to  explain,  for  instance,  the 
symptoms  of  hemianesthesia,  or  such  a  symptom  as  segmental 
anesthesia?  A  segmental  anesthesia  cannot  be  referred  to  a 
nerve  distribution;  it  cannot  be  referred  to  the  sensory  repre- 
sentation in  the  spinal  cord;  it  must  be  referred  to  the  cortex, 
and  there  are  other  facts  which  give  us  every  reason  to  believe 
that  the  representation  of  the  limbs  in  the  cortex  is  by  seg- 
ments. To  attempt  to  explain  hysteria  by  means  of  the  sympa- 
thetic system  is  equivalent  to  offering  no  explanation  at  all. 

Dr.  Charles  K.  Mills  said  that  many  years  ago  he  had 
written  one  of  the  old-time  reviews  of  a  book  of  several  hun- 
dred pages  for  the  American  Journal  of  the  Medical  Sciences. 
This  book  was  written  by  a  French  physician,  Trumet  de  Fon- 
tarce,  who  attributed  almost  all  the  diseases  referred  to  by  Dr. 
Collins  and  Dr.  Fraenkel,  except  perhaps  acromegaly  and  one 
or  two  other  recent  affections,  to  the  sympathetic  nervous  sys- 
tem. Dr.  Mills  said  that  if  Dr.  Collins  and  Dr.  Fraenkel  had 
not  had  access  to  that  book  they  would  find  it  an  interesting 
work  in  connection  with  the  subject  under  discussion. 

Dr.  Mills  thought  that  Dr.  Collins  and  Dr.  Fraenkel  had 
made  the  common  mistake  of  attributing  to  a  certain  portion 
of  the  nervous  system  diseases  which  simply  manifest  them- 
selves through  this  portion.  They  had  done  little  more  than 
assert  that  certain  diseases  were  traceable  to  the  sympathetic 
nervous  system.  To  acertain  extent  the  paper  was  a  step  back- 
wards; it  was  a  reversion  to  the  old  method  of  looking  upon 
the  system  of  gangliated  nerves  as  a  distinct  system,  which  it  is 
not.  We  have  quite  as  much  evidence  in  favor  of  designating 
hysteria  a  cerebral  or  psychic  disease  as  we  have  in  favor  of 
designating  it  a  disease  of  the  sympathetic  nervous  system. 

Dr.  B.  Sachs  did  not  know  whether  he  was  one  of  those 
who  enjoyed  that  "immunity  to  scientific  evidence"  to  which 
the  paper  referred.  He  thought  that  Dr.  Collins  and  Dr. 
Fraenkel  had  done  good  work  in  calling  attention  to  the  sympa- 
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thetic  nervous  system  as  a  possible  factor  in  functional  diseases, 
but  he  did  not  think  it  was  wise  to  draw  too  general  conclusions 
from  this.  Still,  we  are  not  in  entire  ignorance  of  the  functions 
of  the  sympathetic  nervous  system.  We  know  that  certain 
pupillary  and  visceral  symptoms,  as  well  as  certain  vasomotor 
and  trophic  symptoms,  have  their  origin  there.  He  did  not 
think  the  writers  of  the  paper  would  be  able  to  prove  that  such 
symptoms  occurred  more  frequently  in  hysteria  or  neurasthenia 
or  acromegaly  than  they  do  in  diseases  which  we  positively 
know  are  of  cerebrospinal  origin. 

Dr.  William  Osier  regarded  the  bringing  forward  of  this 
old,  defunct  theory  as  a  very  retrograde  step.  Still,  he  said,  it 
only  goes  to  show  that  we  think  the  same  thoughts  our  fathers 
thought. 

Dr.  W.  L.  Worcester  believed  the  paper  was  open  to  objec- 
tion on  theoretical  grounds.  It  was  generally  acknowledged 
by  students  of  evolutionary  processes  that  those  structures 
which  were  latest  developed  were  the  most  liable  to  disorder. 
The  sympathetic  nervous  system  is  a  more  primitive  portion  of 
the  nervous  system  than  the  cerebrospinal  system ;  it  is  mainly 
concerned  with  the  regulation  of  the  circulation  and  secretion. 
When  we  have  to  deal  with  a  disorder  of  the  cerebrospinal 
system,  he  thought  it  less  reasonable  that  we  should  search  for 
the  cause  of  such  disorder  in  the  fundamental  and  simple  sympa- 
thetic system   than  in  its  own  and  less  primitive  structure. 

Dr.  Van  Gieson  said  that  while  he  agreed  with  Dr.  Osier 
that  many  of  the  statements  contained  in  the  paper  of  Dr. 
Collins  and  Dr.  Fraenkel  had  been  said  before,  he  thought  it 
was  necessary,  from  time  to  time,  to  say  them  over  again. 
While  it  was  very  true  that  the  higher  parts  of  the  nervous 
system  were  evolved  last,  it  was  also  true  that  they  are  most 
dependent  upon  a  continuous  food  supply.  The  authors  of  this 
paper  had  attempted  to  show  that  in  certain  diseases  there  are 
changes  in  the  higher  spheres  of  the  nervous  system  produced 
by  functional  or  organic  changes  in  the  sympathetic  system, 
which  have  deprived  those  higher  centers  of  their  food  supply. 

Dr.  J.  J.  Putnam  did  not  regard  the  sympathetic  system  as 
an  essential  factor  in  the  causation  of  disease,  but  looked  upon 
it  as  a  very  important  factor  in  the  maintenance  of  certain  dis- 
eased conditions.  In  Graves'  disease,  for  example,  the  onset 
may  be  due  to  a  fright,  which  is  in  the  first  instance  purely 
psychic;  the  symptoms  it  produces  are  taken  up  by  the  sympa- 
thetic system,  and  if  this  system  becomes  seriously  involved 
those  symptoms  are  not  easily  recovered  from,  and  form  an 
essential  part  of  the  disorder. 

Dr.  Collins  said  he  was  fully  prepared  for  the  criticisms 
that  had  been  made  by  the  various  speakers  on  the  paper  which 
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he  and  Dr.  Fraenkel  had  just  presented.  He  felt  moderately 
confident  that  the  theory  which  they  had  advanced  did  not  rest 
upon  mere  assertions,  but  that  it  was  supported  by  tangible 
scientific  evidence.  If  he  were  as  capable  as  Dr.  Dercum  of 
making  lucid  his  thoughts  he  could  wish  for  no  better  words  to 
maintain  the  position  that  he  and  Dr.  Fraenkel  had  taken,  rela- 
tive to  neurasthenia  in  its  relation  to  the  sympathetic  nervous 
system,  than  those  employed  by  that  speaker.  They  did  not 
claim  in  their  paper  that  neurasthenia  was  a  disease  of  the  gan- 
gliated  cords,  of  the  communicating  fibers,  of  the  terminal  ram- 
ifications, or  of  any  other  part  of  the  sympathetic  system;  on 
the  contrary,  they  distinctly  stated  their  belief  that  the  symp- 
toms of  neurasthenia  were  primarily  conditioned  by  the  sympa- 
thetic system,  and  that  they  were  the  result  of  a  nutritional 
change.  Dr.  Dercum  said  he  believed  that  certain  symptoms  of 
neurasthenia  were  due  to  changes  in  the  blood  pressure,  and  to 
that  extent,  at  least,  he  agreed  with  the  authors  of  the  paper. 
How  are  these  variations  in  blood  pressure  brought  about? 
Does  the  cerebrospinal  system  send  any  filaments  to  the  blood 
vessels? 

In  reply  to  Dr.  Sachs,  the  speaker  said  he  had  recently 
made  some  experimental  researches,  together  with  Dr.  Onuf, 
on  the  localization  of  the  sympathetic  nerve  in  the  brain  and 
spinal  cord.  The  result  of  these  researches,  which  were  to  be 
read  later  by  Dr.  Onuf,  easily  explained  that  the  implication  of 
the  sympathetic  system  was  responsible  for  the  symptoms  of 
sympathetic  disorder  occurring  in  the  course  of  cerebrospinal 
disease. 

Dr.  Collins  said  they  did  not  wish  to  contend  that  the  dis- 
eases mentioned  were  diseases  of  the  sympathetic  system.  They 
had  merely  advanced  the  claim  that  these  diseases  are  more 
legitimately  interpreted  by  positing  disorder  in  function  or 
disease  of  the  sympathetic  nervous  system,  as  the  sine  qua  non 
of  their  existence,  than  by  any  other  explanation,  be  it  chemi- 
cal, reflex  or  anatomical.  They  maintained  that  the  diseases 
were  nutritional  diseases,  and  that  the  sympathetic  nervous 
system  controls  nutrition  from  beginning  to  end.  Dr.  Osier 
had  pronounced  their  theory  a  retrograde  one.  He  would  ask 
Dr.  Osier  to  supply  him  with  a  better  one. 

Dr.  Collins  said  that  while  their  views  on  rheumatism  and 
gout  might  be  termed  retrograde,  chacun  son  gout;  he  consid- 
ered them  more  satisfactory  than  any  that  had  been  brought 
forward,  even  though  the  French  author  to  whom  Dr. 
Mills  referred  had  written  so  voluminously  and  unconvincingly 
about  them. 
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The  President,   Dr.   Frederick   Peterson,   in  the   chair. 

A  DOUBTFUL  CASE  OF  INFANTILE  SCURVY. 

Dr.  Joseph  Collins  presented  for  diagnosis  the  case  of  a 
girl  of  three  years,  born  of  healthy  parents,  after  an  easy  and 
normal  labor.  About  January  30th  the  right  eye  of  the  patient 
was  slightly  closed,  the  eyeball  was  somewhat  shrunken,  and  a 
discoloration  was  present  around  the  eye,  as  though  a  blow  had 
been  received  there.  After  two  or  three  weeks  the  patient  did 
not  use  the  right  leg  and  the  right  arm.  There  seemed  to  be 
considerable  tenderness  over  the  right  upper  extremity,  and 
particularly  over  the  brachial  plexus.  This  disappeared  after 
four  or  five  weeks,  and  then  the  ocular  symptoms  first  observed 
returned.  This  was  her  condition  when  first  seen  by  Dr. 
Collins  on  April  30th.  The  girl  was  then  rather  bright,  and 
not  as  irritable  as  she  is  at  present.  The  formation  of  swellings 
on  the  head,  like  those  of  angioneurotic  edema,  was  noticed  at 
that  time.  Although  the  patient  was  put  on  restorative  medi- 
cines during  the  summer,  by  fall  her  condition  had  become 
worse.  At  present  her  temperature  is  almost  continuously 
about  1030  F. ;  she  is  very  irritable,  and  occasionally  the  neck 
becomes  stiff.  Some  of  the  swellings  referred  to  are  now  on 
the  head.  Ophthalmoscopic  examinations  had  given  negative 
results.    The  pupils  are  normal  in  size  and  in  reaction  to  light. 

Dr.  Mary  Putnam  Jacobi  said  that  the  swellings  were  so  much 
like  those  from  subperiosteal  hemorrhage,  that  she  was  inclined  to 
regard  the  case  as  one  of  infantile  scurvy. 

Dr.  George  W.  Jacoby  said  that  the  case  made  the  same  im- 
pression upon  him,  although  the  history  was  negative  as  regards  the 
occurrence  of  hemorrhages  from  the  gums. 

Dr.  Peterson  took  the  same  view. 

Dr.  W.  M.  Leszynsky  said  that  he  had  met  with  several  children 
having  subperiosteal  effusions  and  thickenings  without  any  hemor- 
rhages from  the  gums.  These  cases  recovered.  He  did  not  see  how 
a  positive  diagnosis  could  be  made  unless  the  child  were  kept  for  a 
considerable  time  under  constant  observation  in  a  hospital. 

Dr.  Collins  replied  that  the  diagnosis  of  scurvy  had  suggested 
itself  long  ago.  hut  antiscorbutic  diet  and  treatment  had  been  tried 
without  any  benefit.  The  urine  and  blood  had  been  examined  with 
negative  results. 
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A    CASE    OF    SUPERIOR    TABES. 

Dr.  Onuf  presented  a  colored  man  having  a  personal  his- 
tory of  little  clinical  importance.  The  first  symptom  of  his 
present  disease  appeared  in  1895,  and  consisted  in  a  feeling  of 
cold  over  both  patellae.  About  a  year  later  he  was  struck  in  the 
right  popliteal  region,  and  for  two  or  three  days  afterward  the 
right  limb  felt  stiff.  In  April,  1896,  his  vision  became  blurred. 
He  states  now  that  his  lips  feel  stiff  and  his  tongue  dry;  that 
there  is  a  throbbing  sensation  in  the  right  ear;  and  that  his 
mouth  often  opens  without  his  noticing  it.  Sexual  desire  has 
markedly  diminished,  but  he  has  no  bladder  disturbance.  Ex- 
amination shows  certain  peculiar  contractions  of  the  facial 
muscles.  The  left  pupil  is  wider  than  the  right,  but  both  of 
them  are  abnormally  narrow.  Accommodation  is  good,  and 
the  ocular  muscles  move  naturally  with  the  exception  of  an 
occasional  slight  nystagmus.  The  sensation  of  the  face  is 
markedly  impaired,  and  the  analgesia  extends  also  to  the 
mucous  membrane  of  the  mouth.  The  mouth  on  being  opened 
widely  is  twisted  to  one  side.  The  gait  is  disturbed,  but  it  can 
hardly  be  called  ataxic.  The  patient  stands  steadily  with  the 
feet  together  and  the  eyes  closed.  The  knee-jerks  are  present 
on  both  sides.  Some  ataxia  is  noticed  in  both  upper  extremi- 
ties. The  visual  fields  on  both  sides  are  somewhat  contracted, 
and  both  optic  nerves  are  atrophied. 

Dr.    George   W.   Jacoby   remarked   that  he   did   not  think   these 
cases  of  superior  tabes  were  very  rare. 

ATYPICAL   PROGRESSIVE  MUSCULAR  ATROPHY. 

Dr.  Pearce  Bailey  presented  a  case  of  ophthalmoplegia 
externa,  with  symmetrical  atrophies  in  the  extremities,  which 
he  regarded  as  one  of  atypical  progressive  muscular  atrophy. 
The  patient,  a  man  of  twenty-six  years,  had  been  well  up  to  two 
years  ago.  He  had  been  athletic,  and  was  not  given  to  any 
excesses.  No  predisposing  or  exciting  causes  of  nervous  dis- 
ease could  be  discovered  in  his  ancestral  or  personal  record. 
The  first  symptom  of  the  present  illness  occurred  in  June,  1896. 
It  consisted  of  drooping  of  the  left  eyelid  and  rotation  outward 
of  the  left  eyeball,  unaccompanied  by  pain.  It  was  rapid  in  its 
onset,  so  that  within  three  or  four  days  of  its  first  appearance 
the  ptosis  was  pronounced  and  diplopia  was  present.  This  con- 
dition in  the  left  eye  remained,  with  some  intervals  of  improve- 
ment, until  a  few  months  ago.  when  the  right  eye  became  af- 
fected in  a  similar  way.  As  the  muscles  of  the  right  eyeball 
became  impaired  those  of  the  left  regained  much  of  their  power, 
so  that  at  present  the  defects  on  the  right  side  are  much  more 
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conspicuous  than  those  on  the  left.  The  diplopia  disappeared 
and  then  returned,  and  is  now  present. 

To  this  alternating  ophthalmoplegia,  weakness  in  the  ex- 
tremities was  added  about  a  year  ago.  In  the  upper  extrem- 
ities it  was  confined  to  the  triceps  of  both  sides,  and  in  the  lower 
extremities  to  both  anterior  tibial  groups.  In  these  latter  it 
was  first  manifested  by  a  slight  dragging  of  the  feet  in  walking. 
Occasional  difficulty  in  holding  the  water  has  been  noticed 
since  the  beginning  of  the  trouble:  i.  e.,  the  urine  must  at 
times  be  voided  at  short  intervals,  although  true  incontinence 
was  never  present.  The  general  nervous  tone  of  the  patient  is 
also  lowered.  From  being  an  active  athletic  young  man  he  has 
become  more  or  less  of  an  invalid.  He  has  lost  fifteen  pounds. 
He  tires  easily;  he  is  easily  startled;  he  becomes  nervous  and 
apprehensive  at  slight  causes;  his  sleep  is  disturbed.  Large 
doses  of  iodide  have  been  taken  for  long  periods  without  ap- 
preciable benefit. 

Examination  shows  a  young  man  of  slight  frame,  but  well 
proportioned  and  of  good  general  muscular  development.  No 
traces  of  disease  exist  in  the  vegetative  organs.  Dr.  W.  A. 
Holden  reports  that  in  the  right  eye  there  is  marked  paresis  of 
all  the  extrinsic  muscles  supplied  by  the  third  nerve,  and  in  the 
left  eye  a  less  degree  of  paresis  of  the  corresponding  muscles 
(the  levator  and  internal  rectus  muscles  being  but  slightly 
affected).  Each  external  rectus  is  somewhat  weak,  extreme 
abduction  being  accomplished  only  spasmodically.  Pupillary 
reaction,  accommodation,  acuteness  of  vision,  fields  and  the  in- 
terior of  the  eyes,  are  normal.  The  other  cranial  nerves  appear 
to  be  normal.  Weakness  and  atrophy  of  both  triceps  and  of 
both  anterior  tibial  groups  are  found  in  the  extremities.  The 
loss  of  power  in  the  triceps  muscles  is  the  more  pronounced, 
although  it  causes  the  patient  no  serious  disability.  These 
muscles  are  noticeably  atrophied,  and  occasionally  are  the  seat 
of  fibrillary  twitchings.  It  is  more  difficult  to  demonstrate 
atrophy  in  the  muscles  on  the  front  of  the  leg.  The  weakness 
in  the  latter,  however,  becomes  apparent  occasionally  when  the 
patient  walks,  and  always  when  he  tries  to  lift  the  toes  from  the 
floor.  Changes  in  electrical  excitability  of  the  same  character 
in  all  the  affected  muscles  are  found,  although  these  are  most 
pronounced  in  the  triceps  muscles.  The  changes  consist  in  a 
diminished  response  to  faradism.  To  galvanism  there  is  no 
reversal  of  reaction,  but  the  contractions  in  places  are  distinctly 
vermicular.  The  knee-jerk  on  the  right  side  is  absent;  on  the 
left,  a  very  deficient  knee-jerk  may  be  obtained  by  reinforce- 
ment. This  is  practically  the  full  symptomatic  category. 
There  are  no  atrophies  elsewhere,  no  spasmodic  contractures  or 
•contractions,  no  disturbances  of  cutaneous  sensibility. 
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Dr.  C.  L.  Dana  said  regarding  the  prognosis  of  the  disease,  that 
the  duration  of  life  was  sometimes  considerable.  He  had  seen  a 
physician  in  whom  a  progressive  muscular  atrophy  had  developed  in 
early  manhood,  and  had  then  ceased  to  progress,  so  that  he  had  been 
able  to  practise  medicine  for  twenty  years.  This  man  had  checked  the 
progress  of  the  disease  by  going  to  bed  and  keeping  quiet.  Dr.  Dana 
said  that  he  had  seen  other  cases  of  this  kind,  and  at  present  had  under 
observation  a  lady  of  fifty  years  in  whom  the  atrophy  had  been  held 
in  check  for  twenty  years.  The  case  just  presented  might  be  a  dys- 
trophy, but  this  did  not  seem  probable  because  of  the  optic  atrophy. 

Dr.  Peterson  said  that  he  had  examined  this  case,  and  while  he 
inclined  to  the  diagnosis  given,  the  case  certainly  presented  some  un- 
usual features.  In  the  first  place,  it  was  unusual  for  progressive  mus- 
cular atrophy  to  exhibit  itself  symmetrically  in  the  different  extremi- 
ties. One  physician  had  diagnosticated  the  case  as  syphilitic;  if  this 
were  true  possibly  a  syphilitic  neuritis  was  present. 

Dr.  Dana  said  that  when  progressive  muscular  atrophy  began  with 
ophthalmoplegias  and  then  proceeded  downward  it  was  likely  to  be 
symmetrical.  He  recalled  one  case  in  particular,  giving  a  history  al- 
most precisely  the  same  as  that  of  the  case  just  presented. 

REPORT  OF  A  CASE  OF  TUMOR  OF  THE  SPINAL  CORD. 

Dr.  Joseph  Collins  presented  this  report.  The  patient  was 
an  unmarried  negress,  twenty-three  years  of  age.  She  said  that 
on  August  29,  1898 — two  weeks  before  admission  to  the  hospi- 
tal— she  had  noticed  a  feeling  of  numbness  and  loss  of  power 
in  both  legs.  The  loss  of  power  increased  rapidly,  and  in  five 
days  she  was  completely  paraplegic.  Retention  of  urine,  she 
asserted,  began  on  August  29th,  and  along  with  this  there  was 
incontinence  of  feces.  She  next  experienced  a  sensation  of 
burning  and  formication  in  the  limbs,  but  she  did  not  complain 
of  pain — a  point  of  special  interest.  Her  family  history  was 
incomplete,  but  not  noteworthy.  Early  in  1896  she  had  sought 
relief  from  amenorrhea,  and  had  been  subjected  to  some  opera- 
tion the  nature  of  which  she  did  not  know. 

On  inspection,  emaciation  was  extreme,  and  the  suffering 
seemed  to  be  great.  A  large  bedsore  was  found  over  the 
sacrum.  She  appeared  to  be  unable  to  make  any  voluntary 
movements  of  the  lower  limbs.  Sensibility  to  touch,  tempera- 
ture, and  pain  was  completely  lost  in  the  lower  extremities, 
and  nearly  as  high  on  the  trunk  as  the  crest  of  the  ilium.  Local 
elevation  of  temperature  of  1.50  F.  was  noticed  over  the  ab- 
domen below  and  immediately  around  the  umbilicus.  Palpa- 
tion of  the  abdomen  showed  an  immovable  nodular  mass  on 
the  left  side,  extending  towards  the  liver  on  the  right  side. 
The  back  was  fixed  rigidly,  and  the  lumbar  region  was  arched. 
Pressure  over  the  ninth  dorsal  vertebra  elicited  pain.  No  sen- 
sory disturbances  were  noticed  in  the  upper  portion  of  the  body. 
She  died  on  September  15th. 
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At  the  autopsy  a  reddish  soft  mass  was  seen  lying  over  the 
lateral  aspects  of  the  cord  from  the  twelfth  dorsal  to  the  fourth 
lumbar  vertebra.  The  mass  was  a  dural  tumor  growing 
through  the  dura  and  implicating  the  pia.  The  growth  was 
connected  with  an  abdominal  neoplasm.  The  uterus  and 
adnexa  had  been  removed.  The  firm  immovable  mass  was  ap- 
parently retroperitoneal,  and  attached  to  the  bodies  of  the  ver- 
tebrae from  the  tenth  dorsal  to  the  second  lumbar  vertebra. 
The  mesentery  in  the  vicinity  contained  many  small,  whitish 
nodules.  Microscopical  examination  showed  both  the  dural 
and  the  abdominal  tumors  to  be  round  cell  sarcomata. 

The  noteworthy  features  were:  (1)  The  sudden  onset; 
(2)  the  simultaneous  and  complete  overthrow  of  the  functions 
of  the  bladder  and  bowel;  (3)  paraplegia  dolorosa;  (4)  lo- 
calized pain  in  the  back;  (5)  absence  of  radiating  neuralgic 
pain  in  the  extremities;  (6)  the  early  occurrence  of  trophic 
symptoms  in  the  shape  of  a  bedsore. 

The  records  at  the  Roosevelt  Hospital  showed  that  the 
woman  had  been  admitted  in  April,  1896,  and  that  she  stated 
that  she  had  never  menstruated,  and  had  noticed  during  the 
previous  year  a  gradual  increase  in  the  size  of  the  abdomen. 
She  had  an  infantile  uterus.  On  April  4th,  complete  abdominal 
hysterectomy  was  performed.  There  was  a  nodular  tumor  of 
the  left  ovary ;  the  right  tube  was  normal  and  extremely  infan- 
tile, and  the  uterus  appeared  as  a  slim  cord  in  the  broad  liga- 
ment. The  microscope  showed  the  tumor  to  be  an  en- 
dothelioma. The  diagnosis  in  the  hospital  was  sarcoma  of  the 
uterus  and  infantile  uterus. 

Dr.  Charles  L.  Dana  read  a  paper  on  "The  Subacute  Com- 
bined Scleroses  of  the  Spinal  Cord,  and  Their  Relation  to 
Anemia."    (See  page  1.) 

Dr.  W.  B.  Noyes  said  that  the  case  just  reported  corresponded 
closely  to  one  coming  under  his  observation  recently  at  the  Columbus 
Hospital  in  the  person  of  an  Italian  of  thirty  years.  He  presented  at 
first  the  ataxia  of  a  spastic  paraplegia,  with  comparatively  little  sensory 
disturbance.  Anemia  was  marked,  and  an  examination  of  the  blood 
showed  a  diminution  in  the  number  of  the  red  corpuscles  and  of  the 
hemoglobin,  but  no  megaloblasts.  The  patient  recovered  rather  rapid- 
ly from  his  paraplegia  under  the  administration  of  iron.  His  eyes 
were  examined  by  Drs.  Callan  and  Holden,  who  found  the  retina  ex- 
tremely hydremic.  There  was  no  albuminuria,  but  there  was  marked 
hydremia.  Although  the  man  was  almost  completely  paraplegic  on 
admission,  in  two  weeks  he  was  able  to  walk  around,  and  ultimately 
completely  recovered  from  his  paraplegia. 

Dr.  L.  Stieglitz  remarked  that  the  changes  in  the  cord  did  not 
seem  to  him  essentially  different  from  those  reported  by  Nonne.  He 
had  never  seen  a  case  develop  into  tabes. 
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Dr.  Carlin  Philips  said  that,  aside  from  the  clinical  course,  there 
were  certain  changes  in  the  bone  marrow  and  in  the  liver  which  were 
more  or  less  pathognomonic.  He  had  found  undoubted  degeneration 
of  the  cells  of  the  cortex  by  Nissl's  stain,  not  only  in  the  motor  zone, 
but  in  the  cuneus,  angular  gyrus  and  in  some  of  the  frontal  convolu- 
tions. Our  conception  of  pernicious  anemia  seemed  to  be  somewhat 
confused;  the  general  tendency  was  not  to  consider  it  a  distinct  disease. 

Dr.  Fraenkel  said  that  he  now  had  under  observation  three  women, 
all  of  whom  presented  symptoms  explicable  on  the  theory  of  com- 
bined sclerosis.  There  was  no  decided  anemia,  although  there  were 
vascular  changes.  The  pernicious  anemias  certainly  lead  frequently 
to  thromboses,  as  do  also  sclerotic  conditions,  and  hence  it  seemed  to 
him  better  to  look  upon  the  spinal-cord  conditions  as  softenings  re- 
sulting from  such  vascular  lesions.  The  paper  was  a  valuable  aid  to 
the  diagnosis  of  those  obscure  spinal-cord  lesions  so  commonly  met 
with  in  old  people — those  cases  formerly  classified  in  a  general  way  as 
ataxic  paraplegias,  without  any  clear  idea  of  their  pathology. 

Dr.  Terriberry  said  that  he  had  at  present  under  observation  a 
woman  of  about  fifty  years,  who  presented  symptoms  of  ataxia,  in- 
creased by  attention.  She  was  well  nourished  and  had  a  good  family 
history.  Nothing  else  could  be  discovered  except  a  slight  increase  in 
the  knee-jerk  and  an  underlying  gouty  condition.  So  far  as  he  knew 
her  condition  had  existed  for  a  dozen  years,  and  certainly  the  phe- 
nomena mentioned  had  changed  very  little  in  the  three  years  she  had 
been  under  his  care.  Under  the  use  of  the  iodide  of  strontium  her  con- 
dition had  improved.  He  considered  the  case  as  fundamentally  one 
of  gout. 

Dr.  Dana,  in  closing  the  discussion,  said  that  he  wished  to  insist 
especially  upon  the  fact  that  there  is  a  group  of  cases  which  can  be 
recognized  clinically,  and  underlying  which  is  a  pathological  condition 
described  in  his  paper.  Sometimes  these  were  cases  of  pernicious 
anemia,  but  in  the  majority  of  instances  they  were  not.  There  was 
often  a  strong  secondary  anemia,  but  even  this  was  not  infrequently 
absent.  The  changes  that  he  had  observed  were  much  more  pro- 
nounced than  those  of  pernicious  anemia.  Dr.  Burr  had  stated  that 
in  pernicious  anemia  there  was  no  vascular  disease.  He  had  himself 
examined  the  cortical  cells  in  severe  secondary  anemia,  and  had  rioted 
marked  pigmentary  degeneration.  One  very  striking  characteristic  of 
this  malady  is  its  rapid  course.  Some  cases  of  ataxic  paraplegia  un- 
doubtedly come  on  suddenly,  usually  as  a  result  of  a  thrombosis  or 
rupture  of  a  vessel  in  the  cord,  but  they  can  be  excluded  by  the  mode 
of  onset  and  by  the  duration. 
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October  24,  1898. 

The  President,  Dr.  F.  X.  Dercum,  in  the  chair. 

A  CASE  OF  TETANY. 

Dr.  Elizabeth  R.  Bundy  presented  a  case  of  tetany  from  Dr. 
Spiller's  clinic.  The  patient  was  a  man  twenty-two  years  of 
age,  a  native  of  Austria,  who  had  been  eighteen  years  in  this 
country.  He  had  been  seized  while  on  the  street  with  violent 
spasms.  These  were  frequent,  beginning  in  the  feet  or  hands, 
and  attacking  in  turn  nearly  all  the  muscles  of  the  extremities, 
as  well  as  those  of  the  head,  chest  and  abdomen.  The  ringers 
were  flexed  upon  the  palm  and  the  thumb  upon  the  fingers, 
making  a  fist  rather  than  the  more  usual  "obstetrical  hand." 
The  forearms  were  flexed  and  the  arms  adducted,  and  toward 
the  end  of  the  spasm  the  claw-hand  was  produced  for  a  moment 
or  two.  The  toes  were  flexed,  the  feet  were  in  the  position  of 
talipes  equinovarus,  and  the  entire  lower  extremity  on  each 
side  was  flexed  and  adducted.  The  face  and  forehead  were  also 
plainly  involved  in  the  spasms,  which  were  so  frequent  and  pain- 
ful that  an  electrical  examination  was  not  made  at  this  time. 
The  electrical  examination  made  later  did  not  give  abnormal 
reactions.  The  sensibility  of  the  nerves  was  increased  and 
slight  pressure  over  the  ulnar  or  external  popliteal  nerve  caused 
numbness  and  tingling  in  the  peripheral  distributions.  Trous- 
seau's sign  was  easily  obtained,  but  Chvostek's  sign  could  not 
be  elicited. 

The  diagnosis  was  based  upon  the  character  of  the  spasms, 
inasmuch  as  they  were  bilateral,  intermittent,  painful,  beginning 
in  the  extremities  and  developing  toward  the  trunk;  on  in- 
creased sensitiveness  of  the  nerve  trunks  to  pressure;  on  the 
presence  of  Trousseau's  sign,  which  could  be  obtained  at  least 
two  weeks  after  the  spasms  had  ceased ;  on  the  presence  of  sub- 
jective sensory  symptoms,  namely,  tingling  of  the  skin  and 
gastric  irritability  preceding  the  onset  of  the  attacks  for  a  clay 
or  two. 

The  patient  gave  a  history  of  previous  attacks  during  the 
past  three  or  four  years,  occurring  always  in  mild  weather  and 
lasting  from  three  days  to  two  weeks.  No  other  member  of 
the  family  seemed  to  be  similarly  affected. 

Dr.   William    G.    Spiller  said  he  had  seen   quite  a  large  number 
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of  cases  of  tetany  in  Vienna  and  had  had  the  opportunity  of  observing 
carefully  the  case  just  described.  He  regarded  it  as  undoubtedly  one 
of  tetany.  Only  two  other  conditions  could  be  considered:  hysteria 
and  simulation.  The  occurrence  of  this  disease  in  a  person  originally 
from  Vienna,  although  he  had  been  in  this  country  eighteen  years, 
the  occurrence  in  a  young  male,  and  only  in  warm  weather,  were  in- 
teresting statements.  The  spasms  were  somewhat  atypical,  but  this 
type  has  been  observed  before.  The  involvement  of  the  lower  ex- 
tremities and  of  the  whole  body  is  well  known.  The  absence  of  in- 
creased irritability  of  the  facial  nerve  and  of  the  other  motor  nerves 
was  uncommon,  although  the  irritability  of  the  sensory  nerves  was 
exaggerated. 

Dr.  Spiller  thought  that  simulation  need  not  be  considered.  The 
boy  had  never  seen  a  case  of  tetany  and  knew  nothing  of  the  disease. 
Trousseau's  sign  is  characteristic  of  tetany  and  was  so  marked  in  this 
case,  that  pressure  over  the  large  vessels  and  nerves  of  the  arm  caused 
a  violent  spasm  of  the  muscles  of  the  hand.  The  boy  had  stated  that 
a  fracture  of  a  phalanx  of  one  of  the  toes  had  been  caused  on  one  oc- 
casion by  the  attempt  to  straighten  the  toe  while  it  was  in  spasm. 

Dr.  Joseph  Sailer  said  he  had  seen  a  patient  two  years  ago  with 
tetany,  who  also  had  come  from  Vienna.  The  patient  was  a  girl  ten 
years  of  age  and  had  been  in  this  country  two  years.  The  symptoms 
were  exceedingly  mild  in  character.  In  the  morning,  she  would  have 
a  slight  cramp  in  the  hand,  soon  disappearing  and  not  recurring  during 
the  day.  The  characteristic  signs  were  present,  but  slight.  The  diag- 
nosis was  confirmed  by  the  electrical  examination,  which  showed  that 
the  susceptibility  of  the  nerves  was  greatly  exalted.  The  patient 
passed  from  observation.  She  was  one  of  a  large  family  and  none 
of  the  other  members  had  ever  shown  symptoms  of  the  disease. 

Dr.  James  C.  Wilson  added  another  unpublished  case.  His 
patient  was  a  young  Frenchman  thirty-two  or  thirty-three  years  of 
age,  who  after  a  series  of  business  reverses  went  into  ill  health  with 
gastrointestinal  catarrh  and  chronic  diarrhea,  and  in  the  latter  period 
of  his  illness  developed  well  marked  tetany.  The  symptoms  of  tetany 
continued  for  about  two  weeks,  at  the  end  of  which  time  the  patient 
died,  chiefly  in  consequence  of  the  intestinal  trouble,  but  in  part  also 
from  the  exhaustion  from  the  recurring  attacks  of  spasm. 

Dr.  David  Riesman  said  that  about  two  years  ago  he  had  seen 
a  case  of  tetany  with  Dr.  Gordon  Ross.  The  patient  was  a  boy 
probably  ten  years  old,  a  native  of  the  United  States.  At  first  he 
appeared  to  be  suffering  from  tetanus.  There  was,  however,  no 
reflex  motor  excitability,  but  most  of  the  signs  of  tetany  could  be 
obtained.  There  was  a  marked  hyper-extension  of  the  foot  with 
flexion  of  the  great  toe.  The  thyroid  gland  was  believed  to  have 
been  given  without  benefit.  An  attempt  was  made  to  find  ptomains 
in  the  urine,  as  it  was  thought  that  the  condition  was  due  to  gastro- 
intestinal intoxication,  but  on  account  of  decomposition  of  the  urine 
the  search  was  discontinued. 

With  regard  to  tetany  in  dogs,  Dr.  Riesman  said  he  had  seen  it 
a  number  of  times.  Dr.  Carter  and  he  in  some  experiments  found 
that  tetany  usually  developed  within  twenty-four  hours  after  the  re- 
moval of  the  thyroid  gland.  It  has  been  held  that  this  result  could 
be  prevented  by  not  giving  a  diet  rich  in  proteids.  They  attempted 
this  in  one  case,  but  without  result.  It  may  be  that  the  age  of  the 
dog  has  some  influence.  It  was  the  experience  of  one  of  the  pupils 
of  Kocher  that  the  age  of  the  animal  was  a  factor  in  the  development 
of  tetany. 
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A  CASE  OF  ATAXIA  LIMITED  TO  THE  RIGHT  ARM. 

Dr.  F.  X.  Dercum  presented  a  woman  of  twenty-six  years, 
who  began  to  have  numbness  in  the  fingers  and  thumb  of  the 
right  hand  three  months  previously.  Subsequently  the  fingers 
and  hand  became  stiff,  and  she  dropped  various  articles  which 
she  attempted  to  hold.  A  sense  of  stiffness  and  of  dead  weight 
subsequently  and  gradually  spread  up  the  forearm  and  arm  as 
far  as  the  shoulder.  The  right  arm  could  be  extended  from  the 
shoulder  joint  and  moved  freely  in  all  directions,  but  the  move- 
ments were  awkward.  The  arm  was  readily  flexed  and  ex- 
tended at  the  elbow,  but  on  attempting  forcible  extension  of  the 
biceps  the  arm  was  found  to  be  less  strong  than  its  fellow. 
Movements  of  the  wrist  were  performed  freely  in  all  directions; 
the  extensors,  however,  were  weaker  than  those  of  the  opposite 
side.  The  grip  of  the  right  hand  registered  22;  that  of  the  left 
hand  35.  Movements  of  the  fingers  were  executed  freely,  but 
were  decidedly  ataxic.  The  movements  of  the  entire  limb 
were  ataxic.  The  tactile  and  temperature  senses  in  the  right 
limb  were  preserved,  but  the  pain  sense  was  slightly  diminished 
over  the  forearm  and  fingers.  The  stereognostic  sense  in  the 
right  hand  was  lost.  The  patient  complained  of  stiffness  of  the 
neck,  and  the  movements  of  the  neck  were  slightly  restricted 
in  all  directions.  More  recently  the  left  arm  had  begun  to  be  a 
little  weak.  The  sway  was  slightly  exaggerated,  but  the  gait 
was  normal.  The  right  knee-jerk  was  increased,  and  weak  an- 
kle clonus  was  present  on  the  right  side. 

Note. — In  a  short  time  paralysis  developed  in  all  the  ex- 
tremities. The  patient  died  about  three  weeks  after  she  had 
been  presented  before  the  society.  At  the  necropsy  a  tumor 
was  found  growing  from  the  bone  on  the  right  side  of  the 
foramen  magnum,  and  greatly  compressing  the  medulla  ob- 
longata. 

Dr.  Charles  K.  Mills  thought  that  this  case  was  possibly  cerebral 
and  due  to  a  focal  lesion  in  the  posteroparietal  region  of  the  cortex, 
or  more  probably  to  a  lesion  more  deeply  situated,  but  related  in 
some  way  to  the  tracts  which  terminate  in  this  region  of  the  cortex 
or  in  the  thalamus.  It  could  hardly  be  a  purely  hysterical  case,  as 
many  of  the  points  developed  were  opposed  to  this  view. 

Dr.  Charles  W.  Burr  said  that  two  years  ago  he  had  reported 
the  case  of  a  man  who  many  years  previously,  after  an  accident  to 
the  head,  had  been  palsied  on  the  left  side.  He  recovered  from  this 
palsy  completely.  After  he  was  able  to  walk  he  chanced  to  put  his 
hand  into  his  pocket  and  found  that  he  could  not  recognize  what  he 
took  into  his  hand.  He  was  told  that  this  was  a  matter  of  no  im- 
portance and  that  he  would  soon  recover.  That  was  fifteen  years 
ago,  and  the  condition  still  remains.  When  Dr.  Burr  saw  the  man 
there  was  no  objective  sign  of  disease  except  the  scar.  The  patient 
was  able  to  feel  the  lightest  touch,   but  with  his  eyes   shut  he  was 
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unable  to  tell  what  position  the  arm  or  fingers  were  in,  and  could 
not  recognize  objects  by  touch. 

Dr.  Burr  thought  that  the  reason  we  are  able  to  tell  the  shape 
of  objects  felt,  is  that  we  know  the  position  that  the  hand  must 
assume  in  order  to  grasp  the  object.  In  these  cases  the  patients  do 
not  know  what  position  the  hands  are  in  and  hence  do  not  recognize 
the  shape  of  the  object. 

Dr.  A.  A.  Eshner  thought  that  the  inability  of  Dr.  Dercum's 
patient  to  determine  the  character  of  an  object  placed  in  her  hand 
might  be  explained  by  a  disturbance  of  peripheral  sensory  localization. 
If  this  girl  could  feel  the  object  at  each  point  where  it  touched  her 
hand,  she  could  probably  determine  its  outline  and  arrive  at  a  con- 
clusion in  regard  to  its  form  and  size,  but  not  necessarily  as  to  its 
weight  or  its  temperature. 

Dr.  F.  X.  Dercum  said  that  if  it  were  not  for  the  marked  rigidity 
of  the  neck  and  of  the  slight  ataxia  of  the  left  arm,  he  would  almost, 
without  hesitation,  have  pronounced  this  to  be  a  cerebral  case.  This 
rigidity  might  be  dv.e  to  a  complicating  rheumatic  affection,  or  it 
might  be  due  to  a  pachymeningitis.  The  iodides  and  mercurials  had 
been  used  in  this  case  and  were  well  tolerated.  This  was  very  sug- 
gestive, of  course,  as  pointing  to  possible  multiple  lesion. 

A  CASE  OF  BRAIN  TUMOR. 

Dr.  J.  L.  Nicholson  gave  the  history  of  a  man  who  had  had 
symptoms  of  brain  tumor.  In  October,  1896,  the  patient  fell 
and  sustained  a  slight  injury  to  his  head.  In  the  following  De- 
cember he  fell  down  a  stairway  and  injured  the  occipital  region. 
He  was  slightly  stunned  for  a  few  minutes.  On  February  14, 
1897,  while  traveling  in  a  railroad  train,  he  felt  a  pain  in  his 
right  leg  and  right  arm,  and  became  unconscious.  On  March 
10,  1897,  he  had  another  attack  of  unconsciousness  while  on  a 
train.  On  April  7  he  had  convulsions  limited  to  the  muscles 
of  the  right  side  of  the  body,  lasting  about  three  minutes,  and 
he  is  said  not  to  have  lost  consciousness  at  this  time.  The 
convulsions  began  in  the  right  foot  and  leg,  and  then  involved 
the  trunk,  arm,  neck  and  face.  The  muscles  of  the  right  side, 
when  the  patient  was  examined,  were  found  to  be  much  weaker 
that  those  of  the  left.  Ankle  clonus  and  exaggerated  reflexes 
were  found  in  the  limbs  of  the  right  side.  No  marked  objec- 
tive disturbance  of  sensation  was  noted,  although  the  right  leg 
and  arm  felt  numb.  No  abnormal  condition  of  the  eye  was 
found  at  this  time,  but  one  year  later  Dr.  Risley  noted  optic 
atrophy  of  the  outer  side  of  each  disk  and  signs  of  hemor- 
rhages. The  patient's  memory  was  good  until  late  in  the  dis- 
ease, except  shortly  after  one  of  his  attacks.  He  had  many 
right-sided  convulsive  attacks,  and  suffered  from  nausea  and 
vomiting. 

An  autopsy  was  obtained  August  28,  1898.  A  tumor  was 
found  slightly  raised  above  the  surrounding  cortex,  measuring 
\\  inches  anteroposteriorly  and  \\  inches  vertically.     It  was 
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situated  at  the  upper  portion  of  the  fissure  of  Rolando  on  the 
left  side  of  the  brain,  and  dipped  down  into  the  longitudinal 
fissure  f  of  an  inch.  The  tumor  was  not  sharply  defined  from 
the  surrounding  cortex.  Microscopically  it  was  a  round  cell 
sarcoma. 

Dr.  Charles  K.  Mills  said  he  had  seen  the  man  about  a  year 
and  a  half  before  the  patient's  death  and  had  advised  very  strongly 
in  favor  of  operation.  He  regretted  that  this  advice  had  not  been 
followed,  as  the  case  appeared  to  be  an  excellent  one  for  operation. 

Dr.  William  G.  Spiller  had  seen  this  patient  with  Dr.  Mills.  Both 
Dr.  Mills  and  he  had  urged  an  operation.  The  man  had  had  many 
epileptic  attacks,  always  limited  to  the  right  side,  optic  atrophy,  weak- 
ness of  the  right  side  of  the  body,  nausea,  vomiting,  headache  and 
disturbance  of  the  so-called  muscular  sense  in  the  right  upper  and 
lower  limbs.  Dr.  Spiller  believed  that  the  tumor  was  not  very  deep 
in  the  cortex.  The  epileptiform  convulsions  indicated  a  rather  super- 
ficial lesion,  and  the  paresis  rather  than  paralysis,  looked  as  though 
the  growth  had  not  penetrated  very  far  into  the  motor  cortex.  The 
condition  of  the  muscular  sense,  or  sense  of  position,  led  him  to 
believe  that  the  parietal  lobe  was  involved.  He  said  that  the  supposed 
location  of  the  muscular  sense  in  the  parietal  lobe  is  of  great  interest, 
although  we  do  not  know  that  this  view  is  correct.  As  the  man  could 
read  it  was  not  probable  that  the  angular  gyrus  of  the  left  side  was 
invaded,  provided  we  accept  this  gyrus  as  the  center  of  word  hearing. 

Dr.  Spiller  reported  a  case  which  Dr.  Lloyd  and  he  had  observed 
in  the  clinic  of  the  former  at  the  Philadelphia  Hospital.  A  man,  well 
advanced  in  years,  complained  during  the  night  preceding  his  attack, 
of  fatigue,  headache  and  inability  to  sleep.  In  the  morning  he  fell 
to  the  floor  on  attempting  to  rise  from  his  bed,  but  was  not  un- 
conscious. When  he  was  found  he  had  paresis  of  the  left  limbs  and 
of  the  left  side  of  the  face  and  tongue.  The  left  knee-jerk  was  ex- 
aggerated, and  the  left  lower  limb  was  rigid.  Later  the  patient  could 
raise  his  left  upper  limb  above  his  head,  but  every  movement  of  this 
limb  was  ataxic  in  an  extreme  degree,  though  the  limb  was  not 
paralyzed.  The  mental  condition  of  the  patient  prevented  an  exami- 
nation of  the  condition  of  sensation. 

At  the  necropsy,  a  hemorrhage  was  found  in  the  right  parietal 
lobe.  The  hemorrhagic  area  was  about  two  centimeters  in  diameter 
and  extended  inward  in  the  form  of  a  cone  to  the  lateral  ventricle, 
having  its  base  in  the  cortex.  It  was  situated  about  four  centimeters 
from  the  longitudinal  fissure,  and  about  two  or  three  centimeters 
behind  the  Rolandic  fissure.  When  Dr.  Spiller  saw  the  brain,  it  had 
been  cut  into  frontal  sections  about  a  centimeter  apart,  and  although 
the  injury  to  the  cerebral  tissue  prevented  an  exact  determination  of 
the  location  of  the  hemorrhage,  it  was  evidently  in,  or  very  close  to, 
the  supramarginal  gyrus. 

Dr.  Spiller  thought  that  this  case,  together  with  the  statements 
of  v.  Monakow  and  others,  relative  to  the  muscular  sense,  rendered 
the  diagnosis  of  a  cortical  lesion  in  Dr.  Dercum's  case  of  ataxia  in  one 
arm  not  unreasonable. 

Dr.  Charles  W.  Burr  and  Dr.  David  Riesman  reported  a 
case  of  tumor  of  the  brain,  by  which  they  attempted  to  show 
that  acromegaly  is  due  to  disease  of  the  pituitary  body.  (See  p. 
20.) 
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Dr.  F.  X.  Dercum  thought  that  the  conclusions  of  Dr.  Burr  and 
Dr.  Riesman  would  have  been  more  completely  established  if  they 
had  reported  a  case  in  which  the  pituitary  substance  was  all  destroyed 
and  there  was  no  acromegaly.  He  could  not  see  the  close  relation 
which  this  case  bore  to  acromegaly,  nor  how  it  strengthened  the  view 
that  disease  of  the  pituitary  body  is  the  cause  of  acromegaly.  It 
seemed  to  him  further  that  the  assumption  that  the  pituitary  body 
has  different  functions  in  different  animals  is  a  dangerous  one.  The 
pituitary  body  is  a  constant  and  fundamental  structure  in  all  verte- 
brates and  presumably  should  possess  equivalent  values  in  all  of  them. 

Dr.  David  Riesman  said  he  might  be  able  to  answer  one  of  the 
points  raised  by  Dr.  Dercum,  namely,  the  failure  to  produce  acromeg- 
aly in  animals  by  the  removal  of  the  pituitary  body.  We  cannot 
always  apply  the  results  of  experiments  on  animal  to  man.  For 
example,  it  is  impossible  to  produce  myxedema  in  dogs  by  the  re- 
moval of  the  thyroid  gland;  we  can  produce  tetany,  but  not  myxedema, 
yet  it  will  not  be  disputed  that  in  man  the  absence  or  degeneration 
of  the  thyroid  gland  leads  to  myxedematous  conditions. 

What  they  attempted  to  show  in  their  paper  was  merely  this: 
that  the  cases  of  tumor  of  the  pituitary  body  with  no  clinical  signs 
of  acromegaly  cannot  be  directly  used  to  controvert  the  view  that 
disease  of  the  pituitary  body  is  the  cause  of  acromegaly.  If  these 
cases  had  been  examined  with  sufficient  care  to  show  that  all  of 
the  pituitary  body  was  destroyed  and  absent,  then  they  might  prove 
something.  They  might  show  that  the  total  destruction  of  the  pitui- 
tary body  need  not  be  followed  by  acromegaly  and,  as  a  corollary, 
that  diesase  of  the  pituitary  body  was  not  the  causative  lesion.  Dr. 
Burr  and  Dr.  Riesman  had  shown  that  in  their  case  some  of  the  pitui- 
tary body  had  remained  and  they  had  inferred  that  this  was  sufficient 
to  carry  on  the  functions  of  the  gland.  It  might  be  said  that  the 
remaining  part  was  too  small  to  have  any  important  function.  We 
know,  however,  that  the  smallest  piece  of  pancreas  is  sufficient  to 
prevent  glycosuria  in  animals,  and  that  a  very  minute  portion  of  the 
thyroid  gland  is  sufficient  to  hold  in  abeyance  the  symptoms  that  fol- 
low the  .complete  removal  of  that  organ. 

If  we  take  the  ground  that  acromegaly  is  due  to  the  destruction 
of  the  pituitary  body,  some  light  is  thrown  on  the  function  of  the 
gland.  The  theory  of  its  function  that  had  suggested  itself  to  Dr. 
Riesman  might  be  formulated  as  follows:  All  tissues  have  a  tendency 
to  grow  until  a  certain  period  when  most  of  them  cease  in  obedience, 
it  has  hitherto  been  said,  to  the  law  of  growth.  This  law  of  growth 
is  a  vague  term.  The  tissues  grow  by  reason  of  some  substance 
which  normally  stimulates  them;  they  cease  to  grow,  not  because 
their  power  of  growth  is  exhausted,  but  because  of  physical  and 
chemical  inhibitory  influence.  He  believed  that  these  inhibitory 
influences  are  chiefly  chemical,  and  that  in  the  case  of  the  bones,  for 
example,  some  substance  accumulates  in  the  body  which  checks  the 
further  growth  of  bone.  This  substance,  he  believed,  is  furnished  by 
the  hypophysis  cerebri  in  minute  quantities,  probably  from  birth, 
and  gradually  accumulates  until  it  is  sufficient  to  counterbalance  the 
inherent  tendency  of  the  bones,  and  perhaps  of  other  tissues,  to  grow. 
When  the  pituitary  body  becomes  diseased,  and  no  more  of  this 
inhibitory  substance  is  furnished,  the  bones,  by  virtue  of  their  in- 
herent tendency,  become  hyperplastic.  Why  this  hyperplasia  in 
acromegaly  affects  especially  the  peripheral  parts  of  the  skeleton  and 
the  face,  he  could  not  say,  but  this  preference  is  not  without  analogy 
in  other  diseases. 
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The  pituitary  may  have  other  functions  beside  those  of  inhibit- 
ing excessive  growth  of  bony  tissue. 

Dr.  Charles  VV.  Burr  believed  that  their  case  threw  light  on  the 
subject  of  acromegaly.  Cases  of  tumor  of  the  pituitary  body  without 
acromegaly  have  been  reported,  and  it  has  been  believed  from  these 
gross  examinations  that  disease  of  the  pituitary  body  has  nothing 
to  do  with  acromegaly.  This  view  is  distinctly  wrong.  The  sole 
object  of  their  paper  was  to  show  that  in  order  to  prove  that  the 
pituitary  body  does  not  stand  in  a  causal  relation  to  acromegaly,  it 
must  be  shown  that  in  tumors  of  the  pituitary  body  without  acromeg- 
aly the  substance  of  the  organ  has  been  completely  destroyed  by  the 
new  growth.  When  we  recall  that  in  fifty-seven  out  of  sixty  cases  of 
acromegaly  there  was  positive  evidence  of  disease  of  the  pituitary 
body,  it  must  be  admitted  that  there  is  some  relation  between  the 
pituitary  body  and  acromegaly. 

Dr.  Charles  K.  Mills  reported  a  case  of  isolated  paralysis  of 
the  ulnar  nerve  from  unknown  cause,  and  presented  photo- 
graphs. 


Cerebral  Syphilis  and  Some  of  Its  Mental  Aspects.       A.  E.  Mink 
(Jour,  of  Am.  Med.  Assoc.,  31,  1898,  p.  5). 

The  author  classifies  the  syndromes  characteristic  of  brain  syphilis 
as  follows:  1.  Syphilis  of  the  base.  2.  Syphilis  of  the  vertex.  3.  Syphilitic 
endarteritis  which  may  be  either  basilar  or  vertical  in  situation.  4.  Mixed 
forms,  being  both  basilar  and  vertical  in  location  and  consisting  usually 
of  both  specific  endarteritis  and  meningitis.  5.  Meningoencephalitis 
corticalis  syphilitica.  General  symptoms  common  to  nearly  all  varieties 
are:  headache,  especially  in  the  earlier  stages,  and  worse  at  night;  in- 
somnia and  vertigo  which  may  be  complicated  with  nausea  and  vomit- 
ing. The  patients  are  morose  and  irritable  unless  a  syphilitic  endar- 
teritis predominates,  in  which  case  opposite  conditions  prevail,  the 
stupor  and  drowsiness  sometimes  deepening  into  coma  and  even  rend- 
ering the  patient  incapable  of  attending  to  the  most  pressing  demands 
of  nature.  In  many  cases  pronounced  cardiac  and  gastro-intestinal  ir- 
ritability and  a  condition  of  vasomotor  paresis  of  the  cutaneous  ar- 
terioles were  observed. 

The  following  phenomena  are  peculiar  to  both  focal  and  diffuse 
forms  of  cerebral  syphilis:  1.  Sudden  shifting  of  symptoms.  2.  The 
predominance  of  cranial  nerve  palsies.  3.  The  multiplicity  of  palsies 
along  with  their  coming  and  going.  4.  The  loss  of  particular  ac- 
complishments. 5.  The  concomitant  appearance  of  symptoms  due  to 
destroying  lesions  of  various  cortical  areas  and  the  sudden  coming  or 
going  of  apparently  fatal  symptoms  such  as  coma  followed  by  per- 
fectly lucid  states.  7.  The  comparatively  rapid  termination  in  de- 
mentia. Mercury  and  the  iodides  are  the  sheet  anchors  in  treatment, 
the  former  in  the  form  of  inunctions  and  the  latter  in  some  reliable 
syrup  of  hydriodic  acid  such  as  Gardner's,  rather  than  the  potassium 
or  sodium  salts,  which,  owing  to  the  heavy  dosage  necessary,  nearly 
always  produce  unpleasant  symptoms,  which  may  be  entirely  avoided 
by  the  use  of  the  above  preparation.  Vogel. 
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ANATOMY  AND  PHYSIOLOGY. 

i.  On  the  Relation  of  the  Nervous  System  to  Disease  and  Disor- 
der of  the  Viscera.  A.  Morison  (Edinburgh  Medical  Journal, 
vol.  3,  1898,  pp.  124,  225,  374). 

In  these — the  "Morison  Lectures,"  before  the  Royal  College  of 
Physicians  of  Edinburgh — the  author  discusses  "The  Anatomy  and 
Physiology  of  the  Nervous  Mechanism  of  the  Viscera,"  stating  that 
he  expects  to  supplement  them  later  by  others  devoted  to  the  clinical 
aspects  of  the  subject.  The  results  of  numerous  authors  are  re- 
viewed, and  are  criticized,  in  the  light  of  his  own  experiences.  In 
his  histological  work  he  has  used  the  Golgi-Cajal  method — as  ap- 
plied in  Kolliker's  laboratory — and  the  method  of  Sihler,  which, 
for  tracing  out  the  finest  nerve  fibers,  he  has  found  most  useful.  The 
stream  of  visceral  innervation  he  likens  to  a  delta  with  three  mouths, 
these  being  respectively:  1,  "The  secreting  cell;"  2,  "the  cell  of 
involuntary  muscle  fiber,"  and  3,  "an  intermediate  or  compound,  and 
more  obscure  condition,  the  innervation  of  metabolism  and  excretion." 
Just  how  the  ultimate  nerve  fibrils  end  does  not  seem  to  be  entirely 
settled,  but  the  author  inclines  to  the  view  that  some  at  least  end 
free  in  or  among  cells.  It  is  probable  that  nerves  to  glands  and 
muscles  contain  both  efferent  and  afferent  fibers,  but  it  does  not 
seem  possible  to  distinguish  one  from  another  with  any  certainty. 

Tracing  back  the  fibrils  to  their  plexuses  in  the  viscera,  the 
author  discusses  next  the  structure  and  function  of  the  ganglia  which 
occur  in  connection  with  these  plexuses.  He  regards  them  in  the 
main  as  stations  for  distributing,  and  perhaps  for  modifying,  the 
centrifugal  impulses.  Proceeding  still  further  toward  the  center,  the 
structure  of  the  sympathetic  nervous  system  is  taken  up;  its  connec- 
tion with  central  and  peripheral  nervous  system  is  studied,  and  it 
is  attempted  to  trace  the  passage  of  impulses  through  it.  Lastly,  the 
relations  of  the  glosso-pharyngeus,  vagus  and  accessorius  are  con- 
sidered. The  author  then  proceeds  to  discuss  the  physiology  of  vis- 
ceral control,  which,  unfortunately,  is  not  rendered  very  clear. 

It  is  to  be  regretted  that  he  could  not  find  time  and  space  in 
this  series  of  lectures  for  the  incorporation  of  his  practical,  clinical 
deductions. 

The  lectures  are  written  in  a  scholarly  manner,  and  are  illustrated 
by  numerous  reproductions  of  photomicrographs.  Allen. 

2.  The  Occurrence  of  Nerves  on  Intracranial  Blood  Vessels.  G. 
L.  Gulland  (British  Medical  Journal,  ii.,  1898,  p.  781). 

The  author  has  confirmed  the  assertion  of  Obersteiner  (1897) 
that  some  of  the  vessels  of  the  brain  are  supplied  with  nerves.  He 
has  found  them  on  a  number  of  vessels,  and  says  they  present  the 
usual  appearances  of  perivascular  plexuses.  He  said  further  that 
Morison,  of  London,  had  been  able  to  demonstrate  them  by  Sihler's 
hematoxylin  method.  In  the  discussion,  Professor  Stewart  stated 
that,  five  months  before,  Huber,  of  the  University  of  Michigan,  had 
showed  him  preparations  of  blood  vessels  of  the  brain,  stained  with 
methylene-blue,  and  exhibiting  nerve  fibers  in  and  around  them. 

Patrick. 
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3.  Rkcherchks  sur  l' origins  reeli.k  des  nerfs  CRANIENS  (Reseaiches 
on  the  Real  Origin  of  the  Cranial  Nerves).  Van  Gehuchten 
(Journal  de  Neurologie,  14,  15,  1S9S,  pp.  273,  293). 

According  to  Van  Gehuchten,  the  facial  nucleus  in  the  rabbit 
consists  of  four  divisions — the  internal,  middle,  external,  and  dorsal 
groups,  and  these  divisions  exist  almost  throughout  the  entire  length 
of  the  nucleus.  In  the  uppermost  portion  of  the  nucleus  the  middle 
group  disappears;  in  the  lowermost  portion  the  dorsal  group  is 
absent.  In  the  dog  the  facial  nucleus  consists  of  only  three  groups, 
and  these  extend  throughout  its  length.  In  the  rabbit  the  peripheral 
neurons  of  the  seventh  nerve  do  not  cross  the  raphe,  and  all  the  fibers 
of  this  nerve  arise  exclusively  in  the  group  of  cells  situated  between 
the  superior  olive  and  the  nucleus  ambiguus. 

Van  Gehuchten  found  chromatolysis  in  the  cells  of  the  external, 
middle,  and  posterior  groups,  and  of  the  external  part  of  the  in- 
ternal group,  after  the  seventh  nerve  in  the  rabbit  was  cut  close  to 
its  exit  from  the  stylomastoid  foramen,  before  it  had  given  off  any 
extracranial  branches.  The  cells  of  the  internal  part  of  the  internal 
group,  therefore,  give  origin  to  the  fibers,  which  leave  the  seventh 
nerve  before  its  exit  at  the  stylomastoid  foramen.  From  the  results 
of  similar  experiments  he  concludes  that  the  cells  of  the  middle  and 
external  groups  are  connected  with  the  fibers  of  the  seventh  nerve 
innervating  the  muscles  of  the  face,  except  those  contained  within 
the  upper  branch  of  this  nerve,  and  that  the  latter  fibers  arise  in 
the  posterior  group.  The  ventral  part  of  the  seventh  nucleus  in  the 
rabbit,  therefore,  represents  the  origin  of  the  lower  branch  of  the 
seventh  nerve,  while  the  dorsal  part  represents  the  origin  of  the 
upper  branch. 

The  seventh  nerve  contains  sensory  fibers.  If  the  central  end  of 
the  cut  facial  nerve  is  irritated  it  causes  pain.  The  chromatolysis 
which  Van  Gehuchten  found  in  a  few  cells  of  the  geniculate  ganglion, 
after  the  seventh  nerve  had  been  cut  at  its  exit  from  the  stylomastoid 
foramen,  shows  that  the  geniculate  ganglion  is  a  cerebrospinal  gang- 
lion, and  that  it  gives  origin  to  the  sensory  fibers  in  the  seventh  nerve 
at  its  exit  from  the  Fallopian  canal.  The  nerve  of  Wrisberg  is  the 
sensory  root  of  the  seventh  nerve.  Amabilino  obtained  results  in  the 
dog  different  from  these  obtained  by  Van  Gehuchten  in  the  rabbit. 
The  former  believes  that  the  cells  of  the  geniculate  ganglion  send  their 
peripheral  processes  into  the  chorda  tympani  nerve,  and  that  none  of 
these  pass  into  the  extracranial  branches  of  the  seventh  nerve 

Spiller. 

4.  Contribution  a  l' etude  DBS  localisations   des  noyaux  moteurs 

DANS  I.A  MOEI.I.E  LOMBO-SACREE  ET  DE  I. A  VACUOLISATION  DES  CELLULES 
nerveuses  (Contribution  to  the  Study  of  the  Localization  of  the 
Motor  Nuclei  in  the  Lumbo-sacral  Cord  and  of  Vacuolization  of 
Nerve  Cells.  A.  Van  Gehuchten  et  de  Buck  (Revue  Neurologique, 
6,  1898,  p.  510) 

The  authors  discuss  the  question  of  the  nuclei  of  origin  of  the 
motor  nerves  of  the  muscles  of  the  leg  and  of  the  foot,  coming  to  the 
following  conclusions: 

(1.)  The  nuclei  of  origin  of  the  motor  nerves  of  the  muscles  of  the 
leg  and  foot  occupy  the  posterior  part  of  the  anterior  cornua  of  the 
cord  and  extend  from  the  upper  portion  of  the  fifth  lumbar  segment 
to  the  lower  portion  of  the  fourth  sacral  segment. 

(2.)  Two  large  nuclei  are  found  which  serve  to  innervate  these 
portions.    The  first,  very  large,  probably  made  up  of  several  divisions, 
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extends  from  the  upper  border  of  the  fifth  lumbar  segment  to  the 
lower  part  of  the  third  sacral  segment;  a  second  nucleus  equally  large, 
especially  at  its  center,  commences,  behind  the  first,  at  the  upper  level 
of  the  second  sacral  segment  and  extends  to  the  lower  extremity  of 
the  fourth  sacral  segment. 

Under  the  caption  of  vacuolization,  the  authors  consider  the 
cause  of  this  very  common  occurrence.  It  is  their  opinion  that  such 
vacuolization  is  not  an  inherent  lesion  of  secondary  degenerations,  as 
taught  by  Marinesco,  nor  is  the  post-mortem  theory  with  its  many 
adherents  altogether  tenable;  the  artefact  hypothesis  does  not  meet 
with  the  authors'  approbation,  and  they  leave  it  in  much  the  same  con- 
dition that  it  is,  stating  that  in  the  actual  state  of  our  knowledge  a 
definite  answer  as  to  the  cause  of  this  appearance  is  impossible. 

Jelliffe. 

5.  Ueber  die  Veranderungen  per  motokisciien  Functionen  BE] 
Storungen  der  Sensibilitat  (Concerning  Disturbances  of  Motion 
Following  Disturbances  of  Sensation).  A.  v.  Korniloff  (Deutsche 
Zeitschrift  fur  Nervenheilkunde,  12,  3  and  4). 

In  the  dog  the  sensory  and  motor  nerves  of  the  posterior  limbs  are 
represented  in  the  fourth,  fifth,  sixth  and  seventh  lumbar  and  first  sacral 
roots;  occasionally  also  in  the  third  lumbar  and  second  sacral.  It  is 
necessary,  therefore,  to  cut  five  roots  to  cause  anesthesia  in  a  posterior 
limb  of  a  dog,  and  it  is  safer  to  cut  all  seven.  Korniloff  believes,  from 
his  experiments  on  a  number  of  dogs,  that  division  of  the  posterior 
roots  causes  disturbance  of  motion  corresponding  in  intensity  to  the 
number  of  roots  cut,  and  that  when  all  the  posterior  roots  of  a  limb  are 
cut  the  limb  is  almost  completely  paralyzed.  When  some,  but  not  all, 
of  the  sensory  roots  of  a  limb  are  cut,  the  movements  are  ataxic.  The 
disturbance  of  motion  is  dependent  on  the  degree  of  the  disturbance 
of  sensation.  The  writer  believes  that  the  clinical  phenomena  observed 
in  these  experiments  have  some  bearing  on  the  symptomatology  of 
tabes.  Spiller. 

PATHOLOGY. 

6.  Contribution  a  l'etude  des  degenerescences  propagees  et  en 
particulier  des  alterations  des  cordons  posterieurs  consecu- 
tives  aux  lesions  en  foyer  de  l'encephale  (Contribution  to  the 
Study  of  Extending  Degenerations,  in  Particular,  Alterations  in 
Posterior  Columns  Following  Lesions  in  the  Brain).  G.  Durante 
(Revue  Neurologique,  6,  1898,  p.  390). 

From  a  study  of  four  cases,  three  being  of  hemiplegia,  the  author 
brings  out,  what  is  becoming  more  and  more  evident,  that  retrograde 
degenerations  do  not  always  stop  at  the  "relay"  ganglia;  that  they  are 
not  necessarily  confined  to  a  single  neuron,  and  that  centrifugal  sen- 
sory degeneration  and  centripetal  motor  degeneration  may  occur.  He 
particularly  calls  attention  to  the  occurrence  of  retrograde  degenera- 
tion of  the  columns  of  Goll  and  Burdach  following  cerebral  lesions, 
of  which  he  has  collected  some  twenty-three  cases  reported  in  litera- 
ture and  interpreted  in  a  number  of  ways  by  their  authors.  Of  twenty- 
nine  cases,  six  o'f  the  author's,  seventeen  such  types  of  degeneration 
were  noted  in  lesions  of  the  pons,  the  cerebral  peduncles  or  the  central 
gray  nuclei;    twelve  were  consecutive  to  lesions  of  the  cortex. 

From  the  clinical  side,  these  observations  are  of  interest  from  the 
relationship  of  such  degenerations  to  cases  of  high  tabes  and  to  a 
number  of  irregular  cases  generally  designated  tabetiform. 

Jelliffe. 
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7.  Lesions  des  cellules  de  l'ecorce  cerehrale  pans  certaines 
formes  de  confusion  mentale  (Lesions  of  the  Cells  of  the  Cere- 
bral Cortex  in  Certain  Forms  of  Mental  Confusion).  Gilbert  Ballet 
(La  Medecine  Moderne,  9,  1898,  p.  421.) 

Under  the  name  of  mental  confusion,  a  complex  of  symptoms  is 
described  which,  until  lately,  has  been  confounded  according  to  the 
most  marked  symptoms  which  each  case  might  present,  with  febrile 
deliriums,  sometimes  with  the  deliriums  of  degeneration,  sometimes 
with  the  different  forms  of  melancholia,  particularly  with  the  stuporous 
variety.  The  predominating  symptom  is  a  confusion  of  ideas.  Speech, 
when  the  patient  talks,  is  loose,  confused,  sometimes  almost  incom- 
prehensible. There  is  a  manifest  difficulty  in  the  association  of  ideas, 
and  an  evident  obstacle  to  intellectual  function.  The  patient  wants  de- 
cision, memory  is  bad,  power  of  attention  impaired,  the  notions  of 
space,  place  and  time  are  enfeebled  or  wanting.  There  are  usually  hal- 
lucinations, and  the  patient  lives  in  a  kind  of  half-automatic  activity; 
even  if  there  are  sane  ideas,  they  are  vague  and  changing,  without 
system  or  constancy.  This  condition  of  things  frequently  follows  in- 
fectious or  toxic  diseases. 

All  these  symptoms  point  to  its  dependence  upon  lesions  of  the 
cortex,  but  up  to  the  present  no  decided  cortical  lesions  have  been  ob- 
served, or,  at  least,  none  more  marked  than  thickening  of  the  pia  or 
atrophy  of  some  myelin  fibers. 

Ballet  has  studied  two  cases  presenting  almost  identical  symp- 
tomatology. Both  were  women,  both  alcoholics,  and  both  had  slight 
tubercular  lesions  of  the  apices  of  the  lungs;  one  presented  some  signs 
of  polyneuritis  of  the  legs,  and  both  presented  the  complete  mental 
picture  of  the  disease  under  discussion.  The  post-mortem  examina- 
tions of  the  brains  were  almost  identical  in  their  results.  The  cortex, 
stained  by  Nissl's  method,  was  observed  with  a  low  power,  and  the 
large  pyramidal  cells,  especially  the  cells  of  Betz,  appeared  to  have 
lost  their  triangular  form  and  to  have  become  rounded.  The  processes 
were  less  marked,  and  even  with  a  low  power  it  was  possible  to  ob- 
serve the  displacement  of  the  nucleus,  while  with  a  high  power  it  was 
only  here  and  there  a  sound  cell  could  be  found.  Chromatolysis  was 
going  on  in  all  of  them,  the  nucleus  seemed  to  be  pressing  out  of  the 
cell,  and  in  some  of  them  the  chromatolysis  was  complete  and  the 
nucleus  entirely  lost  to  view.  It  is  possible  that  these  changes  were 
secondary  and  consecutive  to  the  destruction  by  the  poison  of  the 
cylinder  axes.  The  analogy  which  they  present  to  the  lesions  conse- 
quent upon  experimental  section  or  other  pathological  changes  of  the 
peripheral  nerves,  and  the  absence  of  vascular  alteration,  make  this 
hypothesis  probable.  Meanwhile,  it  is  interesting  to  find  decided 
cellular  cortical  lesions  in  a  disease  hitherto  classed  as  a  psychosis. 

Mitchell. 

8.  Beitrag  zur  pathoi.ogischen  Anatomie  des  Centrai.nervensys- 
tems  bei  df.r  acutf.n  Anamie  (Contribution  to  the  Pathological 
Anatomv  of  the  Central  Nervous  System  in  Acute  Anemia).  G. 
Scagliosi  (Deutsche  med.  Wochenschrift,  20,  1898,  p.  309). 

Until  the  present  time,  no  satisfactory  report  has  been  made  con- 
cerning the  condition  of  the  ganglion  cells  in  acute  anemia,  such  as  is 
produced  by  severe  hemorrhage.  Scagliosi  reports  the  results  of  an 
examination  of  the  brain  and  cord  from  a  pregnant  woman,  who  had 
uterine  hemorrhage  lasting  thirty-four  days.  The  gray  matter  was 
pale  and  the  vessels  were  not  as  full  as  under  normal  conditions.    The 
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cells  of  the  brain  and  cord  presented  chromatolysis.  He  believes  that 
his  case  shows  that  a  diminution  in  the  number  of  red  blood  cor- 
puscles is  sufficient  to  cause  intense  alteration  of  the  ganglion  cells. 

Spiller. 

9.  sulle  alterazione  istologiche  del  sistema  nervosa  centrale 
del  feto  in  seguito  ad  avvelenamento  acuto  e  cronico  della 
madre  per  ALCOOL  (Histological  Alterations  in  the  Nervous  System 
of  the  Fetus,  Following  Acute  and  Chronic  Alcohol  Poisoning  in 
the  Mother).  M.  Carrara  (Rivista  di  Medicine  legale  e  di  Giures- 
prudenza  med.,  vol.  6,  1898,  No.  2). 

In  pregnant  guinea  pigs  poisoned  by  alcohol,  the  author  shows 
that  in  the  central  nervous  system  of  the  young  pigs  after  fixation  by 
corrosive  sublimate  and  staining  by  the  methods  of  Nissl,  Bizzozero, 
and  Heidenhain  that  there  are  certain  cell  changes  which,  as  far  as  the 
investigation  has  proceeded,  have  been  constant. 

In  the  brain  the  changes  noted  were  but  slight;  they  consisted 
for  the  most  part  of  a  lack  of  colorability  of  the  chromatic  substances. 
The  nuclear  membrane  was  also  less  distinct.  Many  karyokinetic 
figures  were  shown  by  the  Bizzozero  methods  of  staining.  In  the  an- 
terior horn  cells  of  the  spinal  cord  the  changes  were  more  pronounced. 
In  them  there  was  a  marked  peripheral  chromatolysis  similar  to  that 
found  by  Marinesco  and  others  in  direct  poisoning  of  the  animal 
itself.  Jelliffe. 

to.  Ueber  morphologische  Differenzen  zwischen  ruiienden  und 
erregten  Ganglienzellen  (Concerning  Morphological  Differences 
Between  Resting  and  Irritated  Ganglion  Cells).  Friedel  Pick 
(Deutsche  med.  Wochenenschrift,  22,  1898,  p.  341). 

Direct  electrical  irritation  of  the  peripheral  neurons  must  produce 
results  differing  from  those  occurring  after  normal  action.  Pick,  to 
imitate  normal  conditions  as  closely  as  possible,  exposed  the  brain  in 
monkeys  and  cats  when  .they  were  in  narcosis  and  irritated  it  with  the 
faradic  current  for  a  half  hour  to  one  hour,  so  that  contractions  oc- 
curred only  on  one  side  of  the  body.  During  the  irritation  the  spinal 
canal  was  opened,  and  the  segment  necessary  for  the  production  of  the 
movements  was  determined  approximately  by  successive  division  of 
the  roots  or  spinal  cord.  Sections  from  this  and  other  portions  were 
stained  by  the  methods  of  Nissl  and  Golgi.  The  irritation  in  this  way 
was  applied  at  a  remote  point  from  the  spinal  cells.  As  only  the  cells 
of  one  side  of  the  cord  were  irritated,  a  contrast  was  offered  in  the 
same  preparation  between  the  active  and  the  resting  cells.  The  former 
presented  chromatolysis,  chiefly  peripheral,  and  this  Pick  believed 
favored  the  view  that  the  chromatic  substance  is  reserve  material  and 
disappears  during  activity.  The  cells  were  of  irregular  contour,  and 
contained  shrunken  nuclei.  In  preparations  from  monkeys  the  cells 
near  the  union  of  the  anterior  and  posterior  horns  were  most  altered, 
and  this  fact  Pick  believes  proves  v.  Monakow's  theory,  according  to 
which  the  central  and  peripheral  motor  neurons  are  connected  by  short 
interposed  neurons.  Spiller. 

CLINICAL  NEUROLOGY. 

n.  Lf.s  accidents  nerveux  du  diabete  (The  Nervous  Accidents  of  Dia 
betes).  J.  Vergely  (Archives  Cliniques  de  Bordeaux,  Vol.  7,  1898, 
Nos.  3,  4,  5  and  6). 

[        In  this  article  of  154  pages,  the  author  reviews  very  thoroughly 
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■the  nervous  complications  of  diabetes,  taking  up  the  subject  under  the 
following  heads: 

I.  Troubles  of  motility. 

II.  Troubles  of  sensibility. 

III.  Troubles  affecting  the  genital  organs  and  organs  of  the  senses. 

IV.  Vasomotor  and  trophic  disturbances. 

V.  Cerebral  troubles. 

VI.  The  different  varieties  of  diabetes,  from  a  nervous  point  of 
view. 

VII.  The  role  of  the  heart  in  the  production  of  nervous  accidents. 

VIII.  Diabetic  coma. 

IX.  The  lesions  of  the  nervous  system  in  diabetes. 

X.  The  relation  of  diabetes  to  neuroses  and  other  nervous  diseases. 
It  is  clearly  shown  that  a  large  number  of  the  symptoms  of  nervous 

disease  may  occur  in  connection  with  diabetes,  some  of  them  from 
causes  acting  temporarily  (probably  toxemia) ;  others  from  organic 
lesions  of  the  nervous  system,  dependent  to  a  greater  or  less  extent 
upon  the  constitutional  disease  present.  In  the  brain,  hyperemia, 
hemorrhage  and  embolic  softening  have  been  observed;  involvement 
of  the  spinal  cord  is  rare,  while  of  all  changes  in  the  nervous  system 
neuritis  is  most  commonly  found. 

This  last  will  probably  explain  many  of  the  nervous  symptoms. 
The  author  emphasizes  the  necessity  for  careful  urinary  examination 
in  very  obstinate  neuralgias,  and  in  a  typical  paralysis,  sensory  and 
trophic  disturbances. 

Of  special  interest  is  the  account  of  "diabetic  pseudo-tabes,"  the 
cerebral  disturbances  occurring  in  diabetics,  and  the  various  theories 
with  regard  to  diabetic  coma.  To  all  specially  interested  a  study  of  the 
original  article  is  recommended,  as  it  contains  a  very  thorough  resume 
of  the  subject,  with  a  complete  bibliographic  index.  Allen. 

12.  A  Case  of  Acromegaly.  Kauffman  (Birmingham  Medical  Re- 
view), vol.  43,  1898,  June. 

A  man  of  twenty-three  years,  showing  the  ordinary  enlargement  of 
the  hands  and  face,  the  feet  being  normal.  The  fields  of  vision  were 
normal.  The  beginning  of  the  disease  dated  back  a  twelve-month, 
headache  being  the  first  symptom,  followed  by  overgrowth  of  face  and 
hands  and  antero-posterior  curvature  of  the  spine. 

Patrick. 

13.  The  Cranium  of  the  Insane.  (Osteitis  Deformans  and  Acromeg- 
aly). Beadles  (Edinburgh  Medical  Journal,  vol.  3,  1898,  Nos.  3, 
4,  5). 

The  author,  from  a  study  of  asylum  records  and  from  234  autopsies 
performed  by  himself  upon  insane  patients,  concludes  that  in  chronic 
insanity  thickening  and  increase  in  weight  of  the  cranial  vault  is  ex- 
ceedingly frequent,  especially  in  those  types  characterized  by  periodical 
excitement. 

The  nature  of  the  process  causing  this  thickening  is  studied  and 
compared  to  that  in  osteitis  deformans.  He  then  describes  the  condi- 
tion of  the  skull  in  three  cases  of  this  disease — one  from  his  own 
notes — and  in  two  cases  of  acromegaly,  comparing  them  and  calling 
attention  to  the  difference  in  character  and  location  of  the  hyper- 
trophic process  in  the  two  diseases.  The  article  is  illustrated  by  two 
plates  and  several  wood  cuts.  Allen. 
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14.  Goitre  exophthalmique  traite  par  la  resection  des  deux  sym- 
pathiques  cervicaux  (The  Surgical  Treatment  of  Exophthalmic 
Goitre,  Bilateral  Resection  of  the  Cervical  Sympathetic).  M. 
Gerard-Marchant  et  Ch.  Abadie,  also  Chauffard  et  Quenu,  La 
Presse  Medicale,  vol.  5  (2),  1897,  p.  1,  July  3  ;  M.  Jonnesco,  ibid, 
vol.  5,  Oct.  23,  1897,  p.  257. 

Proceeding  upon  the  theory  that  the  symptoms  of  exophthalmic 
goitre  are  due  to  the  excitement  of  the  vaso-dilators  through  the  cervi- 
cal sympathetic,  the  first  mentioned  authors  practised  bilateral  resec- 
tion of  this  nerve  in  the  case  of  a  woman  of  twenty-nine,  in  whom  the 
disease  had  been  present  for  about  a  year.  This  patient  had  marked 
exophthalmos,  moderately  enlarged  thyroid,  tremor,  loss  of  flesh,  pulse 
about  100.  An  incision  was  made  along  the  posterior  border  of  the 
sterno-mastoid  muscle,  from  the  mastoid  process  to  the  clavicle;  the 
sympathetic  was  sought  out,  and  part  of  the  superior  cervical  ganglion, 
with  three  and  a  half  to  four  centimeters  of  the  portion  of  the  nerve 
peripheral  to  it,  was  removed,  first  on  one  side,  then  on  the  other. 
The  pupils  were  not  altered  at  the  moment  of  cutting  the  nerve.  Just 
after  the  operation  the  pulse  was  80.  Five  days  later  the  exophthalmos 
had  nearly  disappeared,  and  the  patient  was  much  improved.  The 
further  course  of  the  case  is  not  stated. 

The  case  of  Chauffard  and  Quenu  was  that  of  a  man  of  twenty- 
four,  in  whom  the  first  symptoms  of  the  disease  were  noticed  three 
years  before  he  came  under  their  observation.  He  had  marked  exoph- 
thalmos, moderate  sized  goitre,  pulse  no,  and  other  symptoms  of  Base- 
dow's disease.  As  he  did  not  improve  under  general  treatment,  both 
cervical  sympathetics  were  resected  under  the  same  technique  as  that 
practised  in  the  case  of  Gerard-Marchant  and  Abadie.  The  section 
was  followed  by  no  vasomotor  phenomena,  but  the  pupils  narrowed 
immediately.  The  case  was  kept  under  observation  for  about  two 
months  after  the  operation,  but  the  authors  were  unable  to  convince 
themselves  that  any  improvement  had  occurred.  The  patient  died  soon 
after  from  an  overdose  of  digitalin  which  he  had  carelessly  taken. 

Jonnesco  gives  a  resume  of  the  surgical  treatment  of  exophthalmic 
goitre,  dividing  the  operations  practised  into:  a,  those  upon  the  thyroid 
gland;  b,  those  upon  the  cervical  sympathetic,  and  c,  ligature  of  the 
thyroid  arteries.  His  conclusions  are:  1.  Operations  upon  the  thyroid 
gland,  while  benign  in  simple  goitre,  are  very  dangerous  in  exophthal- 
mic goitre.  They  can  accomplish  no  good  except  in  old  goitres  which 
have  given  rise  to  symptoms  secondarily,  but  which  do  not  in  strict- 
ness constitute  Basedow's  disease.  2.  Simple  section  of  the  sympa- 
thetic is  useless.  Partial  resection,  if  including  the  superior  and  mid- 
dle cervical  ganglia,  offers  better  results.  3.  Total  bilateral  resec- 
tion is  the  operation  of  choice.  Its  ease  and  benignity  are  such  that 
it  should  always  be  tried  in  cases  of  exophthalmic  goitre,  while  partial 
thyroidectomy  remains  an  operation  of  necessity,  to  be  resorted  to 
only  in  the  presence  of  grave  symptoms  which  demand  a  rapid  removal 
of  the  tumor.  He'  reports  three  cases,  all  in  women.  In  two  of  them 
he  made  a  partial,  in  the  third,  a  complete  bilateral  resection,  including 
all  three  cervical  ganglia  of  the  sympathetic.  The  two  former  cases 
he  has  been  able  to  observe  for  fourteen  months;  the  latter  case  for 
three  months.  In  all,  the  frequency  of  the  pulse  is  reduced,  the  exoph- 
thalmos and  goitre,  the  tremor  and  other  nervous  symptoms  have  dis- 
appeared, and  he  thinks  a  cure  can  justly  be  claimed.  Allen. 
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15.     A  Case  of  Exophthalmic  Goitre  with   Unilateral  Eye  Symp- 
toms.    J.  Hinshelwood  (British  Medical  Journal,  1,  1898,  p.  1653). 

A  single  woman  of  twenty-four  years  presented  left  exophthalmos 
and  some  enlargement  of  the  thyroid  gland  without  tachycardia. 
Stellwag's  symptom  (retraction  of  the  upper  lid)  and  Graefe's  sign 
were  present,  and  the  patient  had  become  somewhat  nervous.  Upon 
five-grain  doses  of  antipyrin  t.i.d.  there  was  evident  improvement 
after  three  weeks,  and  in  five  weeks  the  exophthalmos  and  Stellwag's 
sign  had  disappeared,  the  thyroid  gland  had  markedly  diminished  in 
size,  but,  what  is  noteworthy,  Graefe's  sign  persisted.  The  dose  of 
antipyrin  was  gradually  increased  to  thrice  the  initial  amount. 

Patrick. 


16.     On  Diffuse  Scleroderma,    with  Special  Reference   to    Diag- 
nosis AND  TO  THE  USE  OF  THE  THYROID  GLAND  EXTRACT.     W.   Osier 

(Journal  of  Cutaneous  and  Genito-Urinary  Diseases,  16,  1898,  Nos. 
2  and  3). 

In  this  communication,  based  on  the  study  of  eight  cases  seen  by 
him,  Professor  Osier  considers  the  subject  under  the  following  heads: 
1.  General  picture  of  diffuse  scleroderma.  2.  Scleroderma  and  Graves' 
disease.  3.  Differential  diagnosis.  4.  Scleroderma  and  Addison's 
disease.  5.  The  treatment  of  scleroderma  with  thyroid  extract.  His 
description  of  the  disease,  its  diagnosis  and  relationships,  as  illustrated 
by  the  cases  described,  is  interesting  and  instructive. 

Six  of  the  eight  cases  received  thyroid  treatment.  The  author  con- 
cludes that  his  personal  experience,  and  the  results  as  recorded  in  lit- 
erature, do  not  favor  the  use  of  thyroid  gland  extract.  Allen. 


17.  Medication  thyroIdienne  et  arsenic  (Thyroid  Medication  and 
Arsenic).  MM.  Bedart  et  Mabille  (La  Medecine  Moderne,  vol.  9, 
1898,  p.  335). 

MM.  Bedart  and  Mabille  made  an  experimental  study  of  the  com- 
bined use  of  thyroid  preparations  with  arsenic,  and  found  that  the  use 
of  arsenic  seemed  to  perfectly  control  the  excitement,  the  palpitation, 
and  the  tremor  which  are  so  troublesome  when  thyroid  alone  is  given. 
Their  experiments  upon  animals  included  fourteen  dogs  and  two  rab- 
bits, and  they  sum  up  their  results  as  follows  :  The  animals  which  did  not 
receive  any  arsenic  had  a  rapid  increase  of  the  speed  of  the  heart,  going 
from  130  to  180  and  190  with  very  irregular  action.  The  animals  taking 
in  addition  to  thyroid  Fowler's  solution  in  a  dose  of  2%  to  a  kilo,  of 
the  animal's  weight  had  at  first  a  stationary  condition  of  the  pulse,  and 
then  a  decrease  in  the  number  of  beats  from  130  to  100,  and  some- 
times even  to  90,  with  the  contractions  remaining  normal  in  force  and 
regular.  After  six  or  seven  days  of  thyroid  feeding,  the  animals  not 
receiving  arsenic  presented  phenomena  of  excitability  and  of  gen- 
eralized muscular  tremor,  but  none  of  these  troubles  were  observed  in 
those  that  received  arsenic  as  well,  even  after  thirty  days  of  the  experi- 
ment. A  considerable  loss  of  weight  manifested  itself  very  rapidly  in 
the  dogs  which  were  taking  nothing  but  thyroid  without  arsenic. 
Those  receiving  arsenic  lost  also,  but  more  slowly.  Some  of  them  did 
not  lose  at  all,  and  one  or  two  even  gained  a  little. 

It  is  to  be  noted  that  the  dose  of  arsenic  was  one  which  would  be 
regarded  in  medical  practice  as  an  enormous  one.  Mitchell. 
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18.  Exophthalmic  Goitre  Treated  with  Thymus  Gland.     P.  James 
(Australasian  Medical  Gazette,  vol.  16,  1897,  p.  337). 

The  author  reports  the  following  case:  A  woman  of  twenty-eight 
presented  the  classical  symptoms  of  Graves'  disease  and  had  lost  much 
flesh  and  strength.  She  was  treated  with  a  50  per  cent,  glycerine  ex- 
tract of  thymus  gland,  in  doses  of  a  half  teaspoonful  to  a  teaspoonful, 
three  times  a  day,  for  about  a  month.  She  experienced  at  times  a 
sensation  of  depression  shortly  after  taking  the  extract,  and  both  before 
and  after  the  treatment  was  begun  she  had  from  time  to  time  attacks 
of  vomiting  and  diarrhea,  which  prostrated  her  very  much.  Later 
tabloids  of  thymus  gland  were  substituted  for  the  extract.  The  initial 
dose  was  two  tabloids  three  times  a  day.  This  was  gradually  increased 
until  it  was  found  that  five  tabloids  three  times  a  day  was  the  maximum 
safe  dose.  She  continued  to  take  the  tabloids  for  nine  months.  The 
tremor,  sweating  and  pulsation  gradually  grew  less,  the  pulse  was 
slower,  the  patient  gained  weight  and  strength,  and  Graefe's  and 
Stellwag's  signs  disappeared.  Ten  months  after  the  treatment  was  be- 
gun she  was  able  to  eat  heartily  and  to  sleep  well,  and  could  undergo  a 
fair  amount  of  fatigue.  Her  pulse  ranged  from  84  to  88.  The  exoph- 
thalmos and  goitre  still  persisted,  but  to  a  less  degree.  The  other 
symptoms  had  disappeared.  Allen. 

19.  The  Therapeutic  Value  of  Spleen  Extract.     C.  Clark  (Edin- 
burgh Med.  Journal,  3,  1898,  p.  152). 

The  frequency  with  which  smallness  of  the  spleen  is  noted  in  the 
post-mortem  records  of  insane  asylums  led  the  author — the  superin- 
tendent of  the  Lanark  County  Asylum — to  try  the  effect  of  spleen  ex- 
tract in  the  treatment  of  insanity.  A  fluid  extract  made  from  fresh 
bullock's  spleen,  an  emulsion  of  the  ethereal  extract,  and  compressed 
tablets  were  employed. 

About  thirty  cases  were  subjected  to  the  treatment.  Concerning 
these  he  makes  the  general  statement  that  some  were  cured,  others 
benefited,  still  others  unaffected,  but  of  only  six  does  he  give  a  detailed 
account. 

Of  these  latter,  five  were  more  or  less  improved,  one  cured,  but  he 
is  not  at  all  sure  that  the  result  is  to  be  attributed  to  the  spleen  extract. 
Under  the  use  of  the  remedy,  he  noticed  a  general  improvement  in 
appetite  and  digestion,  more  or  less  gain  in  weight,  improved  blood 
condition,  and  specially  improvement  in  nutrition  of  the  skin,  cold, 
dry  and  harsh  skins  becoming  warm,  moist,  soft,  elastic  and  of  better 
color.  On  account  of  this  latter  fact  he  was  led  to  try  the  extract  in 
some  cases  of  chronic  skin  diseases,  with  satisfactory  results.  In  gen- 
eral, the  extract  seemed  to  have  some  stimulant  effect,  and,  what  is 
noteworthy,  markedly  increased  the  susceptibility  of  the  patient  to 
thyroid  extract.  Hence  the  author  advises  a  preliminary  course  of 
splenic  extract  in  cases  which  are  later  to  receive  thyroid,  the  latter 
being  then  given  in  much  reduced  doses.  He  has  observed  no  toxic 
symptoms,  but  advises  care,  especially  in  the  use  of  the  ethereal  ex- 
tract, which  he  regards  as  the  most  active  preparation.  Allen. 

A  Discussion  of  the  Treatment  of  Intracranial  Tumors.      David 
Ferrier.      (British  Medical  Journal,  1898,  No.  1970,   p.  964.) 
The  percentage  of  operable  tumors  has  been  variously  estimated 

to  be  from  two   (Seydel)   to   fifteen    (Beck)    per  cent.     The   speaker 

considers  seven  per  cent,  a  fair  estimate. 

Regarding   the   results   of  operation   he   first   submitted   statistics 
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of  fifty-five  cases  operated  on  since  January  1896,  and  published  in 
various  journals.  Of  these,  twenty  (sixteen  cerebral  and  four  cere- 
bellar) died  within  a  few  hours  after  the  operation,  sixteen  (eleven 
cerebral  and  five  cerebellar)  died  within  a  year,  twelve  (ten  cerebral 
and  two  cerebellar)  recovered  from  the  operation  and  passed  from 
the  hands  of  the  surgeon,  seven  (six  cerebral  and  one  cerebellar)  were 
alive  a  year  or  more  after  the  operation.  The  last  are  reckoned  as 
cured  and  constitute  thirteen  per  cent,  of  the  total. 

The  statistics  compiled  from  the  records  of  the  National  Hospital 
for  the  Paralyzed  and  Epileptic  were  more  valuable.  Total  number  of 
cases  operated  upon  in  the  last  ten  years,  thirty-eight  (thirty-one  cere- 
bral and  seven  cerebellar).  In  twenty  of  these  (sixteen  cerebral  and 
four  cerebellar),  the  growth  was  removed  wholly  or  in  part,  while  in 
eighteen  (fifteen  cerebral  and  three  cerebellar),  it  was  not  removed. 
Of  those  removed,  three  died  within  a  few  days,  seven  died  within 
a  few  weeks  or  months,  four  lived  some  weeks  or  months,  the  sub- 
sequent history  being  unknown,  and  six  (i.  e.,  sixteen  per  cent,  of  all 
operated,  thirty  per  cent,  of  those  in  which  tumor  was  removed)  lived 
a  year  or  more,  the  longest  period  being  four  years.  Of  the  eighteen 
cases  in  which  the  growth  was  merely  exposed  or  exposed  and  in- 
cised, three  (16.6  per  cent.)  lived  a  year  or  more,  one  of  these,  a 
cerebellar  case,  being  alive  after  six  and  a  half  years. 

A  patient  whose  cerebellum  was  incised,  but  whose  tumor  was 
not  found,  wrote  after  six  years: 

"I  am  pleased  to  tell  you  that  with  care  my  health  is  quite  satis- 
factory. I  still  have  the  swelling  at  the  side  of  my  head,  but  it 
causes  no  inconvenience  except  being  rather  sensitive  to  touch. 
I  also  still  have  the  weakness  down  the  right  side,  but  this  is  much 
better  than  before  I  left  the  hospital.  Indeed,  it  will  give  you  an 
idea  how  much  better  I  am  when  I  tell  you  I  have  been  able  to 
cycle  for  two  seasons." 

The  speaker  agreed  with  Horsley  that  gummata  and  gummatous 
cicatrices  which  will  not  yield  to  vigorous  antispecific  treatment  should 
be  operated. 

F.  X.  Dercum  believed  with  Ferrier  in  the  efficacy  of  potassium 
iodide  in  glioma  of  the  brain  and  in  the  utility  of  trephining  and 
simply  opening  the  dura  in  inoperable  cases. 

Joseph  Collins  suggested  that  lumbar  puncture  be  employed  early 
and  often  in  the  hope  of  decreasing  intraventricular  pressure. 

John  H.  MacCormac  commended  removal  of  gummata  by  the 
knife  when  specific  treatment  failed  and  said  that  when  it  was  re- 
membered how  extremely  tough  such  a  tumor  might  be,  it  was  not 
wonderful  that  iodides  failed  to  cause  its  absorption. 

Headache  might  be  much  relieved  by  phenacetin  gradually  and 
carefully  given  in  doses  up  to  gr.  xx  combined  with  caffeine  gr.  v, 
repeated  if  necessary  in  three  hours.  Vomiting  might  be  relieved  by 
giving'  Tie  gr.  of  hvdrobromate  of  hyoscine  every  four  hours.  Mer- 
curial treatment  might  be  tried  not  only  in  cases  of  syphilitic  tumor, 
but  also  for  glioma  and  sarcoma. 

C.  E.  Beever  had  in  four  cases  seen  the  tumor  removed  and  the 
patient  live  two  years  or  more. 

Herbert  E.  Waterhouse  cited  a  case  showing  that  a  gumma  may 
not  be  amenable  to  specific  treatment.  After  administration  of  potas- 
sium iodide  and  mercury  for  four  weeks,  the  patient  was  put  on 
twenty-five  grains  of  iodide  t.  i.  d.,  but  in  spite  of  this  the  symptoms 
increased  until  he  was  comatose,  when  a  large  gumma  was  removed 
from  the  Rolandic  area  by  operation.  Recovery  was  rapid  and  com- 
plete. The  speaker  also  reported  palliation  in  several  cases  of  opera- 
tion in  which  the  tumor  could  not  be  removed  or  was  not  found. 
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J.  Mitchell  Clarke  and  J.  M.  Cotterill  also  commended  the  pal- 
liative operation. 

Byron  Bramwell  said  that  his  experience  pointed  very  strongly 
to  the  conclusion  that  it  was  only  in  a  very  small  proportion  of  cases 
that  an  intracranial  tumor  could  be  completely  and  satisfactorily 
removed.  An  analysis  of  all  the  cases  seen  by  him  in  twenty-five 
years  brought  out  the  following  facts: 

In  2  cases  a  tumor  was  found,  the  presence  of  which  was  not 
suspected  during  life;  in  other  words,  in  which  there  were  absolutely 
no  symptoms.  In  23  cases  there  were  well-marked  "general"  symp- 
toms, but  no  localizing  symptoms.  In  2  cases,  in  which  very  definite 
localizing  symptoms  were  present,  no  tumor  was  found  at  the  opera- 
tion. In  one  of  these  the  symptoms  clearly  pointed  to  a  tumor  in  the 
motor  area;  at  the  post-mortem  examination,  a  tumor  was  found  in 
the  optic  thalamus,  pressing  upon  and  involving  the  motor  strands 
of  the  internal  capsule.  In  another  case,  in  which  the  symptoms 
clearly  seemed  to  point  to  the  cerebellum  as  the  seat  of  the  lesion, 
no  tumor  was  found,  although  the  patient  was  trephined  first  over 
the  left  and  then  over  the  right  lobe  of  the  cerebellum.  In  25  cases 
the  position  of  the  tumor  precluded  successful  operative  procedure; 
in  3  of  these  cases  the  tumor  was  situated  at  the  base  of  the  brain, 
outside  the  pons  Varolii;  in  4  the  tumor  involved  the  pituitary  body; 
in  12  the  pons  Varolii,  and  in  6  the  crus  cerebri.  In  9  cases,  not 
included  under  any  of  the  other  headings,  the  cerebellum  was  the 
seat  of  the  lesion;  but  it  was  very  doubtful  whether  in  all  or  any  of 
these  cases  the  tumor  could  have  been  successfully  removed.  He 
would  refer  to  this  point  again  presently.  In  11  cases  the  tumor,  as 
shown  by  the  symptoms  during  life,  by  actual  operation,  or  on  post- 
mortem examination,  was  found  to  be  too  extensive  to  permit  of 
removal.  In  3  cases  there  were  multiple  growths.  In  8  cases  the 
tumor  was  malignant — cancer  or  melanotic  sarcoma.  In  1  case  in 
which  a  healed  syphilitic  gumma  was  the  cause  of  sensory  Jacksonian 
epilepsy,  the  irritating  cause  might  have  been  removed  by  operation, 
but  malignant  disease  (epithelioma  of  the  tongue)  was  present,  and 
precluded  operative  procedure.  In  31  cases  the  symptoms  were  re- 
lieved by  medicinal  treatment,  and  an  operation  consequently  ren- 
dered unnecessary.  In  24  of  these  cases  the  tumor  was  syphilitic;  in 
the  remaining  7  syphilis  could  be  definitely  excluded.  In  one  of  these 
7  cases  the  surgeon  who  was  consulted  refused  to  operate;  the  patient 
improved  markedly  for  a  time  under  treatment  (iodide  of  potassium), 
but  relapsed  and  died  soon  after  his  discharge  from  hospital.  In  5  of 
the  remaining  cases  in  which  the  symptoms  had  entirely,  or  almost 
entirely,  subsided  up  to  the  present  time,  the  exact  nature  of  the 
pathological  condition  was  perhaps  doubtful.  Dr.  Bramwell  used  to 
be  in  the  habit  of  regarding  cases  of  this  sort  as  cases  in  which  the 
tumor  had  become  quiescent;  but  latterly  he  had  come  to  doubt 
whether  this  opinion  was  correct,  at  all  events  in  all  cases  of  the 
kind;  he  was  now  disposed  to  think  that  in  some  of  them,  at  all 
events,  the  pathological  lesion  was  probably  a  dilated  condition  of  the 
ventricles,  due  to  localized  meningitis  and  closure  of  the  foramen  of 
Majendie.  He  would  refer  to  this  point  again  presently.  In  1  case 
in  which  the  symptoms  pointed  very  definitely  to  a  localized  tumor 
in  the  motor  area  no  tumor  was  found  at  the  operation,  though  post- 
mortem examination  subsequently  showed  a  small  glioma  in  the 
suspected  situation ;  it  was  situated  about  \V?.  inches  below  the  surface. 
In  the  remaining  6  cases  an  operation  should  perhaps  have  been  per- 
formed.   In  one  of  these  cases  (a  scrofulous  tumor  of  the  cerebellum) 
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the  patient  refused  to  allow  of  operation.  In  2  cases  the  patient  was 
only  seen  once  and  it  was  not  known  whether  the  symptoms  were 
relieved  by  drug  treatment  or  not.  In  the  remaining  2  cases  in  which 
there  was  no  post-mortem  examination,  the  tumor  appeared  to  be 
situated  in  the  frontal  lobe;  in  1  of  these  cases  the  tumor  seemed  to  be 
an  extensive  infiltrating  glioma.  In  another  case  the  tumor  was 
situated  in  the  occipital  lobe;  this  patient  was  only  seen  once  in 
consultation  and  there  was  no  post-mortem  examination. 

Dr.  Bramwell's  pathological  experience  entirely  corroborated  his 
clinical  observations  and  showed  that  very  few  cases  of  intracranial 
tumor  which  were  examined  post  mortem  could  have  been  success- 
fully removed  by  the  surgeon.  There  were  of  course  fallacies,  for  at 
the  date  of  the  necropsy  the  tumor  was  often  very  much  more  ex- 
tensive than  in  the  early  (clinical)  stages  of  the  case.  Further,  tumors 
which  one  observer  considered  unsuitable  for  removal  might  by 
another  observer  be  considered  suitable. 

Dr.  Bramwell  thought  the  question  of  operation  was  especially 
difficult  in  cases  of  cerebellar  disease.  He  had  met  with  at  least 
3  cases  in  which  all  the  characteristic  symptoms  of  a  cerebellar  tumor 
were  present;  but  in  which  post-mortem  examination  showed,  instead 
of  the  tumor  which  had  been  diagnosed,  that  the  lesion  was  a  dilated 
condition  of  the  ventricles,  apparently  due  to  a  localized  meningitis 
which  had  blocked  the  foramen  of  Majendie.  In  one  of  these  cases 
the  patient  was  trephined.  In  all  of  these  3  cases  the  symptoms  were 
of  considerable  duration  (several  months) ;  in  one  of  them  the  symp- 
toms followed  an  attack  of  influenza,  and  in  that  case  there  was 
febrile  disturbance  during  the  early  stages  of  the  case;  in  the  other 
2  cases  there  was  no  history  of  fever  and  no  symptoms  indicative 
of  meningitis.  These  cases  seemed  to  suggest  that  in  some  of  the 
cases  at  all  events  in  which  a  cerebellar  tumor  had  been  diagnosed, 
and  in  which  the  symptoms  subsided  and  the  patient  got  well,  the 
diagnosis  was  perhaps  erroneous.  He  thought  it  probable  that  in 
some  of  these  cases  the  pathological  lesion  was  probably  a  dilated 
condition  of  the  ventricles. 

His  experience  entirely  coincided  with  that  of  Dr.  Trevelyan — 
namely,  that  it  was  exceedingly  rare  to  meet  with  healed  tumors,  or 
cases  in  which  the  tumor  had  become  encapsuled,  latent,  and  quiescent, 
in  the  post-mortem  room.  During  the  whole  course  of  his  pathologi- 
cal experience  he  had  met  with  only  1  case  in  which  there  was  reason 
to  suppose  that  a  healed  tumor  was  present.  He  did  not,  of  course, 
in  this  statement  include  the  syphilitic  cases. 

Now,  if,  as  his  experience  clearly  showed,  cases  were  not  very 
uncommon  in  which  patients  who  presented  all  the  general  symptoms 
of  a  cerebellar  tumor  got  well,  it  must,  he  thought,  be  granted  that 
if  in  these  cases  the  diagnosis  was  correct  the  remains  of  these  healed 
tumors  ought  to  be  much  more  frequently  found  after  death  than 
appeared  to  be  the  case.  Consequently,  as  the  result  both  of  his 
clinical  and  pathological  experience  he  concluded  that  in  some  of 
these  cases,  at  all  events,  the  pathological  lesion  was  a  localized  menin- 
gitis with  ventricular  distension  and  increased  intracranial  pressure 
and  not  a  cerebellar  tumor.  The  question  was  one  of  great  practical 
importance,  for  if  this  conclusion  were  correct  one  would  necessarily 
hesitate  to  recommend  operative  procedure  in  cases  of  supposed  cere- 
bellar tumor  until  drug  treatment  had  been  very  fully  tried  for  a 
considerable  length  of  time.  But  if  this  course  were  adopted,  one  ran 
some  risk  of  the  patient  dying  suddenly,  as  some  of  the  cases  to  which 
Professor  Ferrier  referred  had  done,  and  as  had  happened  in  more 
than  one  case  which  had  come  under  his  own  observation.  Hence  one 
was  on  the  horns  of  a  dilemma. 
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Further,  as  Professor  Ferrier  had  pointed  out,  the  dangers  of 
operating  on  cerebellar  tumors  appeared  to  be  considerably  greater 
than  in  tumors  of  the  cerebral  hemispheres.  Again,  in  some  cases 
of  cerebellar  tumor,  the  middle  lobe  was  involved,  or  a  tumor  of  the 
lateral  lobe  was  so  extensive  that  its  complete  removal  was  very 
difficult  or  impossible.  Again,  in  many  cases  of  cerebellar  disease  it 
was  extremely  difficult  or  impossible  to  determine  during  life  the 
exact  part  (lobe)  of  the  cerebellum  which  was  involved;  and  a  double 
operation,  first  on  one  lateral  lobe  and  then  on  the  opposite  lateral 
lobe,  was  undoubtedly  attended,  so  far  as  his  experience  enabled  him 
to  judge,  with  considerable  risk  to  life. 

For  all  these  reasons,  although  undoubtedly  in  some  cases  of 
cerebellar  tumor  the  tumor  might  be  removed,  and  brilliant  results 
obtained  by  operation,  the  proportion  of  such  cases  seemed  to  him 
to  be  exceedingly  small. 

Four  years  ago  he  had  published  a  list  of  82  cases  of  tumor  of 
the  brain,  and  analyzed  them  for  the  purposes  of  a  similar  discussion. 
He  had  concluded  that  in  only  5  of  these  would  an  operation  have, 
as  far  as  he  could  judge,  been  attended  with  success,  even  if  it  had 
seemed  to  be  advisable  (and  in  most  of  these  cases  this  did  not  seem 
to  be  the  case)  while  the  patient  was  under  his  observation. 

Since  these  statistics  were  published  he  had  met  with  41  additional 
cases,  and  in  none  of  them,  although  he  had  been  on  the  look-out 
for  cases  suitable  for  operative  treatment,  had  the  tumor  been  success- 
fully removed  by  surgical  procedure.  As  a  matter  of  fact,  an  opera- 
tion was  performed  in  14  of  his  cases.  In  some  of  these  14  cases  the 
object  aimed  at  was  the  removal  of  the  tumor;  in  others,  in  which 
there  was  no  definite  localizing  symptoms,  the  operation  was  per- 
formed merely  as  a  palliative  measure  (for  the  relief  of  headache,  etc.); 
and  in  others  (although  the  symptoms  seemed  to  preclude  successful 
removal  of  the  tumor)  on  the  off-chance  that  the  diagnosis  of  tumor 
might  be  erroneous,  and  that  an  abscess  or  some  other  removable 
lesion  would  be  found. 

Dr.  Bramwell's  experience,  therefore,  in  regard  to  the  success 
of  operative  procedure  differed  notably  from  that  of  Professor  Fer- 
rier, for  in  none  of  his  fourteen  cases  in  which  an  operation  had  been 
performed  had  a  tumor  been  successfully  removed  by  the  surgeon. 
He  could  only  account  for  this  difference  by  supposing  that  he  had 
had  an  unfortunate  run  of  cases  (a  series  of  cases  unsuitable  for 
operation),  or  that  Professors  Ferrier  and  Victor  Horsley  had  made 
a  selection  of  their  cases,  rejecting  those  (such  as  infiltrating  glioma) 
which  their  wide  knowledge  and  experience  seemed  to  show  were 
unsuitable  for  operation.  It  was  only  in  one  or  other  of  these  ways, 
or  by  supposing  that  their  experience  enabled  them  to  localize  cere- 
bral tumors  more  accurately,  or  to  remove  new  growths  more  satis- 
factorily, than  himself  and  some  of  the  other  observers  who  had  pub- 
lished their  results,  that  one  could  account  for  the  difference  in  the 
results  to  which  Dr.  Collins  had  referred. 

Though  in  some  cases  marked  benefit  had  been  obtained  by 
trephining  for  the  relief  of  symptoms,  he  had,  on  the  whole,  been 
somewhat  disappointed  with  the  result  of  those  cases  in  which  "pal- 
liative" operations  had  been  performed.  He  entirely  agreed,  however, 
with  Professor  Ferrier  and  the  other  speakers  in  thinking  that  if, 
after  a  reasonable  time,  drug  treatment  failed  to  give  relief,  an  opera- 
tion should  be  performed,  even  although  the  conditions  for  operation 
did  not  appear  to  be  satisfactory  or  hopeful.  In  the  vast  majority  of 
cases  of  intracranial  tumor  (the  syphilitic  cases,  of  course,  excepted) 
the  only  chance,  of  course,  was  operative  procedure.  Patrick. 
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der  Lepra.       Victor  Babes,    Professor  of    Pathological  Anatomy 

and   Bacteriology   at  the    University  of    Bucarest.      S.    Karger, 

Berlin,  1898,  pp.  112. 

The  previous  work  of  the  author  on  the  subject  of  leprosy  makes 
this  later  monograph  particularly  welcome.  Babes  has  here  collected 
and  arranged  in  systematic  form  his  own  work  and  that  of  others  in 
the  same  field,  and  in  such  a  way  that  a  maximum  ease  of  reference 
has  been  attained  so  far  as  that  is  possible  without  an  index.  After 
a  discussion  of  the  histology  of  leprosy,  before  the  discovery  of  the 
causative  agent,  he  takes  up  in  detail  the  now  recognized  bacillus  of 
the  disease,  its  method  of  entrance  into  the  tissues  and  its  position  in 
them.  Then  follows  a  consideration  of  leprosy  as  it  appears  in  the 
skin  and  upper  air  passages,  in  the  nervous  system,  genital  organs, 
lymph  and  blood  making  organs,  lungs,  digestive  tract  and  other  tis- 
sues of  less  importance.  The  final  chapter  contains  an  excellent  sum- 
mary of  conclusions,  which  is  followed  by  a  bibliography. 

Of  special  interest  to  the  neurologist  is  the  discussion  of  changes 
in  the  nervous  system,  due  to  the  presence  of  the  bacillus  of  leprosy. 
Pathological  alterations  are  frequent  and  easy  of  detection  in  the 
peripheral  nerves,  and  are  essentially  what  one  would  expect  from 
the  general  character  of  the  leprous  process.  The  bacilli  are  to  be 
seen  in  and  about  the  nerve  trunks  affected.  Babes  has  been  able  to 
verify  the  researches  of  Sudakewitsch  as  to  the  presence  of  bacilli  within 
the  cells  of  the  spinal  ganglia,  and  also,  though  much  less  frequently, 
in  the  ganglia  of  the  sympathetic  system.  As  to  the  changes  brought 
about  in  the  cells  by  the  presence  within  them  of  bacilli,  Babes  is  not 
inclined  to  be  dogmatic,  though  in  general  he  found  that  those  cells 
in  which  most  marked  alterations  were  observed  contained  bacilli.  It 
is  easy  to  conceive  that,  apart  from  the  mere  mechanical  effect,  the 
presence  of  organisms  within  the  cell  might  produce  no  marked 
chromatolysis. 

Observations  on  the  spinal  cord  have  been  somewhat  less  satis- 
factory, and  the  cases  examined  more  open  to  doubt  in  their  interpre- 
tation. Contrary  to  previous  researches  by  Chasiotis,  Babes  finds  few 
bacilli  in  the  cord,  and  when  found  they  lie  within  nerve  cells.  In 
certain  cases  both  the  chromatic  substance  and  the  nucleus  show  evi- 
dence of  degenerative  changes.  Researches  on  the  brain  have  been, 
for  the  most  part,  negative. 

Babes  is  entirely  sceptical,  and  rightly  we  think,  as  to  the  re- 
lationship between  leprosy  and  syringomyelia.  His  own  words  in  the 
matter  are:  "We  must  in  this  important  question  make  the  absolute 
demand  that  preparations  be  shown  us  in  which  we  may  convince 
ourselves  that  bacilli  are  actually  in  the  spinal  cord,  and  then  that 
they  stand  in  causal  relation  to  the  cavity  formation." 

In  general,  the  monograph  is  an  important  addition  to  our  knowl- 
edge of  a  subject  of  the  highest  scientific  interest,  and  may  well  find  a 
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place  in  the  library  of  the  neurologist,  as  well  as  of  the  syphilogra- 
pher.  It  is  well  printed,  and  profusely  illustrated  with  colored  plates, 
admirably  reproduced  from  the  originals.  The  proof-reading  leaves 
something  to  be  wished  for,  and  the  absence  of  an  index  is  a  real  de- 
fect. E.  W.  Taylor. 

Accident  and  Injury;  Their  Relations  to  Diseases  of  the 
Nervous  System.  By  Pearce  Bailey,  A.M.,  M.D.  D.  Appleton 
&  Co.,  New  York,  pp.  12,  430,  1898. 

There  should  be  two  raisons  d'etre  for  every  medical  book.  First, 
the  author  should  be  so  full  of  his  subject  by  reason  of  large  experi- 
ence, careful  review  of  the  literature  and  mature  deliberations  as  to 
make  his  writings  the  natural  expression  of  accumulated  wisdom;  and 
second,  there  should  be  an  expressed  want  or  a  real  need  on  the  part 
of  the  medical  public  for  such  a  book.  In  the  present  instance  it  may 
will  be  doubted  if  the  first  vis  a  tergo  was  present  in  all  its  complete- 
ness; there  can  be  no  manner  of  doubt  as  to  the  second.  A  good 
monograph  regarding  the  "traumatic  neuroses"  was  sadly  needed,  and 
this  need  Dr.  Bailey  has  supplied,  notwithstanding  the  insinuation 
just  made  that  the  work  bears  some  marks  of  immaturity.  It  is,  in- 
deed, something  more  than  a  treatise  on  that  group  of  functional 
nervous  disorders  called  by  Oppenheim  traumatic  neuroses. 

After  an  introduction  devoted  to  general  considerations  regarding 
the  principles  and  technique  involved  in  a  consideration  of  traumatic 
nervous  cases  the  work  is  divided  into  four  parts,  as  follows:  (1)  Or- 
ganic Effects  of  Injury  to  the  Nervous  System  (140  pages);  (2)  Func- 
tional Effects  of  Injury  (155  pages);  (3)  Malingering  (52  pages); 
(4)  Treatment  of  the  Traumatic  Neuroses  (24  pages). 

It  will  be  seen  by  this  division  of  the  subject  that  organic  affec- 
tions receive  considerable  attention,  and  this  is  as  it  should  be,  for  in 
very  many  injury  cases  the  first  and  sometimes  the  most  difficult  ques- 
tion to  be  resolved  is,  whether  the  patient  is  suffering  from  organic  or 
functional  disease,  or  both.  To  make  this  accurate  and  complete 
diagnosis  a  knowledge  of  both  classes  of  affections  is  clearly  indis- 
pensable. 

In  the  introduction  will  be  found  detailed  instructions  as  to  what 
and  how  to  examine  in  a  case  of  injury  when  the  nervous  system  is 
involved. 

The  author  divides  the  examination  into  four  stages,  viz.:  (1)  Pre- 
vious history  of  the  patient  (ancestral;  personal);  (2)  history  of  the 
accident;  (3)  physical  evidences  of  predisposition  to  nervous  disease; 
(4)  examination  for  the  actual  injury. 

To  this,  in  our  opinion,  should  be  added  a  separate  head  embrac- 
ing the  history  from  the  accident  to  the  time  of  the  examination,  as 
this  part  of  the  anamnesis  is  not  infrequently  the  most  important  and 
oftens  reveals  the  essential  nature  and  pathogenesis  of  the  disease.  To 
the  list  of  affections  indicating  a  pathogenic  heredity  migraine  should 
by  all  means  be  added. 

The  list  of  stigmata  of  degeneration  (degeneracy?)  and  the  direc- 
tions^  as  to  examination  of  the  gait,  cranial  nerves,  reflexes,  electric 
reactions,  etc.,  should  be  of  great  service  to  those  not  accustomed  to 
make  a  complete  investigation  of  nervous  cases. 

A  rather  brief  consideration  of  injuries  to  the  brain,  including  a 
sketch  of  the  more  important  localizations,  opens  Part  I.  Injuries  to 
the  spinal  cord  are  treated  somewhat  more  at  length  and  with  a  clear- 
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ness  that  is  admirable.  Especially  commendable  appears  to  be  the 
reasonable  way  in  which  the  author  handles  the  vexed  question  of 
spinal  concussion. 

All  the  necessary  data  involved  in  a  diagnosis  of  lesions  of  per- 
ipheral nerves  are  clearly  stated,  including  the  somewhat  confusing 
symptomatology  of  the  various  plexus  paralyses. 

In  Chapter  IV.  the  author  has  an  exceedingly  difficult  task  in  esti- 
mating the  ultimate  organic  effects  of  injury.  He  discusses  the  causa- 
tive relation  of  injury  to  the  psychoses,  syringomyelia,  epilepsy,  tabes, 
general  paresis,  progressive  muscular  atrophy  and  paralysis  agitans, 
and  he  acquits  himself  well.  There  is  no  doubt  that  most  neurolo- 
gists will  approve  of  his  conservative  position  on  this  question.  The 
general  tendency  in  the  profession  is  to  attribute  too  much  importance 
to  a  precedent  injury. 

With  Part  II.  begins  the  consideration  of  the  traumatic  neuroses 
proper,  and  the  logical  introduction  (Chapter  I.)  is  a  concise  and 
critical  statement  of  the  steps  by  which  our  knowledge  of  functional 
nervous  disease  following  injury  has  developed.  A  comprehensive 
understanding  of  these  diseases  is  scarcely  possible  without  a  knowl- 
edge of  their  historical  evolution. 

Passing  next  to  the  present,  the  author  makes  an  admirably 
judicial  statement  of  the  present  status  of  the  traumatic  neuroses,  fol- 
lowed by  a  consideration  of  their  causes  and  symptoms.  In  this 
whole  chapter  is  clearly  evidenced  a  strong  grasp  of  the  subject  and 
a  well-balanced  judgment.  To  read  it  is  a  pleasure  for  the  "Fachmann" 
and  a  profit  for  all. 

Traumatic  neurasthenia  (Chapter  II.,  44  pages)  and  traumatic 
hysteria  (Chapter  III.,  54  pages)  receive  separate  and  adequate  at- 
tention. Although  in  individual  cases  a  combination  of  the  two 
diseases  is  exceedingly  common,  constituting  what  is  quite  properly 
called  hystero-neurasthenia,  yet  the  two  affections  are  really  separate 
entities,  and  a  just  appreciation  of  the  combination  must  rest  upon 
a  clear  conception  of  the  integers.  We  quite  agree  with  the  author 
when  he  says  that  "as  a  distinct  disease,  hysteria  is  unfamiliar  to 
most  American  physicians,"  and  we  are  certain  that  the  same  may 
be  affirmed  of  neurasthenia  when  caused  by  trauma — the  largely 
surgical  character  of  the  cause  seeming  to  cast  a  veil  over  the  ordi- 
nary medical  perspicacity.  These  two  chapters,  as  well  as  the  follow- 
ing one  on  unclassified  forms,  are  heartily  commended  to  him  who 
wishes  an  understanding  of  the  various  forms  of  functional  nervous 
trouble  which  often  follow  accidents,  and  it  is  devoutly  hoped  that 
their  contents  will  ultimately  constitute  part  of  the  thoroughly  di- 
gested and  well  assimilated  stock  in  trade  of  many  a  medical  mind. 
The  need  of  such  healthful  pabulum  has  already  been  emphasized. 

The  chapter  on  malingering  is  a  thoughtful  and  pleasing  essay, 
with  the  addition  of  a  categorical  enumeration  of  the  different  symp- 
toms most  frequently  simulated,  and  the  means  of  discriminating  be- 
tween fraudulent  and  bona-fide  manifestations.  In  it  the  experienced 
and  competent  expert  will  find  little  that  is  new  to  him,  but  the  phy- 
sician who  is  unexpectedly  called  into  a  litigation  case  will  find  it 
invaluable.  Even  the  neurologist  whose  time  is  devoted  to  private 
practice  may  be  greatly  puzzled  by  a  case  in  which  malingering  is 
to  be  seriously  considered,  and  may  find  many  useful  hints  in  the 
fifty-two  pages  of  this  chapter. 

Closing  the  book  are  twenty-four  pages  covering  the  treatment 
of  the   traumatic   neuroses,   the   greater  part  being,   quite   naturally, 
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devoted  to  the  rest  cure  and  hydriatics.  They  contain  nothing  new, 
but  the  means  advocated  are  those  approved  by  the  best  authorities 
and  established  by  experience.  The  directions  are  sufficiently  ex- 
plicit. 

As  a  whole,  the  work  is  decidedly  good  and  should  have  a  wide 
field  of  usefulness.  The  neurologist  will  probably  not  need  to  refer 
to  it  frequently,  but  the  surgeon,  the  internalist,  the  general  practi- 
tioner and  the  physician  whose  work  is  in  the  more  narrow  fields  of 
medicine,  will  here  find  a  clear  statement  and  well-balanced  consid- 
eration of  many  things  which  they  need  to  know.  Although  inevi- 
tably rather  technical  for  a  lay  reader,  the  book  should  be  of  material 
aid  to  lawyers  engaged  in  personal  damage  suits,  and  the  writer  ven- 
tures to  believe  that  the  ends  of  justice  would  be  furthered  were 
members  of  the  judiciary  not  entirely  ignorant  of  the  facts  and 
principles  so  well  presented  by  Dr.  Bailey.  H.  T.  P. 

The  Psychiater.     A  Journal  containing  a  Report  of  Scientific  Work 
at  the  Illinois   Eastern  Hospital  for  the   Insane.     Published  by 
the  Medical  Staff  Quarterly.     Hospital,  111.     1898. 
This,  the  first  number  of  publication,  would  seem  to  be  a  modest 
attempt  on  the  part  of  the  authorities  of  the  Illinois  Eastern  Hospital 
to   give  to  the  world  some  of  the  results   of  the  work  done  along 
technical  medical  lines  in  that  institution.     The  contents  for  the  pres- 
ent number,  Professional  Work  in  Hospitals  for  the  Insane,  Report 
of  Three  Cases  of  Brain  Tumor  with  Special  Reference  to  the   Pa- 
thology of  Neuroglioma  and  the  Psychical  Changes  Caused  by  Brain 
Tumors,  The  Early  Diagnosis  of  Paretic  Dementia  and  Laboratory 
Psychology  as  Applied  to  the  Study  of  Insanity,  are  straightforward 
and  simple  contributions  in  their  several  fields.     We  wish  a  hearty 
success  for  the  new  journal. 

The  Mental  Affections  of  Children,  Idiocy,  Imbecility  and  In- 
sanity, by  William  W.  Ireland,  M.D.  (J.  and  A.  Churchill,  Lon- 
don;  J.  Thin,  Edinburgh,  1898.) 

This  book  may  be  considered  as  an  enlarged  and  revised  work 
which  has  for  its  foundation  the  author's  well  known  volume  on 
Idiocy  and  Imbecility.  As  he  states  in  his  preface  he  here  givec  more 
matured  views  on  the  subject  and  has  been  enabled  to  bring  together 
the  widely  scattered  studies  of  able  observers  on  the  subject  of 
idiocy  and  imbecility. 

The  work  is  largely  devoted  to  a  consideration  of  the  idiot,  for  of 
the  twenty-two  chapters,  at  least  eighteen  of  them  are  concerned  with 
this  class.  In  the  opening  four  chapters,  The  Definition  of  Idiocy  and 
Imbecility,  Statistics  of  Idiocy,  Causes  of  Idiocy  and  the  Classification 
are  treated.  The  author  then  describes  in  successive  chapters  the 
various  types,  genetous,  microcephalic,  hydrocephalic,  eclampsic,  epi- 
leptic, paralytic,  traumatic,  inflammatory,  sclerotic  and  syphilitic 
idiocy,  cretinism  and  the  idiot  by  deprivation.  The  final  chapters 
deal  with  the  growth  and  mortality  of  idiots,  insanity  in  children  and 
insane  idiots,  sensory  and  mental  deficiencies  of  idiots,  the  best 
methods  of  educating  idiots  and  imbeciles,  laws  for  idiots  and  im- 
beciles, while  the  last  chapter  touches  upon  the  subject  of  "wolf 
boys." 

The  lucidity  of  the  author's  descriptions,  the  literary  style  and 
the  mechanical  excellence  of  the  work  will  make  it  a  standard  for 
some  years  to  come.  Jelliffe. 
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AN      ACUTE      MYXCEDEMATOUS      CONDITION,      WITH 

TACHYCARDIA,    GLYCOSURIA,  MEL^NA,    MANIA, 

AND     DEATH.* 

By  William  Osler,  M.D., 

PROFESSOR   OF  MEDICINE,  JOHNS    HOPKINS   UNIVERSITY. 

Acute  myxoedema  may  occur  as  a  transient  condition  in 
goitre.  In  1892,  I  reported  the  case  of  a  young  man,  aged 
twenty-three,  who  had  a  goitre  of  moderate  size,  with  which 
was  associated  for  a  period  of  five  or  six  months  a  myxcede- 
matous  condition  of  the  hands  and  face,  which  disappeared 
completely. 

In  1893,  I  was  consulted  by  Mrs.  B.,  aged  thirty-seven, 
who  had  exophthalmic  goitre,  and  a  swollen,  myxcedematous 
state  of  the  subcutaneous  tissues  of  the  legs  below  the  knees. 
They  did  not  pit ;  it  was  a  brawny  induration  which  had  per- 
sisted for  several  months ;  there  was  no  change  in  color.  There 
are  a  good  many  observations  in  the  literature  of  the  co- 
existence of  the  two  disorders,  or  of  the  development  in 
myxoedema  (sometimes  following  the  use  of  thyroid  gland 
extract)  of  the  phenomena  of  Graves'  disease,  or  vice  versa. 
A  brief  summary  of  the  recorded  cases  is  found  in  M6biusr 
monograph  in  "Nothnagel's  Specielle  Pathologie  und  Ther- 
apie"  (Vol.  XXII,  1896). 

The  cases  of  Sollier1  illustrate  the  usual  sequence.  A 
woman,  aged  thirty-one,  seen  first  in  March,   1891,  had  had 

*Read    at    the    twenty-fourth   annual    meeting    of    the    American: 
Neurological  Association,  May,  1898. 
Collier:     Revue  de  Med.,  1891. 
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exophthalmos  in  January,  1890,  without  enlargement  of  the 
thyroid,  but  with  much  nervousness,  pallor,  tacnycardia,  and 
well-marked  tremor.  There  was  in  addition  a  very  pronounced 
myxedematous  swelling  of  the  face,  neck,  and  extremities, 
and  supraclavicular  fossae.  The  thyroid  gland  was  not  enlarged, 
but  seemed  rather  atrophied.  In  the  second  case,  a  woman, 
aged  thirty-nine,  who  had  had  a  good  deal  of  mental  worry 
and  trouble,  presented  all  the  characteristic  features  of  Graves' 
disease  without  goitre.  The  lobes  of  the  gland  could  not 
be  felt.  The  earliest  symptoms  were  associated  with  rheumatic 
pains  in  the  limbs  and  a  transient  oedema.  There  was  much 
disability,  and  she  was  treated  for  chronic  rheumatism.  When 
admitted  she  presented  the  characteristic  features  of  advanced 
myxoedema  with  enormous  infiltration  of  the  subcutaneous 
tissues.  There  was  slight  exophthalmos;  pulse  no  to  120,  and 
well-marked  tremor. 

I  can  find  no  description  of  a  group  of  symptoms  similar 
to  that  presented  in  the  following  record. 

February  25,  1897.  I  saw  to-day  with  Dr.  Ellis,  of  Elk- 
ton,  Mr.  P.,  aged  31,.  an  assistant  freight  manager  on  a  western 
railroad. 

Family  history.  There  was  no  special  tendency  to  nervous 
troubles.  His  father  had  been  a  dissipated  man;  his  mother 
was  living  and  well. 

Personal  history.  He  had  enjoyed  excellent  health;  had 
been  very  vigorous  and  strong.  He  was  a  man  of  exemplary 
habits :  had  not  had  syphilis,  and  had  not  been  addicted  to 
•drink.  He  had  been  a  very  hard  worker,  and  had  been 
promoted  rapidly  to  a .  very  responsible  position.  He  was 
married  in  1892.  He  was  a  man  of  medium  height,  about  five 
feet,  eight,  and  his  usual  weight  was  145  pounds.  A  photograph 
taken  three  or  four  years  ago  showed  rather  a  thin-faced  man. 

Present  illness.  In  October,  1896,  his  wife  noticed  that 
he  was  increasing  rapidly  in  size,  and  before  Giristmas  he  had 
to  get  a  completely  new  outfit  of  underclothes  and  outer  gar- 
ments. His  weight,  which  as  stated,  was  about  145  pounds, 
increased  by  January  1,  1897,  to  182  pounds.  He  got  very 
large  in  the  abdomen,  so  much  so  that  he  suspected  that  he 
had  dropsy,  and  in  December  remarkable  scars  appeared  in 
the  skin  of  the  flanks.  He  felt  pretty  well  and  was  able  to 
attend  to  his  work.  His  color  was  good,  but  every  one 
remarked  on  the  extraordinary  increase  in  his  size,  and  a  per- 
sonal friend  asked  him  if  he  had  been  drinking,  as  he  looked 
so  bloated.  He  was  at  this  time  overworked,  and  his  wife 
states  that  he  became  rather  sleepless  and  irritable,  and  his 
usual    disposition   became    changed.      On    and   off,    between 
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October  and  January,  he  had  attacks  of  diarrhoea;  the  stools 
were  sometimes  dark  colored,  and  he  thinks  there  was  blood 
in  them.  The  movements  were  sometimes  large  and  came  on 
very  abruptly,  and  once  he  had  an  almost  involuntary 
evacuation.  It  is  not  altogether  clear,  however,  that  he 
actually  at  this  time  did  pass  blood.  After  the  New  Year  he 
did  not  feel  so  well,  complained  of  a  good  deal  of  prostration 
and  weakness,  and  once  he  fell  on  the  sidewalk  from  weakness. 
He  kept  at  work,  however,  until  February  5,  when  his  friends 
insisted  that  he  should  go  away  for  a  change.  He  evidently 
could  not  at  this  time  have  felt  very  seriously  ill,  for  he  had 
a  great  deal  of  heavy  business  on  hand,  and  worked  up  to  three 
hours  before  leaving.  He  went  to  Florida,  and  while  there 
became  very  much  worse.  He  grew  restless,  wandered  about 
a  great  deal,  was  sleepless,  and  got  very  "queer  in  his  head." 
His  wife  said  that  he  had  certain  delusions,  said  very  funny 
things,  and  had  an  idea  that  people  were  troubling  him.  He 
said  once  that  he  would  be  all  right  "if  he  could  get  rid  of  these 
people."  His  skin  had  been  very  dry  and  harsh,  and  some- 
time in  January,  a  red  rash  appeared  on  the  upper  part  of  the 
chest.  In  Florida  he  became  so  much  worse,  that  he  decided 
to  return  at  once  to  Elkton,  where  his  people  lived.  He  arrived 
there  on  the  13th,  and  Dr.  Ellis,  who  had  known  him  from 
boyhood,  states  that  he  never  was  more  shocked  in  his  life 
than  to  see  his  condition.  He  was  bloated;  the  face  was  almost 
purple,  and  he  looked  like  a  man  who  had  been  on  a  debauch 
for  a  month.  He  thought  too  that  his  eyes  were  a  little 
prominent. 

When  I  saw  him  on  February  25,  the  patient  was  in  bed, 
where  he  had  remained  since  the  13th.  He  had  improved  in 
some  ways,  and  Dr.  Ellis  thought  his  face  had  become  very 
much  less  swollen.  His  mind  had  become  perfectly  clear,  and 
he  had  no  delusions.  The  features  looked  very  heavy  and  bloated 
and  congested;  the  lips  were  red,  the  cheeks  flushed;  the  eves 
looked  a  little  prominent,  the  conjunctivae  were  injected  and 
watery.  The  eyelids  covered  the  whites  of  the  eyes ;  there  was 
no  Graefe's  sign,  no  retraction  of  the  lids,  and  the  power  of 
convergence  was  unimpaired.  The  tongue  was  slightly  furred : 
the  gums  were  natural  looking.  The  neck  looked  thick  and 
brawny;  the  supraclavicular  pads  were  large  and  the  lower  part 
of  the  sternal  notch  was  obliterated.  Pulsation  was  noted  in 
the  carotids.  The  neck  was  flat  in  front,  no  prominence  in  the 
region  of  the  thyroid,  and  the  gland  could  not  be  felt. 

On  inspection  of  the  thorax  the  skin  looked  congested 
and  reddened  in  the  upper  part  of  the  sternum,  and  there  were 
the  brownish  scars  of  a  rash  in  the  upper  part  of  the  front  of 
the  chest. 
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The  abdomen  was  full  and  large,  and  the  skin  presented 
in  crescentic  lines  on  either  side  in  the  flanks  and  in  the  iliac 
regions  the  most  extraordinary  atrophic  lineae,  six  on  either 
side,  the  largest  one  extending  in  a  curved  line  from  near  the 
tip  of  the  tenth  costal  cartilage  to  within  an  inch  of  the  spine 
of  the  pubes.  It  was  fully  three-fourths  of  an  inch  in  breadth 
at  its  widest  part.  All  were  curved,  and  presented  a  purplish 
red  color.  The  thighs  and  legs  were  large,  but  symmetrical. 
The  skin  looked  everywhere  dry,  particularly  on  the  backs  of 
the  hands  and  on  the  feet,  and  in  the  former  situation  looked 
infiltrated.  While  he  was  bloated  and  puffy,  the  general  ap- 
pearance was  not  at  all  that  of  a  case  of  myxoedema. 

There  was  not  the  slightest  pallor  or  muddy  hue  of  the 
skin.  On  palpation  there  was  nowhere  any  tumor.  The  skin 
felt  infiltrated  and  firm,  and  had  to  be  picked  up  in  large  pieces, 
particularly  over  the  backs  of  the  hands  and  over  the  cheeks,- 
everywhere  a  very  solid  infiltration.  Over  the  manubrium  and 
the  lower  cervical  regions  the  infiltration  was  particularly 
marked. 

The  thyroid  gland  could  not  be  well  felt.  If  anything  it 
was  diminished  in  size.  There  was  no  enlargement  in  any  of 
the  groups  of  tymphatic  glands. 

When  he  arrived  in  Elkton,  Dr.  Ellis  noticed  the  rapid 
action  of  the  heart,  and  since  then  the  pulse  rate  had  not  been 
under  120.  The  heart  sounds  were  clear;  there  was  no  bruit 
at  the  base.  The  apex  beat  could  be  seen  and  felt  a  little  out- 
side the  mammillary  line.  There  seemed  a  little  increase  in 
the  transverse  area  of  dulness.  Percussion  over  the  manu- 
brium was  clear.  The  spleen  was  not  enlarged.  It  was 
difficult  to  make  a  careful  palpation  of  the  liver.  It  was 
thought  at  first  that  perhaps  the  left  lobe  was  enlarged,  but 
on  subsequent  examination  I  think  it  was  perhaps  the  ser- 
rations of  the  left  rectus.  Percussion  gave  no  increase  in  the 
area  of  liver  dulness. 

The  appetite  had  been  good,  and  he  had  had  no  nausea, 
no  vomiting. 

After  arriving  in  Elkton  he  had  had  on  several  occasions 
passages  of  blood,  sometimes  it  was  rather  watery,  no  clots. 
He  had  sometimes  as  many  as  three  and  four  stools  in  the  day. 

A  special  feature  was  the  increasing  weakness.  Getting 
out  of  bed  prostrated  him  very  much,  and  he  even  had  diffi- 
culty in  sitting  up,  he  felt  so  weak.  There  was  a  slight  fine 
tremor  of  the  fingers  when  the  hands  were  held  out,  but  I  could 
not  be  certain  that  it  was  more  than  might  be  expected  in  a 
man  who  had  become  feeble  and  weak.  There  seemed  no 
disturbance  of  sensation  anywhere.  The  knee-jerks  were  pres- 
ent.    From  the  time  of  his  arrival  in  Elkton  there  had  been 
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no  sign  of  any  mental  disturbance.  He  seemed  at  times  a  little 
■dull  and  apathetic,  but  the  delusions  had  disappeared.  He 
passed  rather  more  urine  than  normal,  but  it  contained  neither 
albumin  nor  casts.  His  temperature  was  normal;  during 
October  and  November  his  wife  said  that  he  constantly  com- 
plained of  feeling  hot  and  flushed. 

As  I  had  seen  this  patient  only  at  night,  I  visited  him  on 
March  1,  in  order  to  see  the  condition  by  daylight.  The 
congested  appearance  of  the  face,  the  flushing  of  the  skin  of 
the  chest  on  exposure,  and  the  rapid  pulse  were  very  striking. 
On  the  other  hand  he  had  become  apathetic  and  stolid.  The 
eyes  could  scarcely  be  called  prominent.  The  face  looked 
very  full  and  congested.  The  pulse  had  become  more  rapid, 
was  132  to  136,  and  occasionally  dropped  a  beat.  He  had  been 
sleeping  very  well  at  night,  and  he  remained  quite  rational. 
Dr.  Ellis  thought  that  the  weakness  had  increased  consider- 
ably. He  could  no  longer  get  up  to  use  the  commode.  He 
had  one  involuntary  passage.  He  had  passed  nearly  eighty 
ounces  of  urine  within  fifteen  or  sixteen  hours.  The  ex- 
amination of  it  showed:  deep  yellow  color,  clear,  no  apparent 
precipitate;  acid;  1.029;  very  large  quantity  of  albumin;  sugar 
present,  reduces  Fehling's  and  Mylander's  solutions;  polari- 
scope,  rays  rotated  to  right  indicating  2.5  per  cent.;  only  a 
few  finely  granular  casts,  and  a  few  squamous  epithelial  cells. 
There  were  still  three  or  four  stools  in  the  day,  usually  thin  and 
blood  stained. 

In  a  letter  from  Dr.  Ellis,  March  3,  he  states  that  the 
polyuria  had  persisted.  The  temperature  had  risen  suddenly 
-and  had  kept  between  1030  and  103. 50.  He  had  become  ac- 
tively, even  violently,  delirious.  The  pulse  continued  with  un- 
diminished, indeed  increasing,  frequency.  There  was  still 
blood  in  the  stools.  The  most  remarkable  feature  was  the 
rapid  diminution  of  the  infiltration  of  the  skin. 

March  4.  I  saw  the  patient  this  morning.  Dr.  Ellis  tells 
me  that  he  began  the  thyroid  extract  on  Monday,  and  con- 
tinued it  until  Tuesday  night,  when  the  maniacal  symptoms 
developed.  He  took  in  all  twenty-five  grains.  Last  night  he 
had  a  combination  of  chloral  and  sulfonal  and  was  much 
quieter,  slept  five  or  six  hours.  Throughout  Tuesday  night 
and  the  greater  part  of  Wednesday  he  was  in  a  very  excited 
condition,  using  shocking  language  and  making  attempts  to 
get  out  of  bed,  which  he  was  really  too  weak  to  effect.  The 
change  in  the  patient  since  I  saw  him  on  Monday  was  very 
remarkable.  He  had  become  much  thinner.  The  bloated  in- 
filtrated condition  of  the  skin  of  the  face  and  neck  and  upper 
part  of  the  chest  had  lessened  very  greatly.  There  was  not 
the  same  bloated  aspect  about  the  eyes,  and  the  conjunctivas 
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were  not  reddened.  The  abdomen,  too,  looked  smaller,  and 
there  was  evidently  less  infiltration  about  the  legs  and  arms  and 
hands.  The  skin  was  everywhere  very  dry  and  rough.  He  still 
looked  flushed  about  the  face  and  neck. 

The  pulse  was  between  140  and  145,  regular,  and  of  rather 
better  volume  than  yesterday.  The  heart  impulse  was  forcible, 
outside  the  nipple  in  fifth  interspace.  The  pupils  were  of 
medium  size,  reacted  to  light. 

The  mental  condition  was  peculiar.  He  seemed  to  rec- 
ognize me.  He  was  quiet  most  of  the  time;  then  would  do 
odd  things,  as  blowing  three  or  four  times  forcibly,  and  fre- 
quently stretching  out  his  hands  to  grasp  imaginary  objects, 
or  he  would  ask  some  foolish  irrelevant  question.  He  was 
quite  docile,  and  took  food  from  Dr.  Ellis;  with  the  others  he 
was  a  little  obstinate.  There  was  no  jactitation  and  the 
tremor  was  very  slightly  perceptible.  The  diarrhoea  had 
stopped  for  nearly  thirty-six  hours.  The  urine  had  been  passed 
involuntarily.  Examination  of  a  sample  by  Dr.  Futcher 
showed  the  following  :  Specific  gravity,  1.023,  large  amount  of 
albumin,  moderate  number  of  fine  and  coarsely  granular  casts, 
and  five  per  cent,  of  sugar. 

On  March  7,  I  received  a  note  from  Dr.  Ellis,  stating  that 
the  patient  died  of  exhaustion  that  morning  at  nine  o'clock. 
The  active  delirium  never  recurred.  An  autopsy  could  not  be 
obtained. 

Briefly  summarized,  a  healthy  man,  weighing  145  pounds, 
rapidly  increased  in  weight  during  three  months  to  182  pounds, 
the  features  became  full  and  bloated,  and  the  abdomen  en- 
larged so  rapidly  that  it  split  the  corium  in  the  inguinal  regions 
in  wide  crescentic  lines.  Attacks  of  diarrhoea  and  marked 
irritability  of  temper  were  the  only  additional  symptoms  of 
moment.  On  February  5  he  went  South,  and  in  Florida  be- 
came extremely  restless  and  had  delusions.  He  returned  to 
Elkton  on  February  13.  From  this  date  to  March  7,  the  day 
of  his  death,  his  illness  may  be  divided  into  two  periods.  To 
about  March  1  the  infiltrated,  bloated  condition  persisted,  his 
mind  was  clear,  the  pulse  rate  was  not  above  120,  he  had 
slight  diarrhoea,  sometimes  with  bloody  stools.  From  March 
1,  coincident  with  the  administration  of  the  thyroid  gland  ex- 
tract, he  rapidly  diminished  in  weight,  and  by  the  4th  he  had 
lost  in  great  part  the  bloated,  infiltrated  appearance.  The 
tachycardia  was  more  marked,  he  had  become  excited  and 
delirious,  and  he  had  developed  since  March  1  an  intense 
glycosuria. 

The  clinical  picture  presented  by  this  case  does  not  con- 
form to  any  one  disease,  but  presents  certain  combinations  of 
myxcedema  with  exophthalmic  goitre.     Tn  the  cases  recorded 
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in  the  literature,  so  far  as  I  can  ascertain,  the  myxcedema  has 
followed  the  symptoms  of  exophthalmic  goitre  at  a  variable 
period  of  months  or  years.  This  patient  presented  first  the 
features  of  an  acute,  rapidly  developing  myxcedema.  The  in- 
crease in  weight  within  three  months  was  remarkable,  but  his 
appearance  when  I  saw  him  first  was  not  that  of  ordinary 
myxcedema.  He  had  the  bloated,  swollen  appearance  of  a 
stout  man  who  had  been  drinking  heavily.  During  the  last 
part  of  his  life  the  symptoms  were  those  which  we  see  in  the 
toxaemia  of  acute  exophthalmic  goitre,  viz,  the  tachycardia, 
the  slight  tremor,  the  delirium  and  the  diarrhoea.  When  I  saw 
him  there  was  no  evidence  of  exophthalmos,  though  Dr.  Ellis 
thought  that  on  his  return  to  Elkton  the  eyes  were  a  little 
prominent. 

It  seems  most  rational  to  suppose  that  in  this  case  there 
was  a  perversion  of  the  function  of  the  thyroid  gland,  resulting 
in  a  toxaemia,  which  presented  some  of  the  features  of 
myxcedema  and  some  of  Graves'  disease. 

DISCUSSION. 

Dr.  Booth  said  that  in  one  of  his  cases — the  one  in  which 
there  was  no  improvement  after  thyroidectomy — the  patient 
presented  some  of  the  symptoms  which  Dr.  Osier  had  enu- 
merated in  the  report  of  his  case.  There  was  a  rapid  increase 
in  weight  from  one  hundred  and  twenty-eight  to  one  hundred 
and  sixty  pounds;  the  face  was  puffy,  and  the  patient  had  fre- 
quent and  severe  attacks  of  diarrhoea,  marked  tremor,  and  a 
very  rapid  pulse,  ranging  from  one  hundred  and  forty  to  one 
hundred  and  sixty  beats  per  minute. 

Dr.  Osier  said  that  in  the  case  he  had  reported  there  were 
some  of  the  features  of  acute  Graves'  disease  with  mania ;  and 
that  it  was  somewhat  analogous  to  the  case  reported  by  Dr. 
Lloyd   in  which  the  disease  lasted  only  a  few  days. 

In  those  cases  where  sudden  death  follows  the  operation 
of  thyroidectomy  it  would  be  interesting  to  learn  whether  there 
is  any  enlargement  of  the  lymphatic  glands  and  the  thymus ;  it 
is  possible  that  in  such  cases  we  may  have  a  condition  of  so- 
called  status  lymphaticus,  in  which  we  know  sudden  death  oc- 
curs. 
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EPILEPSY.1 
By  C.  A.  Herter,  M.D., 

VISITING  PHYSICIAN  TO  THE  CITY  HOSPITAL,  NEW  YORK  CITY,  ETC. 

Although  the  existence  of  a  toxemic  element  in  the 
causation  of  epileptic  seizures  has  repeatedly  formed  the 
leading  topic  of  recent  writers  upon  epilepsy  there  seem 
to  have  been  no  observations  on  the  toxic  properties  of 
the  blood  of  epileptic  patients.  With  a  view  to  obtain- 
ing some  direct  evidence  as  to  the  existence  of  such  a 
toxaemic  element  I  have  made  a  number  of  experiments 
relative  to  the  toxicity  of  the  blood  in  epilepsy  as  meas- 
ured by  intravenous  injections  in  rabbits.  I  shall  refer 
briefly  to  the  results  of  these  observations  in  the  hope 
that  they  may  aid  subsequent  workers  upon  this  difficult 
question. 

The  observations  relate  to  the  blood  of  fifteen  epilep- 
tics at  Craig  Colony  in  the  charge  of  Dr.  Wm.  P.  Sprat- 
ling  and  Dr.  L.  Pierce  Clarke,  to  whose  courtesy  and  co- 
operation I  am  indebted  for  the  material  and  for  the  ac- 
companying clinical  histories.  All  of  the  fifteen  patients 
have  had  grand  mal  seizures  for  several  years.  Owing 
to  carelessness  there  is  some  uncertainty  as  to  the  iden- 
tity of  four  of  the  patients  whose  blood  was  made  the 
subject  of  study,  and  no  attempt  has  been  made  to  give 
histories  of  these  cases.  The  method  employed  for  de- 
termining the  toxicity  of  the  blood  was  that  of  intraven- 
ous infusion  until  the  commencement  of  toxic  symptoms. 
The  rate  of  infusion  was  uniformly  5  cc.  per  minute.  In 
four  instances  a  second  method  was  also  employed, 
namely,  that  which  consists  in  the  intravenous  injection 
of  a  much  smaller  amount  of  blood  than  is  required  to 
produce  immediately  toxic  symptoms.  Before  speaking 
of  the  results  of  the  infusions  of  the  blood  of  our  epileptic 

■Read  before  the  American  Neurological  Association,  May,  1898. 
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•cases  it  is  desirable  to  refer  to  the  scope  and  limitations  of 
the  methods  employed.  Such  reference  is  of  the  utmost 
importance,  because  there  is  frequently  very  great  dan- 
ger of  misinterpreting  the  results  of  experimental  injec- 
tions of  blood  serum  and  of  blood. 

When  normal  human  blood  serum  is  continuously  in- 
fused at  the  rate  of  5cc.  per  minute  into  the  femoral 
vein  of  a  rabbit,  fatal  tonic  clonic  spasms  begin  when  from 
20-40  cc.  per  kilo  have  been  injected.  The  same  serum 
may  be  distinctly  more  toxic  to  one  rabbit  than  to  another 
of  the  same  weight.  There  is  reason  to  think  that  serum 
from  the  same  normal  individual  may  vary  in  its  toxicity 
at  different  times.  Moreover,  it  is  not  always  possible 
to  say  whether  a  person  whose  serum  has  been  taken  as 
a  normal  serum  is  really  quite  a  normal  person  at  the  time 
of  venesection,  for  it  is  conceivable  that  the  presence  of 
temporary  derangement  of  digestion  may  in  some  degree 
influence  the  toxicity  of  the  blood. 

There  are  reasons  which  seem  conclusive  for  thinking 
that  the  toxicity  of  normal  human  serum  for  rabbits  de- 
pends on  a  proteid  substance  in  the  blood.  In  many  in- 
stances it  is  found  that  at  the  very  beginning  of  the  con- 
vulsive seizures  there  are  coagula  in  the  heart  and  pulmon- 
ary vessels.  The  toxicity  of  normal  serum  has  been  attrib- 
uted by  Haymen  and  others  to  this  property  of  inducing 
intravenous  coagulation,  but  in  a  small  proportion  of  cases 
I  have  been  unable  to  find  any  evidences  whatever  of  co- 
agulation immediately  after  spasm  had  begun.  It  is  not 
yet  clear  whether  a  marked  increase  in  the  toxicity  of  the 
blood  above  normal  is  always  due  to  an  increase  of  the  co- 
agulation-inducing properties  of  the  blood  or  whether  the 
increase  may  depend  on  other  toxic  influences.2  The  rate 

2  It  is  now  well  known  that  the  injection  of  an  alien  serum  into 
the  circulation  of  the  rabbit  may  lead  to  the  destruction  of  many  red 
blood  cells,  with  resulting  hemoglobinuria.  Small  quantities  of 
serum  do  not  cause  sufficient  destruction  of  red  cells  to  cause  hemo- 
globinuria. In  the  observations  referred  to  in  the  paper,  hemoglo- 
binuria was  not  noted  in  any  instance.  In  the  case  where  rapid  in- 
fusion was  employed  the  animals  lived  much  too  short  a  time  to  de- 
velop hemoglobinuria. 
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of  infusion  is  a  feature  of  considerable  importance.  In  the 
observations  recorded  here  the  rate  of  5  cc.  per  minute 
was  employed.  A  slower  rate,  say  of  2  cc.  per  minute, 
would  have  been  preferable,  as  it  would  have  required 
less  blood  to  produce  fatal  symptoms.  As  already  men- 
tioned, the  defibrinated  blood  was  employed  and  not  the 
serum  of  the  blood.  The  difference  in  the  toxicity  of  de- 
fibrinated blood  and  the  corresponding  serum  probably 
depends  entirely  on  the  presence  or  absence  of  the  red 
cells,  the  defibrinated  blood  being  less  toxic  in  proportion 
to  the  admixture  with  these  cells.  Thus  the  approximate 
serum  toxicity  of  the  blood  may  be  estimated  by  regard- 
ing it  as  about  50  per  cent,  greater  than  that  of  defibrin- 
ated blood.  Judged  by  this  standard  it  is  seen  that  of  the 
fourteen  cases  in  which  the  toxic  values  of  the  serum  were 
determined  by  the  method  of  rapid  infusion  these  were 
normal  in  at  least  12  instances.  Of  the  two  apparent 
exceptions  one  relates  to  a  patient  whose  history  was  lost. 
The  other  exception  relates  to  the  case  numbered  2,  in 
which  the  seizures  seem  to  be  closely  related  to  over- 
eating and  are  often  associated  with  prolonged  headaches, 
with  congestion  of  the  face  and  conjunctivas.  In  this  case 
the  quantity  of  blood  required  to  produce  fatal  symptoms 
was  only  15  cc.  to  the  kilo,  which  is  equivalent  to  about 
10  cc.  of  serum.  This  is  a  distinctly  higher  toxic  value 
than  that  of  normal  serum.  The  observation  just  men- 
tioned was  made  with  blood  drawn  in  the  interval  between 
two  seizures.  Another  observation  made  about  one 
month  later,  while  the  patient  was  suffering  from  a  con- 
gestive headache  following  over-eating,  gave  no  indica- 
tion of  increased  toxicity  of  the  blood,  the  values  falling 
probably  within  normal  limits. 

In  four  instances  an  effort  was  made  to  determine  the 
toxic  values,  of  the  blood  by  means  of  a  second  method  as 
well  as  by  the  one  described.  This  method  is  also  one 
of  intravenous  infusion,  but  instead  of  infusing  until  fatal 
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symptoms  are  initiated,  an  attempt  is  made  to  determine 
the  minimum  dose  that  will  prove  fatal  in  from  12  to  36 
hours.  This  is  the  method  generally  employed  in  the 
study  of  the  toxicity  of  blood  serum.  It  is  open  to  the 
objection  that  it  may  be  necessary  to  make  the  infusion 
into  several  rabbits  in  order  to  make  certain  that  the 
minimum  quantity  necessary  to  kill  has  been  discovered, 
but  is  upon  the  whole  a  reliable  method.  The  fatal  dose 
of  normal  serum  is  usually  regarded  as  varying  from  8-12 
cc.  to  the  kilo  of  the  animal's  weight.  Of  the  four 
trials  referred  to,  the  toxic  values  were  apparently  above 
the  normal  in  two  (Nos.  2  and  4).  In  one  of  these  (No. 
4)  there  is  a  want  of  correspondence  between  the  result 
obtained  by  the  first  and  that  obtained  by  the  second 
method,  the  value  for  the  first  method  being  well  within 
normal  limits.  The  other  case  is  the  one  already  referred 
to  as  characterized  by  congestive  headaches.  As  with 
the  first-named  method,  it  is  seen  that  there  is  an  indication 
of  exaggerated  toxic  properties  of  the  blood  during  the 
interval  between  seizures.  The  quantity  of  the  blood 
which  killed  a  rabbit  weighing  1800  gm.,  i.  e.,  10  cc, 
failed  to  kill  a  rabbit  weighing  1750  gm.  when  taken  from 
the  patient  during  the  congestive  state.  It  is  also  to  be 
noticed  that  on  the  occasion  of  the  first  trial  with  this 
patient's  blood  there  was  extensive  clotting  in  the  cavi- 
ties of  the  heart  and  veins,  whereas  clotting  was  much  less 
pronounced,  or  was  entirely  absent,  on  the  occasion  of 
the  second  trial. 

In  three  instances  the  toxicity  of  the  blood  was  tested 
immediately  after  a  grand  mai  seizure,  and  then  again  after 
intervals  of  15,  i6£  and  26  hours  respectively,  in  the  three 
cases.  In  one  case  the  blood  appeared  more  toxic  at  the 
second  bleeding  than  at  the  first,  in  another  more  toxic 
at  the  first  bleeding  than  at  the  second,  and  in  the  third 
about  equally  toxic  on  the  two  occasions. 

Two  further  observations  deserve  brief  mention.     In 
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one  of  these  (No.  4)  the  blood  taken  three  weeks  after  a 
seizure  and  two  weeks  before  another  was  infused  into  a 
dog.  The  effects  upon  the  animal  were  simply  those 
which  are  observed  from  the  infusion  of  normal  blood  in 
large  volume. 

The  other  observation  was  made  with  blood  drawn  15 
days  after  a  seizure  and  several  days  before  another.  This 
blood  was  infused  into  the  femoral  vein  of  a  Java  monkey 
weighing  1200  gm.  The  quantity  introduced  jyvas  very 
large,  145  cc.  The  symptoms  produced  (mainly  dysp- 
ncea  and  cyanosis)  were  those  which  follow  the  infusion 
of  a  large  volume  of  normal  human  blood  into  the  circu- 
lation, and  death  was  wholly  referable  to  the  mechanical 
action  of  the  infused  blood. 

If  we  look  over  the  data  which  form  the  basis  of  this 
report  with  a  view  to  seeing  what  they  teach  us  about  the 
toxic  properties  of  the  blood  in  epilepsy,  it  is  clear  that 
no  positive  conclusions  can  be  reached.  In  all  of  our 
cases,  except  one,  the  evidence  indicates  that  the  toxicity 
of  the  blood  was  not  increased,  or  that  the  results  of  dif- 
ferent infusions  are  contradictory.  The  criticism  might 
be  made  that  the  blood  of  certain  of  our  epileptic  patients 
may  have  contained  toxic  substances  whose  presence 
would  not  be  indicated  by  the  use  of  so  crude  a  method  as 
that  employed.  I  am  disposed  to  think  that  such  a 
criticism  would  be  entirely  just.  Although  the  method 
suffices  to  indicate  that  in  pneumonia  and  uraemia  the 
toxicity  of  the  blood  may  be  markedly  increased,  it  is 
probable  that  it  would  fail  to  indicate  slight  variations 
from  the  normal  toxicity.  Hence  it  can  only  be  said 
that  the  evidence,  such  as  it  is,  does  not  indicate  any  in- 
crease in  the  toxic  properties  of  the  blood  of  most  cases 
of  epilepsy,  either  immediately  after  the  seizures  or  in  the 
intervals. 

As  regards  the  one  case  in  the  series  in  which  the  blood 
appears  to  have  been  distinctly  more  toxic  than  normal  in 
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an  interval  between  the  paroxysms,  no  positive  conclusion 
can  be  reached.  It  is  possible  that  this  increase  in  the 
toxic  action  of  the  blood  may  be  in  some  manner  con- 
nected with  the  disorders  of  digestion,  dependent  on  in- 
discretions in  diet,  which  are  characteristic  of  this  patient. 
It  is  possible  that  the  blood  of  normal  persons  may  tem- 
porarily be  increased  in  toxicity  under  similar  conditions 
of  disordered  digestion. 

In  conclusion,  it  may  be  said  that  the  chief  purpose 
of  this  report  is  to  call  attention  to  the  very  great  diffi- 
culties that  attend  the  investigation  of  the  toxic  proper- 
ties of  the  blood  in  epilepsy.  These  difficulties  are  largely 
the  result  of  the  crude  nature  of  the  available  methods 
of  study,  which  are  poorly  adapted  for  the  detection  of 
slight  differences  in  the  toxic  values  of  blood,  although 
they  have  given  important  results  in  the  investigation  of 
the  well-defined  toxaemias  of  pneumonia,  uraemia  and 
scarlet  fever.  Those  shortcomings  may,  however,  be  in 
some  degree  lessened  by  the  use  of  certain  precautions 
in  using  known  methods,  and  the  following  suggestions 
are  made  for  the  consideration  of  those  who  undertake 
further  researches  upon  the  toxicity  of  the  blood  of  epi- 
leptics: 

First:  In  testing  the  toxicity  of  the  blood  by  rapid  and 
continuous  infusion  into  the  circulation  of  rabbits  the  rate 
of  infusion  may  advantageously  be  limited  to  2  cc.  per 
minute,  and  the  infusion  should  be  stopped  when  the  first 
indications  of  involuntary  spasm  appear.  It  is  desirable 
that  the  weight  of  the  rabbits  employed  should  not  vary 
beyond  certain  fixed  limits — say  1400-1600  gm.,  and 
that  all  the  animals  should  be  of  the  same  breed. 

Secondly:  The  method  just  mentioned  should  be  con- 
trolled by  means  of  the  method  which  has  for  its  object 
the  determination  of  the  minimum  intravenous  injection 
that  causes  death  in  from  12  to  36  hours.  At  least  three 
observations  should   be  made  by  this  method    for  each 
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sample  of  blood,  and  the  average  of  the  toxic  values  should 
be  taken.  The  results  may  be  depended  on  if  there  is  an 
agreement  between  the  indications  of  the  methods. 

Thirdly:  When  practicable  the  toxicity  of  the  serum 
for  guinea  pigs  should  be  determined  by  subcutaneous 
injection,  as  recently  suggested  by  Uhlenhuth,  working 
with  Brieger.  This  method  has  the  advantage  of. obvi- 
ating the  effects  of  intravenous  coagulation. 

Fourthly :  Should  there  be  cases  where  the  toxicity  of 
the  blood  appears  regularly  to  be  increased  near  the  time 
of  seizures  it  would  be  well  to  make  a  further  test  by  in- 
travenous infusion  into  monkeys.  In  these  animals  intra- 
venous coagulation  seems  not  to  be  induced  by  human 
blood.  Moreover,  this  animal's  means  of  expression  are 
so  perfected  that  slight  toxic  effects  appear  to  be  more 
readily  discernible  in  him  than  in  other  animal  types. 

To  carry  out  studies  as  thus  suggested  is  laborious, 
and  requires  the  use  of  large  quantities  of  blood,  but  I  am 
convinced  that  reliable  physiological  evidence  as  to.  the 
toxic  properties  of  the  blood  in  epilepsy  cannot  be  ob- 
tained except  through  laborious  and  numerous  observa- 
tions. It  is  likely  that  some  chemical  alterations  in  the 
blood,  not  without  pathological  significance  to  the  or- 
ganism, could  be  entirely  overlooked  even  with  the  use 
of  the  most  painstaking  methods  of  physiological  inquiry. 

No.  i.- — C.  K.,  32.  Occupation,  farmer.  Paternal  grand- 
mother died  of  phthisis.  Two  sisters  died  of  kidney  disease  (?). 
His  epilepsy  began  at  the  age  of  29;  supposed  to  have  been 
due  to  rheumatism,  patient  having  suffered  from  an  attack  of 
acute  articular  rheumatism  and  pericarditis  some  two  years 
prior  to  his  first  epileptic  fit.  About  one  half  of  his  attacks  are 
grand  mal  in  character;  the  others  are  of  psychic  type.  At  the 
time  of  admission  to  the  Colony,  patient  suffered  from  tem- 
porary glycosuria,  which  lasted  for  several  weeks.  Albumin 
in  small  quantities  was  also  present  in  urine.  This  condition 
rapidly  disappeared  after  having  been  placed  upon  anti-diabetic 
diet.  Although  patient  has  had  frequent  severe  attacks  since 
absence  of  sugar  in  the  urine  was  noted,  yet  he  has  never  had 
a  return  of  this  functional  phenomenon. 
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No.  2. — C  W.,  18.  Occupation,  housework.  Father  has 
at  times  been  intemperate.  Mother  died  of  phthisis.  Epi- 
lepsy began  in  infancy  and  was  supposed  to  have  been  caused 
by  "heart  disease."  Attacks  are  almost  all  grand  mal  in  char- 
acter, occurring  by  day,  and  are  preceded  by  a  feeling  of  dizzi- 
ness and  pain  in  the  epigastrium.  Heart  shows  mitral  regurgi- 
tation. Patient  has  an  abnormally  large  appetite  and  has  fre- 
quently eaten  inordinate  quantities  of  food  and  vomited  on 
several  occasions  soon  after.  At  times  preceding  her  attacks, 
and  occasionally  at  other  times  when  no  attacks  follow,  she  has 
suffered  from  prolonged  congestive  headaches.  The  face  is 
red  and  the  conjunctivae  are  congested;  the  face  bears  the  ap- 
pearance of  one  coming  from  the  hot  room  of  a  Turkish  bath. 
At  times  patient  has  been  placed  upon  restricted  diet  and  re- 
duced some  twenty  or  thirty  pounds  in  weight,  with  marked 
improvement  in  her  seizures  and  entire  abolition  of  her  con- 
gestive headaches.  Whenever  she  is  allowed  to  return  to  the 
regular  dietary  she  immediately  regains  her  former  stout  physi- 
cal condition  and  her  seizures  return  to  their  former  frequency 
and  severity. 

No.  3. — W.  M.,  40.  Occupation,  merchant.  Patient's 
relatives  for  several  generations  have  at  times  been  somnam- 
bulic. Maternal  grandmother  died  of  epilepsy.  Patient's 
father  died  of  brain  fever.  Epilepsy  began  at  the  age  of  34. 
It  is  supposed  to  have  been  caused  by  prolonged  dissipation 
and  generally  dissolute  life.  Attacks  are  both  grand  mal  and 
petit  mal.  Patient  is  frequently  automatic  after  both  kinds  of 
attacks  and  is  occasionally  violent  for  several  days.  Attacks 
are  all  preceded  by  epigastric  aura.  He  has  suffered  from  con- 
siderable mental  deterioration  since  his  epilepsy  began.  Fre- 
quently, prior  to  his  attacks  for  two  or  three  days,  his  face  is 
markedly  congested,  conjunctiva  injected,  and  pulse  is  hard, 
wiry  and  increased  in  frequency. 

No.  4. — W.  H.  J.,  25.  Occupation,  farmer.  Mother  died 
of  cancer  of  the  breast.  Patient's  epilepsy  began  at  the  age  of 
18  and  is  supposed  to  have  been  caused  by  an  injury  to  the 
head  by  a  tree  falling  upon  him  about  six  months  prior  to  first 
fit.  Attacks  are  almost  all  grand  mal  in  character.  For  the 
past  two  years,  since  patient's  admission  to  the  Colony,  he  has 
suffered  from  periodic  attacks  of  mental  stupor,  in  which  his 
general  appearance  is  that  of  melancholia  cum  stupore  or  acute 
primary  dementia.  In  these  states,  which  are  not  at  all  regular, 
patient  loses  greatly  in  bodily  weight  and  bed  sores  frequently 
form  in  various  parts  of  the  body,  apparently  as  a  result  of 
pressure  and  mal-nutrition.  One  examination  of  the  blood 
conducted  in  this  case  was  made  between  his  periods  of  stupor 
when  he  was  about  the  Colonv  dailv  at  work. 
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No.  5. — A.  H.,  2.J.  Occupation,  seamstress.  General  neu- 
rotic history  among  paternal  relatives.  Maternal  grandfather 
markedly  intemperate.  A  younger  brother  is  feeble-minded. 
Epilepsy  began  at  the  age  of  14.  Her  mother  suffered  from 
considerable  mental  stress  just  prior  to  the  patient's  birth,  and 
the  labor  was  very  difficult  and  performed  by  the  aid  of  instru- 
ments. No  cause  was  assigned  for  her  epilepsy.  Attacks  at 
first  were  petit  mal,  but  are  now  grand  mal  in  character;  they 
are  frequently  followed  by  automatism  and  occasionally  con- 
siderable mental  disturbance  precedes  and  accompanies  a  series 
of  attacks.     No  aura.     Patient  is  quite  feeble-minded. 

No.  6. — A.  H.,  24.  Occupation,  housework.  Mother  has 
had  severe  headaches  for  years,  and  father  has  had  rheumatism 
the  greater  part  of  his  life.  Patient's  epilepsy  began  at  the  age 
of  14.  No  cause  was  assigned.  Attacks  are  almost  all  grand 
mal  in  character  and  usually  occur  at  night,  preceded  by  no 
aura  and  followed  by  marked  mental  depression.  Considerable 
mental  deterioration  has  taken  place.  Heart,  mitral  regurgi- 
tant murmur.  Knee-jerks  atypically  active.  Several  times 
since  patient's  admission  to  the  Colony  she  has  suffered  from 
temporary  eczema  of  either  the  right  or  the  left  hand,  which 
condition  immediately  improved  under  topical  treatment  and 
proper  management  of  the  dietary,  especially  when  nitrogenous- 
food  was  withdrawn. 

No.  7. — N.  J.,  24.  Occupation,  housework.  No  neurotic 
history  obtainable.  Epilepsy  began  at  the  age  of  12.  As- 
signed cause  of  epilepsy  was  overstudy  at  school.  First  attack 
occurred  at  the  first  menstruation,  which  appeared  to  be  normal. 
Her  attacks  are  almost  all  grand  mal  in  character  and  are  pre- 
ceded by  no  aura.  Patient  is  in  very  good  mental  health. 
She  very  frequently  suffers  from  acute  exacerbation  of  chronic 
eczema,  which  is  quickly  controlled  and  removed  by  proper 
attention  to  the  dietary,  and  especially  when  placed  upon  milk 
diet  exclusively. 

No.  8. — B.  C,  28.  Occupation,  housework.  Patient's 
father  died  of  paralysis  (?).  Mother  died  of  cancer  of  the 
uterus.  Patient's  epilepsy  began  at  the  age  of  17;  cause  as- 
cribed to  mental  worry  and  an  overdose  of  toothache  medicine. 
Attacks  are  almost  all  grand  mal  in  character  and  generally 
occur  in  series,  preceded  by  an  aura  consisting  of  a  sensation 
of  numbness  in  the  fingers  of  the  left  hand.  At  times  patient 
has  led  a  variable  life  and  has  been  subject  to  sexual  excesses 
since  epilepsy  began.  Reflexes  uniformly  atypically  active. 
Patient  almost  always  suffers  from  marked  mental  depression 
following  her  seizures  and  considerable  disorder  in  alimenta- 
tion. 
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Xo,  9.— A.  W.,  24.  Occupation,  housework;  epilepsy  ex- 
istent since  12  years  of  age,  although  patient  had  quite  a  num- 
ber of  eclamptic  convulsions  at  dentition.  No  neurotic  family 
history  was  obtainable,  except  that  the  father  was  very  intem- 
perate and  died  from  alcoholic  excesses.  At  the  age  of  ior 
patient  had  cerebral  palsy,  leaving  left  side  hemiplegic.  The 
supposed  cause  of  epilepsy  was  this  hemiplegia.  Aura,  mental 
confusion.  Mind  somewhat  enfeebled.  All  reflexes  of  left 
side  are  markedly  exaggerated.  Almost  all  attacks  are  grand 
mal. 

No.  10. — C.  S.,  27.  Occupation,  farmer.  No  neurotic 
history  obtainable.  Epilepsy  supposed  to  have  begun  at  age 
of  \j\  although  patient  had  many  convulsions  at  dentition. 
Supposed  cause,  abnormal  dentition.  Almost  all  attacks  are 
grand  mal.  Aura,  muscular  trepidation  in  the  calves  of  both 
legs  for  two  or  three  minutes  prior  to  convulsion.  Patient  is  in 
very  fair  mental  condition.  '  He  has  frequently  complained  of 
severe  and  prolonged  headaches  and  general  mental  depression 
some  days  prior  to  his  convulsions. 

No.  11. — K.  A.,  32.  Occupation,  housework.  No  neurotic 
history  obtainable.  Epilepsy  began  at  the  age  of  13.  Sup- 
posed cause,  severe  fright.  Convulsions  are  almost  all  of 
grand  mal  type  and  of  the  most  violent  kind,  the  tonic  and 
clonic  stage  often  lasting  for  five  or  ten  minutes.  Mind  some- 
what weak.  Patient  is  often  very  irritable  just  before  and  after 
seizures.  Knee-jerks  uniformly  atypically  active.  Pupils  di- 
lated. 


20.  Ein  Fall  von  trogressiver  Paralyse  i?ei  Mutter  und  Kind  (A 
Case  of  General  Paresis  in  Mother  and  Child).  O.  Miiller  (Allge- 
meine  Zeitschrift  f .  Psychiatrie,  55,  1898,  p.  151). 

The  author  here  presents  the  clinical  and  pathological  histories  of 
two  cases  of  general  paresis  occurring  in  a  child  of  eleven,  and  in  the 
mother  at  the  age  for  forty-five. 

There  was  a  neurotic  family  history,  and  the  mother  had 
syphilis.  One  younger  child  died  at  an  early  age,  of  convulsions,  said 
to  have  been  caused  by  congential  syphilis.  The  mental  affection  first 
was  present  in  the  daughter,  who  up  to  the  age  of  ten  or  twelve  was  a 
promising  young  girl.  The  first  symptoms  noted  were  those  of  in- 
ability to  skate  well,  the  girl  having  been  quite  an  adept  in  this  pas- 
time. The  writing  soon  became  affected,  and  the  girl  commenced  to 
be  left  behind  in  her  classes  as  a  result  of  her  gradually  increasing 
dulness  which  advanced  to  a  complete  and  helpless  dementia.  The 
mother  began  to  be  affected  a  few  years  later  than  the  daughter.  Her 
first  symptoms  were  of  the  nature  of  extreme  jealousy.  Later  she 
became  very  indolent  and  careless  of  her  person,  began  to  drink 
freely,  and  unmindful  of  her  household  duties.  Paresis  of  the  muscles 
of  articulation  was  an  early  symptom,  and  the  disease  progressed  in 
typical  fashion. 

The  post  mortem  examinations  showed  the  generally  received 
lesions  of  general  paresis  in  both  cases. 
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William  G.  Spiller,  M.D., 

PROFESSOR    OF    DISEASES    OF    THE    NERVOUS    SYSTEM    IN    THE    PHILADELPHIA 
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The  cases  of  amyotrophic  lateral  sclerosis  studied 
clinically  and  pathologically  have  not  been  very  numerous, 
and  the  report  of  every  case  increases  our  knowledge  of 
the  disease.  Wolff1,  writing  in  1894,  stated  that  though 
amyotrophic  lateral  sclerosis  had  been  known  for  about 
thirty-three  years,  he  had  been  able  to  collect  only  ninety 
cases  from  the  German,  French,  English  and  Russian  liter- 
ature, and  only  fifty-six  with  necropsy.  Collins2  succeeded 
in  finding  seventy-two  cases  with  necropsy  in  1896.  We 
.hope,  therefore,  that  the  following  case  may  be  of  interest. 

'£,  K.;  a  male;  a  native  of  Ireland;  a  laborer;  married,  aged 
fifty-three  years,  was  admitted  to  the  Nervous  Wards  of  the 
Philadelphia  Hospital,  June  14,  1892.  His  family  history  was 
negative  as  regards  nervous  diseases.  His  personal  history 
was  unimportant  up  to  the  beginning  of  the  present  affection. 
He  denied  venereal  disease  and  alcoholic  excesses. 

For  five  or  six  months  before  admission  he  had  complained 
of  pains  in  both  legs  from  the  knee  down.  He  would  grow 
very  tired  by  night,  and  was  soon  obliged  to  use  a  cane  in 
walking.  Rest  in  bed  would  generally  relieve  him  so  that  in 
the  morning  his  legs  would  feel  all  right.  On  admission  to  the 
hospital  the  legs  were  somewhat  spastic  with  exaggerated  re- 
flexes. Cutaneous  sensibility  was  not  changed.  He  walked 
with  crutches  and  regularly  left  the  hospital  in  the  summer 
season  for  a  period  of  two  months.  One  year  after  admission 
his  feet  began  to  swell,  and  this  cedema  recurred  from  time  to 

*  Read  at  the  twenty-fourth  annual  meeting  of  the  American 
Neurological  Association,  May,  1898. 

1  Wolff:  Zeitschrift  fur  klin.  Med.,  xxv.,  p.  326. 

2  Collins:  Amer.  Jour,  of  the  Med.  Sciences,  cxi.,  1896,  p.  690. 
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time.  Later,  eczema  rubrum  of  both  legs  developed.  In  the 
summer  of  1895  he  was  unable  to  leave  the  hospital  as  before, 
the  weakness  and  rigidity  of  the  legs  now  necessitating  a  wheel 
chair.  About  this  time  also  it  was  noted  that  his  speech  was 
becoming  indistinct,  and  it  gradually  assumed  a  bulbar  char- 
acter; but  long  before  this  he  stated  he  had  lost  the  power  of 
whistling. 

The  arms  also  gradually  became  spastic;  the  exact  time  at 
which  these  symptoms  made  their  appearance  is  not  known. 
It  appears,  however,  to  be  beyond  question  that  the  involve- 
ment of  the  arms  was  not  only  subsequent  to  that  of  the  legs, 
but  also  subsequent  by  several  years,  as  spasticity  of  the  arms 
is  not  mentioned  in  the  earlier  notes. 

All  of  his  symptoms  gradually  became  more  pronounced 
until  April,  1897,  when  he  became  bed-ridden,  had  occasional 
retention  of  urine  and  loss  of  control  over  the  bowel,  and  de- 
veloped bed-sore's  over  the  sacrum,  heels  and  elbows.  Subse- 
quently his  general  condition  again  somewhat  improved. 

At  the  examination  on  November  11,  1897,  the  following 
notes  were  made:  He  is  found  seated  in  a  wheel  chair.  His 
arms  are  semiflexed,  the  position  of  the  limbs  suggesting  lat- 
eral sclerosis.  Voluntary  movements  are  much  restricted  and 
exceedingly  slow,  and  only  very  slight  flexion  of  the  thighs  or 
legs  is  possible,  while  the  feet  are  in  extreme  extension. 
Marked  resistance  is  also  offered  to  passive  movements,  espe- 
cially at  the  knees  and  ankles.  The  muscles  feel  firm,  but  some 
general  wasting  of  the  legs  appears  to  have  taken  place.  The 
knee-jerks  are  much  increased. 

The  voluntary  movements  of  the  arms  are  also  much  re- 
stricted, but  less  so  than  those  of  the  legs.  The  arms  cannot 
be  extended  at  the  shoulders  to  the  normal  degree,  but  the 
amount  of  movement  is  considerable.  Much  less  movement  is 
possible  at  the  elbow,  and  still  less  at  the  wrist  and  fingers, 
contracture  being  most  marked  in  these  situations.  The 
fingers  can  be  extended  slowly  and  with  difficulty.  Consid- 
erable resistance  is  everywhere  offered  to  passive  movements. 
General  wasting  is  noted  in  both  arms,  more  marked  in  the 
forearms.  Wasting  is  also  noted  in  both  hands;  the  thenar 
and  hypothenar  eminences  are  somewhat  flattened.  All  of  the 
symptoms  are  slightly  more  pronounced  in  the  right  arm  than 
in  the  left.    The  tendon  reactions  are  all  increased. 

The  head  can  be  moved  voluntarily  in  all  directions,  but 
the  movements  are  somewhat  slower  than  normal  and  slightly 
irregular  and  jerky.  The  patient  sits  with  the  head  slightly 
flexed,  and  does  not  move  it  unless  requested  to  do  so.  How- 
ever, the  movements  of  the  head  are  much  freer  on  the  whole 
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than  the  movements  of  the  arms  and  legs.     No  resistance  is 
offered  by  the  neck  muscles  to  passive  movements. 

The  face  presents  no  asymmetry.  The  mouth  is  held  slightly 
open.  When  he  is  asked  to  show  the  teeth,  the  mouth  is  drawn 
very  slightly  to  the  right.  He  is  able  to  compress  the  lips  fairly 
well.  He  cannot  whistle;  on  making  the  attempt  the  lips  de- 
viate slightly  to  the  right,  while  the  opening  formed  between 
them  is  large  and  somewhat  irregular.  No  tremor  of  the  lips 
is  observed,  but  there  is  unmistakable  irregularity  or  ataxia  of 
movement  while  making  the  effort.  There  is  no  dribbling  of 
saliva.  The  muscles  of  expression  appear  to  be  normal. 
When  he  is  asked  to  protrude  the  tongue,  the  whole  mass  is 
protruded  sluggishly  and  it  is  launched  forward  with  evident 
effort  and  toward  the  right  side.  Fibrillary  twitchings  are 
evident  on  both  sides  of  the  tongue.  The  tongue  as  a  whole 
seems  slightly  atrophied;  the  right  half  being  slightly  smaller 
than  the  left.  Swallowing  is  performed  with  difficulty,  though 
there  is  no  regurgitation  through  the  nose.  In  eating  solid 
food  the  patient  assists  the  tongue  by  pushing  the  food  be- 
tween his  teeth  with  his  fingers. 

The  patient  talks  with  a  nasal  intonation  as  though  the  soft 
palate  were  paretic.  Only  faint  movements  of  the  soft  palate 
are  seen  during  phonation.  The  speech  is  drawling  and  indis- 
tinct, and  the  consonants  are  imperfectly  formed.  The  voice 
appears  to  be  slightly  hoarse  and  its  pitch  lower  than  normal. 
(The  larynx,  unfortunately,  was  not  examined.)  The  pupils 
react  normally  to  light  and  in  accommodation.  The  move- 
ments of  the  globes  are  normal  in  all  directions. 

There  is  some  atrophy  of  the  muscles  of  the  shoulder 
girdle,  but  it  is  not  marked.  No  noticeable  changes  are  ob- 
served in  the  trunk,  save  that  the  chest  is  somewhat  barreled. 
There  is  retention  of  urine  and  incontinence  of  fasces. 

No  sensory  losses  can  be  detected.  Touch,  temperature 
and  pain  sense  appear  to  be  normal.  The  only  subjective 
symptom  is  occasional  pain  in  the  knees. 

The  patient's  mental  condition  appears  to  be  fairly  normal, 
save  that  he  manifests  a  marked  tendency  to  causeless  laughter 
and  that  his  memory  is  not  as  good  as  formerly.  The  general 
visceral  examination  is  negative.  A  small  bed-sore  is  found 
over  the  sacrum. 

Subsequently  the  patient's  general  condition  again  became 
worse.  Complete  paralysis  of  the  sphincters  and  great  general 
prostration  gradually  made  their  appearance.  December  30th 
he  suffered  greatly  from  abdominal  pain  and  passed  large 
quantities  of  bloody  urine.  His  condition  became  gradually 
worse  day  by  day  until  finally  respiration  became  labored,  cir- 
culation failed.     He  died  January  7th,  1898. 
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Necropsy. — The  body  is  that  of  a  well  nourished  male. 
Dark  coppery  discoloration  of  both  feet  is  noticed,  extending 
midway  up  the  legs.  The  toes  are  very  strongly  flexed  and 
the  sole  of  the  foot  is  markedly  arched.  A  condition  of  equino- 
varus  exists.  Lividity  of  surface  is  noted  posteriorly.  The 
hands  and  arms  are  extended. 

Abdominal  Cavity. — On  opening  the  abdomen  the  general 
appearance  is  normal,  but  on  close  examination  a  fold  of  in- 
testine is  found  bound  to  the  top  of  the  bladder  by  recent 
adhesions.  On  tearing  these  free  a  gangrenous  perforation  of 
the  top  of  the  bladder  is  noted.  This  opening  was  entirely 
walled  off  by  two  loops  of  the  sigmoid  flexure  of  the  colon.  A 
thick  layer  of  lymph  is  upon  the  bowel  where  it  was  adherent. 

Thoracic  Cavity. — No  plural  adhesions  are  found  and  no 
effusion  in  either  sac. 

Heart. — Pericardium  is  normal,  but  the  heart  muscle  pre- 
sents evidences  of  slight  myocarditis.  A  few  patches  of  be- 
ginning atheroma  are  found  in  the  aorta. 

Lungs. — The  lungs  are  crepitant  throughout  and  slightly 
emphysematous.    The  arteries  are  sclerotic. 

Spleen. — Spleen  is  normal. 

Left  Kidney. — The  suprarenal  body  is  normal.  The  cap- 
sule of  the  kidney  strips  easily.  The  perirenal  fat  is  much  in- 
jected. The  surface  of  the  kidney  is  stippled  with  small  white 
spots,  the  size  of  a  pin's  head.  These  are  barely  perceptible  to 
touch.  They  seem  to  be  small  miliary  abscesses.  On  section, 
a  quantity  of  foul-smelling  fluid  ran  out.  Two  or  three  stones 
are  found  in  the  substance  of  the  kidney.  The  largest  is  about 
the  size  and  shape  of  a  jackstone.  The  cortex  is  of  good  size 
and  injected.    The  pelvis  is  distended  and  much  inflamed. 

Right  Kidney. — The  suprarenal  body  is  normal.  The  kid- 
ney has  a  cyst  the  size  of  a  walnut,  and  several  smaller  ones 
are  seen  on  section.  It  is  much  like  its  fellow  except  that  it 
does  not  seem  to  be  so  much  diseased.  The  pelvis  is  not 
dilated  and  contains  no  stones.    The  capsule  strips  easily. 

Ureters  and  Bladder. — The  bladder  is  small,  ribbed,  thick- 
ened, and  has  a  diphtheritic-looking  membrane  covering  its 
inner  surface.  The  edge  of  the  rupture  is  ragged  and  easily 
torn. 

Liver. — The  liver  is  normal.  The  gall-bladder  contains  a 
small  quantity  of  thin  yellowish  bile,  and  one  small  mulberry 
calculus.  The  duct  does  not  seem  to  be  patulous,  or  at  least 
no  bile  can  be  forced  through. 

The  brain  and  spinal  cord  presented  no  gross  abnormalities 
and  were  reserved  for  microscopical  examination. 

Microscopical  Examination. — In  the  lumbar  and  cervical 
regions  the  anterior  roots  are  normal,  or  very  slightly  altered 
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when  stained  by  ammonium  carmine  or  Weigert's  hema- 
toxylin method,  although  the  cells  of  the  anterior  horns  are 
few  in  number,  especially  in  the  inner  and  posterior  groups. 
Most  of  these  cells  when  stained  by  thionin  according  to  v. 


Fig.  I.     An  anterior  horn  cell  in  which  the  chromophilic  elements 
have  undergone  a  peculiar  foim  of  degeneration. 

Lenhossek's  method  have  processes  and  contain  chromophilic 
elements  and  centrally  situated  nuclei.  Many  of  the  cells  are 
greatly  atrophied.     The  cells  contain  also  a  large  amount  of 
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Fig.  II.     An  anterior  horn  cell  presenting  a  high  degree  of  peri 
pheral  chromatolysis. 

pigmentary  substance,  and  occasionally  a  mass  of  so-called 
pigment  is  all  that  remains  of  a  former  cell.  Complete  chro- 
matolysis, either  central  or  peripheral,  is  not  found  in  most  of 
the  cells,  though  in  some  of  the  smallest  cells  the  chromophilic 
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elements  are  broken  into  granules  and  no  longer  appear  as 
elongated  bodies.  Occasionally  transverse  cleavage  of  the  cell 
body  may  be  seen.  We  have  only  been  able  to  find  one  or  two 
cells  in  which  peripheral  chromatolysis  is  very  complete.  In 
one  cell  we  have  noted  the  existence  of  what  appears  to  be 
two  nuclei.  The  atrophy  of  the  cells  of  the  anterior  horns  is 
much  greater  than  that  of  the  anterior  spinal  roots.  The  an- 
terior horns  throughout  the  cord,  both  by  the  carmine  and 
Weigert's  hematoxylin  stain,  are  much  less  intensely  colored 
than  the  posterior,  and  have  a  rarefied  appearance.  They  con- 
tain comparatively  few  fibres.  The  posterior  roots  are  normal. 
The  crossed  and  direct  pyramidal  tracts  are  much  degen- 


Fig.  III.  A  section  from  the  lower  cervical  region.  The  antero- 
lateral columns,  especially  the  pyramidal  tracts,  are  much  degenerated. 
The  posterior  columns  are  slightly  degenerated.  The  anterior  horns 
are  less' intensely  stained  than  the  posterior. 

erated  in  the  spinal  cord,  and  yet  they  contain  many  normal 
fibres.  The  sclerosis  involves  a  much  larger  portion  of  the 
anterolateral  columns  than  the  area  occupied  by  the  pyramidal 
fibres.  The  posterior  columns  in  the  lower  cervical  and  upper 
thoracic  region  present  a  sclerosis  which  does  not  extend  to 
the  posterior  commissure,  posterior  horns,  or  periphery  of 
these  columns.  This  sclerosis  is  not  confined  to  any  system 
of  fibres  and  is  only  of  moderate  degree.  The  Marchi  method 
reveals  no  recent  degeneration.  The  degeneration  of  the  pyra- 
midal fibres  is  very  distinct  at  the  motor  decussation,  but  above 
this  becomes  gradually  indistinct,  though  the  anterior  pyra- 
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mids  are  very  evidently  diseased.  The  cells  of  Clarke's 
columns  are  apparently  normal. 

A  portion  of  the  external  popliteal  nerve  was  "teased"  and 
placed  in  the  fresh  state  in  osmic  acid.  The  fibres  present 
some  swelling  of  the  myelin  sheaths,  but  otherwise  they  are 
normal. 

The  facial  and  hypoglossal  centres  and  the  nucleus  am- 
biguus  are  normal,  though  some  of  the  cells  are  highly  pig- 
mented. The  posterior  nucleus  of  the  vagus  contains  many 
cells  showing  great  pigmentary  degeneration,  and  masses  of 
so-called  pigment  in  some  places  are  the  only  remains  of  nerve 
cells.  Intramedullary  portions  of  the  vagus  and  hypoglossus 
nerves  are  apparently  normal.  The  posterior  longitudinal 
bundles  are  normal. 

Round  bodies  are  found  immediately  under  the  fourth  ven- 
tricle at  the  level  of  the  vagus  and  hypoglossus  centres,  and 
they  are  also  found  within  the  spinal  cord.  They  are  round,  of 
various  sizes,  and  when  freshly  stained  seem  to  be  surrounded 
by  a  clear  space,  but  after  the  section  has  been  kept  for  a  time 
these  bodies  present  a  pale  blue  peripheral  circle.  These 
formations  are  the  same  whether  the  tissue  is  cut  transversely 
or  longitudinally.  They  stain  a  deep  blue  with  thionin  and 
retain  the  color  very  well,  and  are  also  colored  by  Delafield's 
haematoxylin.    They  are  doubtless  amyloid  bodies. 

Groups  of  round  bodies  are  found  in  the  medulla  ob- 
longata, especially  about  the  vessels.  They  stain  deep  purple 
with  thionin,  but  fade  very  soon  to  pink,  and  gradually  lose  all 
color.  They  may  possibly  be  the  colloid  bodies  of  Bevan 
Lewis,  and  have  been  described  by  us3  elsewhere.  They  do 
not  seem  to  be  the  same  as  the  amyloid  bodies.  When  thionin 
is  used  and  Lugol's  solution  applied  afterward,  the  nerve  cells, 
neuroglia  cells  and  so-called  colloid  bodies  stain  a  light  ma- 
hogany color.  The  amyloid  bodies  have  the  same  deep  ma- 
hogany color  as  when  the  Lugol's  solution  is  used  alone. 

Portions  of  one  biceps  muscle  of  the  thigh  appear  to  be 
normal.  We  were  not  able  to  remove  any  tissue  from  distal 
portions  of  the  extremities.  The  tongue  studied  by  the 
Marchi  stain  and  by  carmine  is  normal,  and  even  its  intra- 
muscular nerve  fibres  are  not  diseased.  Interstitial  myositis 
is  found  in  sections  taken  from  one  crico-arytaenoideus  pos- 
ticus muscle  of  the  larynx.  The  connective  tissue  here  is 
hyperplastic  and  the  nuclei  are  excessive.  In  some  places  areas 
of  degenerated  muscular  fibres  are  found. 

The  giant  cells  of  the  paracentral  lobule  are  not  destroyed, 
but  are  not  abundant.    Numerous  pieces  of  tissue  were  taken 

3  Spiller:  New  York  Medical  Journal,  Aug.  13th,  1898. 
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from  different  parts  of  each  lobule,  but  only  a  few  giant  cells 
were  observed.  With  this  exception,  the  cortex  seems  to  be 
normal. 

Portions  of  one  paracentral  lobule,  hardened  in  formalin 
and  stained  by  Marchi's  method,  reveal  no  traces  of  degenera- 
tion. Sections  from  the  inner  capsule,  hardened  in  Miiller's 
fluid  and  stained  by  the  same  method,  give  negative  findings. 
Sections  from  the  pons,  cerebral  peduncles  and  inner  capsule 
reveal  no  degeneration  by  Weigert's  method. 

The  columns  of  Goll  are  not  infrequently  affected 
Avhen  the  pyramidal  tracts  are  diseased,  especially  if  the 
latter  are  primarily  affected,  and  the  colums  of  Goll  in 
such  cases  stain  more  deeply  with  the  carmine.  .  This  was 
the  condition  in  a  case  of  arrested  development  reported 
by  one  of  us  (Spiller4).  According  to  Brissaud  the  col- 
umns of  Goll  are  the  most  liable  of  all  the  spinal  columns 
to  degenerate. 

Dejerine  and  Sottas5  describe  a  case  in  which  they 
found  sclerosis  of  the  crossed  pyramidal  tracts,  not  ex- 
tending upward  above  the  superior  part  of  the  cord.  No 
appreciable  change  could  be  detected  in  the  cells  of  the 
anterior  horns,  or  in  the  anterior  roots,  and  no  muscular 
atrophy  had  been  seen.  In  this  case  the  columns  of  Goll 
were  slightly  sclerosed  in  the  cervical  and  upper  thoracic 
regions.  Sensation  had  been  normal  during  life.  This 
case  might  possibly  be  regarded  as  one  of  amyotrophic 
lateral  sclerosis  in  its  early  stages,  beginning  in  the  pyra- 
midal tracts,  and  in  this  sense  it  would  support  the  view 
of  Charcot  regarding  the  portion  of  the  nervous  system 
primarily  affected  in  this  disease.  We  are  not  warranted, 
however,  in  assuming  that  the  peripheral  neurons  would 
necessarily  have  become  involved. 

Moeli6  observed  degeneration  of  the  posterior  columns 
in  the  lower  cervical  and  upper  thoracic  regions  in  a  case 
of  amyotrophic  lateral  sclerosis. 

*  Spiller:  Journal  of  Nervous  and  Mental  Disease,  Feb.,  1898,  p.  87. 
5  Dejerine  and  Sottas:  Arch,  de  Physiologie,  July,  1896. 
e  Moeli:  Archiv.  fiir  Psychiatrie,  x.,  p.  718. 
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Marie7  says  that  the  columns  of  Goll  in  amyotrophic 
lateral  sclerosis  stain  more  deeply  with  the  carmine  than 
they  do  in  normal  spinal  cords.  He  attributes  this  to 
alteration  of  the  myelin  sheaths,  and  probably  to  over- 
growth of  the  neuroglia,  which  may  be  the  result  of  le- 
sions of  the  cells  of  the  posterior  columns  situated  in  the 
spinal  cinerea.  Inasmuch  as  Lenhossek8  finds  that  few 
cells  of  the  cord  send  their  axis  cylinders  into  the  pos- 
terior columns,  we  must  be  in  doubt  as  to  the  correctness 
of  this  explanation. 

Not  infrequently  the  columns  of  Goll  present  a  slight 
sclerosis  in  cases  in  which  no  sensory  symptoms  have  been 
present,  and  there  seems  to  be  a  relation  in  some  way  be- 
tween this  sclerosis  of  the  columns  of  Goll  and  that  of  the 
motor  system.  Oppenheim9,  and  Charcot  and  Marie10  no- 
ticed sclerosis  of  the  posterior  columns  of  the  cord  in 
amyotrophic  lateral  sclerosis.  Other  cases  are  reported 
in  which  symptoms  indicating  involvement  of  the  pos- 
terior columns  were  added  to  those  indicating  disease  of 
long  duration  of  the  lateral  columns.  Brissaud11  reports 
such  a  case.  At  the  necropsy  the  lesions  of  amyotrophic 
lateral  sclerosis  and  of  incipient  tabes  were  observed. 

Degeneration  of  the  posterior  columns  has  been  found 
in  chronic  anterior  poliomyelitis.  Nonne12,  in  reporting 
a  case  of  this  disease,  says  he  noticed  a  distinct,  though 
not  excessive,  rarefaction  of  fibres  in  the  median  portion 
of  the  posterior  columns.  This  was  most  evident  in  the 
cervical  region,  and  was  not  limited  to  any  system  of 
fibres.  The  cells  of  the  anterior  horns  were  intensely  de- 
generated. Inasmuch  as  primary  degeneration  of  the  pyra- 
midal tracts  was  not  observed,  it  seems  reasonable  to 

7  Marie:  Traite  de  Medecine,  vi.,  p.  347. 

"Lenhossek:  Der  feinere  Bau  des  Nervensystems,  etc. 

9  Oppenheim:  Archiv.  fur  Psychiatrie,  xxiv..  p.  758. 

10  Charcot  and  Marie:  Archives  de  Neurologie,  x.,  1885,  pp.  1  and 
168. 

11  Brissaud:  Lecons  surles  Maladies  Nerveuses,  p.  34. 
19  Nonne:  Berliner  klin.,  Wochenschrift,  1896,  p.  207. 
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ascribe  this  degeneration  of  the  posterior  columns  to  the 
destruction  of  the  cells  in  the  spinal  cinerea,  and  not  to  a 
primary  degeneration  of  the  nerve  fibres.  Experiments 
performed  on  animals  in  temporary  closure  of  the  abdomi- 
nal aorta  have  given  support  to  Marie's  view  and  have 
shown  that  many  cells  within  the  spinal  cinerea  send  their 
axis  cylinders  into  the  posterior  columns. 

Hektoen™  described  a  case  of  amyotrophic  lateral 
sclerosis  in  which  sensory  symptoms  were  noted  later  in  the 
disease.  He  ascribed  these  symptoms  to  the  lesions  of  the 
spinal  ganglia,  posterior  nerve  roots,  columns  of  Goll,  and 
the  sensory  portion  of  the  fifth  nerve.  He  regarded  his 
case  as  a  sort  of  connecting  link  between  progressive 
spinal  muscular  atrophy  and  amyotrophic  lateral  sclerosis 
on  the  one  hand,  and  tabes  dorsalis  on  the  other. 

A  sufficient  number  of  cases  of  combined  systemic 
disease  have  been  reported  to  show  us  that  tabetic  symp- 
toms may  appear  at  the  same  time  as,  or  later  than,  those 
indicating  disease  of  the  lateral  columns,  but  in  cases  of 
amyotrophic  lateral  sclerosis  in  which  symptoms  point- 
ing to  an  affection  of  the  posterior  columns  have  not  ex- 
isted, the  sclerosis  of  the  columns  of  Goll  is  not  always 
tabetic  in  its  location  within  these  columns,  i.  e.,  it  is  not 
systemic  in  character  and  is  unlike  that  which  we  find 
with  disease  of  the  posterior  roots.  In  our  case  the  pos- 
terior roots  are  not  degenerated,  and  the  more  deeply 
stained  portion  of  the  columns  of  Goll,  by  the  carmine 
stain,  is  found  in  the  lower  cervical  and  upper  thoracic  re- 
gions, and  does  not  extend  to  the  posterior  commissure  or 
to  the  periphery  of  the  cord.  It  is,  therefore,  very  differ- 
ent from  that  which  results  from  disease  of  the  posterior 
roots,  and  appears  to  be  a  primary  degeneration. 

There  is  no  reason  why  a  person  with  amyotrophic 
lateral  sclerosis  should  not  acquire  tabes,  but  what  is  the 
meaning  of  an  apparently  primary  degeneration  of  Goll's 

13  Hektoen:  Jour,  of  Nervous  and  Mental  Disease,  1895,  p.  145. 
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columns  such  as  has  been  noted  in  the  case  of  spastic 
paralysis  reported  by  Dejerine  and  Sottas  (1.  c.)  or  in  our 
case  and  other  cases  of  amyotrophic  lateral  sclerosis? 
In  our  case  no  symptoms  indicated  the  existence  of  this 
slight  sclerosis  in  the  columns  of  Goll. 

The  description  of  the  pathological  condition  in  amyo- 
trophic lateral  sclerosis  as  held  by  Charcot  has  not  been 
accepted  by  all.  Chief  among  the  opposers  Leyden 
may  be  mentioned.  He  has  refused  to  accept  amyo- 
trophic lateral  sclerosis  as  a  sharply  defined  disease  and 
believes  it  cannot  be  separated  from  progressive  bulbar 
paralysis.  He  does  not  regard  the  spasticity  as  of  great 
importance.  Gowers  also  has  not  accepted  Charcot's 
views.  The  case  reported  by  Senator14,  and  later  by 
Wolff15,  does  not  favor  Charcot's  idea  that  the  pyramidal 
tracts  are  affected  in  advance  of  the  motor  cells  of  the 
cord.  This  case  is  well  known,  and  we  need  not  refer  to  it 
in  detail.  The  symptoms  of  amyotrophic  lateral  sclerosis 
were  present  in  a  person  in  whom  the  spinal -motor  cells 
of  the  cervical  and  thoracic  regions  -were  atrophied,  and 
the  pyramidal  tracts  were  not  degenerated.  However, 
foci  of  softening  were  found  in  the  cord,  and  the  brain  was 
not  examined.  The  muscular  atrophy  is  easily  explained 
by  the  condition  of  the  motor  spinal  cells.  May  we  not 
venture  to  suggest  that  the  foci  of  softening  had  some 
connection  with  the  spasticity?  Senator  would  have  us 
use  the  name  of  bulbo-spinal  spastic  atrophic  paralysis 
instead  of  amyotrophic  lateral  sclerosis. 

We  know  that  spasticity  may  be  produced  by  cerebral 
lesions  without  sclerosis  of  the  pyramidal  tracts.  We, 
ourselves,  have  seen  cases  in  which  the  lesions  occurred 
in  early  childhood  and  sclerosis  of  the  motor  tracts  did 
not  develop.  Long  ago  Schulz16  reported  two  cases  with- 
out alteration  of  the  spinal  cord  presenting  the  appearance 

14  Senator:  Deutsche  med. ,  Wochenschrift,  vol.  xx„  1894,  p.  433. 

15  Wolff:  Zeitschrif t f iir  klin.,  Med.,  xxv.,  p.  326. 

16  Schulz:  Deutsches  Archiv.,  fur  klin.,  Med.,  23,  p.  343. 
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of  spastic  spinal  paralysis  (lateral  sclerosis).  In  one  a 
cerebral  tumor  was  found,  in  the  other  chronic  internal 
hydrocephalus. 

We  can  easily  understand,  therefore,  that  while  de- 
generation of  the  central  and  peripheral  motor  tracts  has 
been  found  in  most  cases  of  amyotrophic  lateral  sclerosis, 
lesions  of  the  peripheral  motor  neurons  with  some  de- 
struction of  tissue  in  the  brain  or  upper  part  of  the  cord, 
affecting  the  motor  tracts  indirectly,  might  also  produce 
the  clinical  picture  of  amyotrophic  lateral  sclerosis,  and 
yet  the  lateral  columns  be  apparently  intact. 

The  fact  that  the  bulbar  nuclei  were,  for  the  most  part, 
normal  in  our  case,  while  the  degeneration  of  the  motor 
fibres  extended  above  these  nuclei,  seems  to  support  Char- 
cot's view  in  regard  to  the  primary  nature  of  the  degenera- 
tion in  the  motor  tracts,  for  it  is  in  this  way  we  would 
explain  the  symptoms  of  bulbar  paralysis. 

The  case  reported  by  Striimpell17  would  seem  to  jus- 
tify Charcot's  view,  for  certain  instances  at  least.  The 
pyramidal  tracts  were  degenerated  from  the  cerebrum  to 
the  lower  lumbar  region,  and  the  cells  of  the  hypoglossal 
nuclei  and  those  of  the  anterior  horns  of  the  cord  were 
not  normal.  The  changes  were  much  greater  in  the  pyra- 
midal tracts  than  in  the  cells,  and  Striimpell  himself  be- 
lieved that  the  lesions  originated  in  the  central  motor 
neurons. 

Raymond18  acknowledges  that  in  the  majority  of  cases 
amyotrophic  lateral  sclerosis  cannot  be  separated  from  the 
labio-glosso-laryngeal  paralysis,  but  he  believes  that  in 
some  cases  the  atrophy  of  the  spinal  motor  cells  or  of  the 
bulbar  nuclei  may  be  without  involvement  of  the  pyra- 
midal tracts.  He  published  in  collaboration  with  Mathias 
Duval19  a  case  in  which  the  bulbar  nuclei  were  affected 

17  Striimpell:  Deutsche  Zeitschrift  fiir  Nervenheilkunde,  vol.  v., 
p.  225. 

18  Raymond:  Lecons  sur  les  Maladies  du  Systeme  Nerveux, 
Premiere  Serie. 

10  Duval  and  Raymond:  Archives  de  Physiologie,  1879. 
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and  no  trace  of  sclerosis  of  the  motor  tracts  was  seen. 
Raymond  refers  to  a  number  of  other  cases  of  pure  labio- 
glosso-laryngeal  paralysis, — pure  in  the  sense  of  being 
without  involvement  of  the  motor  tracts. 

The  arrest  of  the  degeneration  in  our  case  in  the  bulbo- 
pontine  regions  follows  the  usual  rule,  though  in  some  in- 
stances the  degeneration  has  been  traced  higher,  even  to 
the  cortex  (Kojewnikoff20,  Charcot  and  Marie21,  Lemme- 
lin22,  Lumbroso23,  Nonne24,  and  Mott25). 

Charcot  and  Marie  reported  two  cases  in  which  they 
found  great  diminution  of  the  large  pyramidal  cells  nor- 
mally present  in  the  paracentral  lobule.  The  other  cells 
of  the  cortex  appeared  to  be  normal.  We  take  it  that 
they  refer  to  the  giant  cells  of  Betz.  These  are  present 
in  our  case,  but  possibly  are  not  as  numerous  as  usual. 

Marie26  called  especial  attention  to  the  fact  that  the 
degeneration  of  the  lateral  columns  in  amyotrophic  lateral 
sclerosis  involves  a  greater  area  than  that  occupied  by  the 
pyramidal  tracts,  as  marked  out  by  secondary  degenera- 
tion from  cerebral  lesions,  or  by  the  myelination  of  the 
white  columns.  This  degeneration  in  the  lateral  columns, 
extending  ventrally  beyond  the  crossed  pyramidal  tracts 
in  an  area  called  the  supplementary  zone  (Marie,  Brissaud), 
was  supposed  by  Marie  to  be  the  result  of  degeneration 
of  column  cells  in  the  spinal  cinerea.  Brissaud  (1.  c.)  ea- 
gerly accepted  this  teaching  and  added  to  it.  According 
to  him,  the  pyramidal  fibres  in  amyotrophic  lateral  scle- 
rosis are  not  affected  primarily,  and  even  when  the  proc- 
ess has  lasted  some  years,  normal  fibres  may  be  found  in 
the  sclerotic  areas.    He  believes  that  the  malady  involves 

20  Kojewnikoff:  Archives  de  Neurologie,  vol.  vi.,  1883,  p.  356. 

21  Charcot  and  Marie:  Archives  de  Neurologie,  x.,  1885,  pp.  1  and 
168. 

22  Lemmelin:  Upsala  lakaref,  1887,  xxii.,  No.  7,  p.  299,  cited  by 
Raymond. 

23  Lumbroso:  Cited  by  Joffroy  and  Achard. 

24  Nonne:  Neurologisches  Centralblatt,  1894,  p.  393. 

25  Mott:  Brain,  vol.  xviii.,  p.  21. 

26  Marie:  Bulletins  et  Memoires  de  la  Societe  Medicale  des  Hopi- 
taux  de  Paris,  1893,  p.  757. 
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primarily  only  short  fibres,  and  that  the  pyramidal  fibres 
may  be  affected  secondarily.  The  short  neurons  through- 
out the  cerebro-spinal  axis  are  supposed  to  be  diseased. 
This  view  does  not  seem  to  have  gained  many  adherents, 

J.  B.  Charcot"7  speaks  especially  of  the  degeneration 
of  this  supplementary  zone  in  progressive  spinal  muscular 
atrophy  and  in  this  disease  the  pyramidal  tracts  are  not 
affected.  The  fact  that  the  pyramidal  tracts  are  not  de- 
generated shows  that  something  more  than  degeneration 
of  tract  cells  with  their  axis  cylinders  must  occur  in  amyo- 
trophic lateral  sclerosis.  The  degeneration  of  the  sup- 
plementary zone  does  not  seem  to  be  present  in  every  case 
of  progressive  spinal  muscular  atrophy.  In  one  of  De- 
jerine's28  two  cases  it  was  not  detected  and  in  the  other 
it  was  so  slight  that  its  existence  was  questionable.     , 

It  is  hardly  fair  to  Oppenheim20  to  ignore  the  state- 
ment made  by  him  in  1892  that  the  degeneration  of  this 
supplementary  zone  is  due  partially  to  atrophy  of  short 
fibres  which  degenerate  secondarily  to  disease  of  the  ante- 
rior horns.  This  supplementary  zone  is  largest  in  the 
cervical  and  thoracic  regions  (Marie). 

The  tongue  in  our  case  does  not  show  atrophy  when 
examined  microscopically.  We  have  employed  the 
method  of  Marchi  in  the  hope  of  finding  accumulations 
of  fat  drops  within  the  muscular  fibres,  such  as  Ober- 
steiner30  has  described  in  the  tongue  from  a  case  of  tabes, 
but  we  have  not  been  successful.  Joffroy  and  Achard31 
succeeded  in  finding  atrophy  of  the  lingual  muscles  in  a 
case  of  amyotrophic  lateral  sclerosis,  and  the  atrophy 
seemed  to  be  more  marked  near  the  tip  of  the  tongue. 

27  J.  B.  Charcot,  These  de  Paris,  1895,  Review  in  Revue  Neurolo- 
Rique,  1895,  p.  502. 

28  Dejerine:  Comptes  rendus  dela  Societe  de  Biologie,  1895,  p.  188. 
2!'  Oppenheim:  Arch,  fur  Psychiatrie,  xxiv.,  p.  758. 

30  Obersteiner:    Arbeiten    aus    dera    Institut  fiir    Anatomie   und 
Physiologic  etc.,  iii. 

31  Joffrov  and  Achard:  Archives   de   Medecine  Experimentale  et 
d'Anatomie  Pathologique,  1890,  vol.  2,  p.  441. 
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Kronthal32  also  has  found  the  lingual  muscles  degenerated 
in  amyotrophic  lateral  sclerosis. 

The  posterior  longitudinal  bundle  has  been  found  de- 
generated in  a  number  of  cases  of  amyotrophic  lateral 
sclerosis  (Muratoff33,  Hoche34,  Mott  (1.  c.)>  and  it  is  be- 
lieved that  the  fibres  of  this  bundle  unite  the  nuclei  of  the 
motor  cranial  nerves.  Muratoff  (1.  c.)  found  this  bundle 
abnormal  in  three  cases  in  which  the  nuclei  of  the  motor 
cranial  nerves  were  altered  and  normal  in  a  fourth  case 
in  which  these  nuclei  were  not  affected.  This  posterior 
longitudinal  bundle  is  analogous  to  the  anterolateral 
ground  bundle  of  the  cord,  and  Muratoff  believes  that  he 
was  the  first  to  find  the  former  degenerated  in  amyotroph- 
ic lateral  sclerosis.  Muratoff,  writing  in  1891,  states 
that  ,the  anterolateral  ground  bundle  had  been  found  de- 
generated in  amyotrophic  lateral  sclerosis  by  Moeli  (po- 
liomyelitis), Flechsig,  Leyden,  Vierordt,  Gombault,  Char- 
cot and  Marie,  Roth,  Strumpell  and  himself.  Since  this 
date  many  other  observers  have  remarked  upon  this  de- 
generation. 

Oppenheim  mentions  especially  that  he  found  the  pos- 
terior longitudinal  bundle  normal,  contrary  to  the  find- 
ings of  Muratoff. 

In  our  case  this  bundle  of  fibres  is  not  degenerated, 
and  its  integrity  is  probably  due  to  the  fact  that  most  of 
the  motor  cranial  nuclei  are  apparently  normal. 

The  hypoglossus  nucleus  and  nucleus  ambiguus  in 
our  case  do  not  seem  to  be  much  affected,  and  the  in- 
trabulbar  portions  of  the  nerves  arising  in  these  nuclei 
are  not  degenerated.  The  cells  of  the  posterior  nucleus 
of  the  vagus  are  greatly  degenerated  and  many  of  them 
consist  almost  entirely  of  so-called  pigment.  This  may 
at  first  thought  cause  some  surprise,  for  the  nucleus  is 

32  Kronthal:  Neurologisches  Centralblatt,  1891,  p.  133. 
38  Muratoff:  Neurologisches  Centralblatt,  1891,  p. 512. 
34  Hoche:  Neurologisches  Centralblatt,  1897,  p.  242. 
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supposed  to  be  sensory.  Degeneration  of  these  cells  has 
been  observed  in  a  number  of  cases  of  amyotrophic  lateral 
sclerosis.  Muratoff  in  three  cases  of  this  disease,  found 
atrophy  of  the  hypoglossus  nucleus,  complete  atrophy  of 
the  roots  of  the  twelfth  nerve  in  two  cases  and  partial 
atrophy  in  a  third.  In  all  three  cases  the  posterior  nu- 
cleus of  the  tenth  nerve  was  affected,  but  less  so  than  the 


Fig.  IV.     Pigmentary  degeneration  of  the  posterior  nucleus  of  the 
vagus. 

twelfth  nucleus,  and  the  nucleus  ambiguus  was  perfectly 
normal.  Oppenheim35  speaks  of  the  difficulty  in  judging 
of  the  condition  of  the  anterior  nucleus  of  the  vagus,  as  its 
cells  do  not  always  form  a  compact  group.  In  speaking 
of  amyotrophic  lateral  sclerosis  he  says  that  Eisenlohr 
found  the  posterior  nucleus  of  the  vagus    diseased  in  its 

35  Oppenheim:  Archiv.  fur  Psychiatrie,  xxiv.,  p.  75s. 
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lowest  portion.  Dejerine  also  found  this  posterior  nu- 
cleus altered,  while  the  anterior  was  normal,  and  Freund 
made  a  similar  observation.  Kronthal  and  he  (Oppen- 
heim)  each  found  the  posterior  nucleus  degenerated. 

Marinesco36  observed  degeneration  of  the  posterior 
vagus  nucleus  and  concluded  that  this  nucleus  must  be 
motor.  Van  Gehuchten37,  however,  has  offered  a  differ- 
ent explanation  for  Marinesco's  findings.38 

We  mention,  without  attempting  to  draw  any  con- 
clusions, that  degeneration  was  found,  not  only  in  the 
posterior  nucleus  of  the  vagus,  but  also  in  one  of  the 
laryngeal  muscles  examined. 

The  anterior  spinal  roots  in  our  case  are  only  slightly 
degenerated.  This  is  scarcely  what  we  should  expect  in 
view  of  the  extensive  atrophy  of  the  cells  of  the  anterior 
horns,  but  it  is  well  to  remember  that  the  condition  of 
these  roots  is  not  entirely  dependent  on  that  of  the  cells. 
Senator39  states  that  in  his  case  with  the  symptoms  of 
amyotrophic  lateral  sclerosis,  the  anterior  spinal  roots, 
even  in  the  cervical  and  thoracic  regions  where  the  motor 
cells  were  greatly  atrophied,  were  not  notably  degener- 
ated. 

While  the  nerves  arising  in  the  degenerated  cranial 
nuclei  in  Kronthal's  case  of  amyotrophic  lateral  sclero- 
sis were  also  degenerated,  the  nerves  arising  in  the  cord 
were  normal,  although  the  cells  of  the  anterior  horns  were 
entirely  degenerated  and  the  anterior  roots  were  much 
altered.  Kronthal  states  that  the  peripheral  nerves  have 
not  often  been  studied  in  amyotrophic  lateral  sclerosis. 
As  the  peripheral  ramifications  of  otherwise  normal 
nerves  in  some  cases  of  amyotrophic  lateral  sclerosis  were 

36  Marinesco:  Comptes  rendus  de  la  Societe  de  Biologie,  1897. 
87  Van  Gehuchten:    Centralblatt  fiir  Nervenheilkunde  und  Psy- 
chiatric, Beiheft,  Oct.,  1897,  p.  15. 

38  Considerable  evidence  has  been  offered  by  Mahaim  in  regard 
to  the  motor  functions  of  the  posterior  nucleus  of  the  vagus.  Journal 
de  Neurologie,  No.  13,  1898,  p.  259. 

39  Senator:  Deutsche  mcd.  Wochenschrift,  vol.  20,  p.  433. 
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diseased,  Kronthal  is  inclined  to  believe  that  the  degen- 
eration of  muscular  tissue  affects  the  nerve  terminations. 
The  case  of  muscular  dystrophy  studied  by  one  of  us 
(Spiller40)  demonstrates  the  fact  that  the  muscles  may  de- 
generate completely  and  the  intramuscular  nerve  bundles 
still  appear  perfectly  normal.  Kronthal41  is  positive  that 
degeneration  of  the  peripheral  nerves  does  not  necessarily 
follow  degeneration  of  the  cells  of  the  anterior  horns  of 
the  cord.  This  cannot  be  said  of  the  cranial  nerves  ac- 
cording to  his  views. 

Oppenheim42  makes  very  clear  statements  in  regard 
to  this  question.  According  to  him,  even  when  the  an- 
terior cells  of  the  cord  are  almost  entirely  destroyed,  the 
anterior  roots  may  not  be  notably  altered,  and  when  the 
anterior  cells  are  normal,  or  nearly  normal,  a  moderate 
atrophy  of  the  anterior  roots  may  be  found.  The  ex- 
planation for  this  he  is  unable  to  give.  Other  authors 
have  expressed  similar  views  based  on  pathological  find- 
ings. 

The  nearly  normal  condition  of  the  motor  cranial 
nerves  in  our  case,  notwithstanding  the  existence  of  symp- 
toms pointing  to  bulbar  involvement,  is  not  difficult  to 
explain.  The  pyramidal  tract  was  degenerated  above  the 
level  of  these  nuclei  and  consequently  the  central  neurons 
of  the  motor  cranial  nerves  were  probably  affected,  caus- 
ing in  this  way  symptoms  of  bulbar  paralysis.  Oppen- 
heim (1.  c.)  observed  symptoms  pointing  to  disease  of  the 
ninth,  tenth  and  eleventh  nerves  in  amyotrophic  lateral 
sclerosis,  but  no  changes  in  the  nuclei  of  these  nerves 
were  found.  Hoche43  has  been  able,  in  recent  hemiplegia 
and  in  amyotrophic  lateral  sclerosis,  to  trace  fibres  by  the 
method  of  Marchi  which  leave  the  medial  part  of  the. 
pyramidal  tract,  pass  into  the  raphe,  and  cross  transversely 

10  Spiller:  The  Journal  of  Nervous  and  Mental  Disease,  1897. 
41  Kronthal:  Neurologisches  Centralblatt,  1891,  p.  133. 
41  Oppenheim:  Archiv.  fiir  Psychiatrie,  xxiv.,  p.  758. 
,;t  Hoche:  Neurologisches  Centralblatt,   1897,  p.  245,  and  Archiv 
fiir  Psychiatrie,  xxviii.,  p.  980 
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to  the  facial  nucleus  of  the  opposite  side.  He  has  also 
traced  the  connection  of  the  hypoglossus  nucleus  with  the 
pyramidal  tract. 

The  fibres  of  the  pyramidal  tracts  are  not  entirely  de- 
stroyed in  our  case  of  amyotrophic  lateral  sclerosis,  and 
the  degeneration  is  less  intense  than  that  seen  after  cere- 
bral lesions.  This  has  been  noted  by  several  investigators 
in  other  cases  of  this  disease. 

Hoche44  found  that  the  Marchi  method  did  not  stain 
to  any  extent  the  pyramidal  tracts  of  the  cord,  oblongata, 
and  pons  in  his  study  of  amyotrophic  lateral  sclerosis,  but 
showed  numerous  black  dots  in  the  crus.  The  degener- 
ated motor  tracts  could  be  traced  into  the  central  gyri. 
This  is  in  favor  of  the  ascending  nature  of  the  degenera- 
tion, for  Marchi's  method  is  only  available  for  recent  de- 
generation, and  Hoche's  findings  are  in  accordance  with 
the  ascending  course  of  the  symptoms  in  many  cases. 
In  our  case  we  have  sought  to  find  recent  degeneration 
by  Marchi's  method,  but  have  not  been  able  to  employ 
tissue  from  a  lower  level  than  that  of  the  thalamus.  No 
degeneration  of  any  moment  has  been  detected  within 
the  inner  capsule,  and  if  a  gradually  ascending  degenera- 
tion existed  in  this  case  it  had  not  reached  the  thalamic 
region. 

CONSIDERATIONS  ON    AMYOTROPHIC    LATERAL      SCLE- 
ROSIS. 
By  Edward  D.  Fisher,  M.D. 

Dr.  Fisher  considered  amyotrophic  lateral  sclerosis  a 
disease  of  a  character  similar  to  that  of  progressive  mus- 
cular atrophy,  chronic  poliomyelitis,  and  tabes.  All  these 
were  simply  degenerative  diseases  of  the  nervous  system. 
Amyotrophic  lateral  sclerosis  was  not  an  entity,  and  the 
name  in  future  would  probably  be  abolished.  It  was  rare, 
indeed,  to  find  a  so-called  typical  case  of  progressive  mus- 

44  Hoche:  Neurologisches  Centralblatt,  1897,  p.  242. 
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cular  atrophy,  in  which  the  lesion  was  confined  to  the 
anterior  horns.  The  same  might  be  said  of  tabes,  the 
lesion  extending  beyond  the  posterior  columns,  involv- 
ing the  lateral  tracts,  and  also  the  peripheral  nervous  sys- 
tem. The  so-called  systemic  or  tract  diseases  were  relics 
of  an  old-time  nomenclature,  which  would  ultimately  dis- 
appear. In  all  these  diseases  the  physician  had  to  deal 
with  diffuse  affections  of  the  spinal  cord,  medulla  and 
brain.  The  author  presented  microscopical  sections  from 
a  case  which,  he  said,  was  a  typical  clinical  picture  of 
amyotrophic  lateral  sclerosis,  and  which  showed  disease 
of  both  lateral  and  posterior  columns  and  of  the  anterior 
horns. 

Dr.  William  C.  Krauss,  of  Buffalo,  presented  some 
specimens  for  microscopic  examination  which  showed  the 
characteristic  lesions  of  amyotrophic  lateral  sclerosis,  to- 
gether with  a  slight  sclerosis  of  the  posterior  columns, 
more  particularly  of  the  columns  of  Goll.  He  stated  that 
the  specimens  had  been  handed  to  him  for  examination 
and  he  did  not  know  much  about  the  clinical  history  of 
the  case. 

DISCUSSION. 

Dr.  Dercum  referred  to  the  fact  that  the  case  reported  by 
himself  and  Dr.  Spiller  was  in  the  beginning  apparently  one  of 
lateral  sclerosis,  the  lateral  column  symptoms  preceding,  with- 
out any  doubt,  the  muscular  atrophy.  When  the  latter  did 
make  its  appearance,  it  did  so  in  the  usual  manner,  affecting 
first  the  hypothenar  and  thenar  eminences.  The  bulbar  symp- 
toms were  probably  referable  to  changes  in  the  cerebral  motor 
tracts  above  the  nuclei  of  the  medulla  oblongata. 

Previous  to  his  death  the  man  had  lost  at  various  times 
control  over  the  bladder  and  rectum,  and  at  such  times  cathe- 
terization was  necessary;  the  lesion  of  the  bladder  found  at 
the  necropsy  may  have  had  its  origin  in  this  fact.  Neverthe- 
less, the  lesion  certainly  indicated  an  impaired  resistance  of  the 
tissues  of  the  bladder,  and  in  this  sense  was  trophic. 

Dr.  Dercum  said  he  was  not  prepared  to  go  as  far  as  Dr. 
Fisher  in  regarding  tabes  as  being  actually  related  to  the  dis- 
ease which  we  know  as  amyotrophic  lateral  sclerosis. 

Dr.  Charles  K.  Mills,  of  Philadelphia,  thought  that  the 
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microscopical  studies  in  a  case  like  the  one  reported  in  the 
paper  of  Drs.  Dercum  and  Spiller  were  of  great  practical 
value  to  the  clinician.  It  is  only  by  work  of  this  character  that 
we  shall  succeed  in  placing  upon  a  firm  foundation  the  various 
types  of  these  degenerative  nerve  diseases,  interpret  their  phe- 
nomena, and  study  them  from  a  more  comprehensive  stand- 
point. The  literature  emoted  by  Dr.  Dercum  and  Dr.  Spihci 
showed  how  frequently  different  portions  of  the  nervous  sys- 
tem— different  systems  of  neurons — are  attacked  in  these  dis- 
eases; it  also  showed  how  one  is  attacked  with  less  intensity 
than  another. 

Dr.  Mills  did  not  believe  that  a  disease  existed  which  could 
be  properly  classed  as  primary  lateral  sclerosis.  The  case  re- 
ported by  Drs.  Dercum  and  Spiller  fortified  this  view,  and  it 
was  further  strengthened  by  another  case  of  his  own  which  he 
had  not  yet  reported,  but  which  he  had  had  an  opportunity  to 
study  for  many  years  and  finally  to  examine  on  the  post- 
mortem table.  When  this  patient  had  first  come  under  his 
observation  at  the  University  Hospital  it  was  a  question 
whether  the  case  was  one  of  hysteria  of  the  spastic  type,  or  of 
primary  lateral  sclerosis.  He  remained  under  more  or  less 
constant  observation  for  several  years,  and  during  this  period 
the  symptoms  of  so-called  primary  lateral  sclerosis  gradually 
developed,  with  contractures,  and,  later,  bulbar  symptoms. 

Dr.  Mills  expressed  the  opinion  that  there  are  three  dis- 
tinct types,  or  rather  sub-types,  of  this  disease.  In  one  type 
the  symptoms  of  so-called  primary  lateral  sclerosis  develop 
early  and  contractures  and  bulbar  symptoms  later;  in  the 
second  type  muscular  atrophy  in  the  limbs  is  contemporaneous 
with  the  beginning  of  the  spastic  condition,  and  in  the  third 
type  special  bulbar  symptoms  develop  very  early. 

He  was  in  accord  with  the  remark  made  by  Dr.  Fisher  that 
amyotrophic  lateral  sclerosis  should  be  removed  entirelv  from 
the  classification  of  spinal  diseases.  It  cannot  be  regarded  as 
purely  cerebral,  or  spinal,  or  peripheral,  but  should  be  recog- 
nized as  an  affection  of  a  special  systems  of  neurons  which 
have  been  attacked  by  a  degenerative  process,  perhaps  due  to 
a  virus,  which  may  possess  an  elective  affinity  for  certain 
neurons. 

Dr.  P.  C.  Knapp,  of  Boston,  believed  that  many  neurolo- 
gists were  in  accord  with  Dr.  Fisher  in  his  rejection  of  amyo- 
trophic lateral  sclerosis  as  a  pathological  entity.  The  present 
situation  in  regard  to  the  classification  of  these  diseases  is 
somewhat  analogous  to  that  of  the  muscular  dystrophies.  A 
few  years  ago  several  clinical  types  of  the  latter  were  described 
with  great  accuracy,  according  to  the  groups  of  muscles  af- 
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fected,  and  now  we  have  merged  those  clinical  types  into  one 
disease. 

Dr.  Knapp  said  that  while  the  three  types  of  typical  amyo- 
trophic lateral  sclerosis,  progressive  spinal  muscular  atrophy 
beginning  in  the  thumb  muscles,  and  typical  bulbar  paralysis, 
mentioned  by  Dr.  Mills  were  well  recognized,  many  transi- 
tional types  were  met  with  which  did  not  absolutely  fit  any 
one  of  them.  We  must  recognize  that  there  is  but  one  patho- 
logical entity  in  the  whole  process. 

The  speaker  questioned  Dr.  Fisher's  statement  regarding 
the  frequency  of  syphilis  as  an  etiological  factor  in  these  cases. 
It  was  certainly  much  less  common  in  cases  of  degeneration  of 
the  motor  region  of  the  central  nervous  system  than  of  the 
sensory  region,  namely,  in  tabes. 

Dr.  H.  M.  Thomas,  of  Baltimore,  said  he  agreed  with  Dr. 
Knapp  that  no  satisfactory  distinction  could  be  drawn  between 
the  three  types  of  progressive  muscular  atrophy — amyotrophic 
lateral  sclerosis,  progressive  muscular  atrophy  (type  Aran- 
Duchenne)  and  progressive  bulbar  paralysis.  For  the  proper 
understanding  of  the  question  we  must  take  into  consideration 
the  historical  development  of  this  disease.  When  Charcot 
described  amyotrophic  lateral  sclerosis  all  forms  of  progressive 
muscular  wasting  were  included  in  the  title,  "progressive  mus- 
cular atrophy,"  and  were  believed  to  be  due  to  a  primary 
disease  of  the  ventral  horns.  This  included  what  we  now  call 
the  muscular  dystrophies  as  well  as  some  other  diseases.  From 
this  great  group  Charcot  distinguished  certain  cases  which  had 
a  sharp,  clinical  picture.  The  disease  began  with  a  spastic 
paralysis  of  the  arms,  and  this  was  followed  by  a  diffuse  wast- 
ing of  the  paralyzed  muscles.  Spastic  rigidity  of  the  legs  was 
associated  with  this,  and  later  the  bulbar  muscles  were  in- 
volved. The  anatomical  picture  corresponding  to  this  was  a 
lesion  in  the  pyramidal  tracts  combined  with  one  of  the  ven- 
tral horns.  The  lesion  in  the  pyramidal  tracts,  Charcot  be- 
lieved to  be  primary.  To  this  disease  he  gave  the  name  amyo- 
trophic lateral  sclerosis.  About  the  same  time,  Leyden  de- 
scribed the  same  anatomical  findings  in  cases  of  progressive 
bulbar  paralysis.  In  these  cases  the  spastic  condition  of  the 
limbs  had  not  been  present  during  life.  Leyden  thought  that 
the  disease  might  be  primarily  anywhere  in  the  motor  path. 
After  attention  had  been  called  to  this  sclerosis  of  the 
pyramidal  tracts,  it  was  found  more  and  more  frequently;  so 
much  so  that  some  authors,  Gowers  among  them,  believed 
that  it  was  a  constant  lesion  and  that  there  were  no  cases  in 
which  the  disease  was  confined  to  the  ventral  horns,  the  lesion 
which    Charcot   had   considered   characteristic   of   the   Aran- 
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Duchenne  type  of  progressive  muscular  atrophy.  Later  obser- 
vations have  shown  that  certain  rare  cases  occur  in  ■which  the 
disease  is  confined  entirely  to  the  lower  motor  segment.  It  is, 
however,  impossible  to  distinguish  these  cases  clinically.  The 
muscular  spasm,  upon  which  Charcot  laid  such  stress,  occurs, 
as  he  described  it,  in  only  a  few  of  the  cases  in  which  the  charac- 
teristic lesions  of  amyotrophic  lateral  sclerosis  are  found  after 
death.  It  may  vary  in  every  degree,  even  to  complete  flac- 
cidity  with  loss  of  the  deep  reflexes.  If  the  term,  amyotrophic 
lateral  sclerosis,  is  used  in  its  purely  anatomical  sense,  or  if  it 
is  used  to  characterize  those  cases  which  follow  the  clinical 
picture  which  Charcot  drew,  it  may,  perhaps,  be  allowable, 
but  it  cannot  be  used,  as  is  the  custom,  in  both  these  senses. 
The  name  itself  is  a  bad  one,  combining  as  it  does  a  symptom 
— muscular  atrophy — and  a  disease  process  of  the  central 
nervous  system — lateral  sclerosis — which  are  really  not  de- 
pendent upon  each  other.  It  seemed  to  Dr.  Thomas  better 
not  to  use  the  name  and  to  class  these  three  diseases  under  the 
general  title  of  progressive  (central)  muscular  atrophy,  for  it  is 
probable  that  they  all  are  simply  variations  of  one  and  the 
same  disease  which  sometimes  begins  in  the  upper  motor  seg- 
ment, sometimes  in  the  lower,  and  usually  involves  both.  Bul- 
bar paralysis  would  represent  the  group  in  which  the  motor 
nuclei  in  the  medulla  oblongata  are  involved  early  or  exten- 
sively. 

Dr.  Spiller,  in  closing,  said  he  felt  perfectly  sure  that  dis- 
ease of  the  anterior  horns  could  exist  without  degeneration  of 
the  pyramidal  tracts.  He  stated,  in  regard  to  the  relation  of 
tabes  to  amyotrophic  lateral  sclerosis,  that  a  man  might  have 
degeneration  of  the  lateral  columns  and  later  a  similar  affection 
of  the  posterior  columns;  indeed,  one  process  might  possibly 
predispose  to  the  other,  but  it  could  not  be  said  that  the  two 
diseases  were  related.  Dr.  Spiller  said  that  we  have  no  satis- 
factory evidence  that  amyotrophic  lateral  sclerosis  is  due  to  a 
virus. 

Dr.  Fisher,  in  closing,  said  the  discussion-  on  the  two 
papers  had  clearly  shown  just  what  the  present  opinion  of 
neurologists  is  regarding  this  class  of  affections.  Even- 
tually, he  thought,  the  influence  of  the  past  would  be  shaken 
off,  and  a  new  and  more  correct  classification  of  these  diseases 
would  result.  The  pure  types  of  this  class  of  affections,  which 
were  formerly  described,  are  as  a  matter  of  fact  rarely  met 
with;  there  are  many  transitional  types,  but  no  distinct  clinical 
entities. 


REPORT  OF  A  CASE   OF   TABES   WITH    HEPATIC  CRISES; 

AUTOPSY.* 
By  William  C.  Krauss,  M.D., 

BUFFALO,   N.    Y. 

In  a  personal  experience  with  twenty-two  cases  of  tabes 
dorsalis,  I  have  met  with  all  the  major  symptoms  and  nearly 
all  the  minor  ones  of  this  disease,  as  depicted  in  the  treatises 
on  nervous  diseases  and  in  the  special  monographs  on  this 
subject.  In  only  one  case  have  I  encountered  phenomena  not 
elsewhere  observed  by  me,  and  as  far  as  I  am  able  to  learn, 
not  heretofore  described.  It  may  be  presumptuous  to  call  the 
attacks  noted, — crises,  or  to  regard  them  as  part  and  parcel  of 
the  tabetic  syndrome,  but  they  resembled  closely  other  com- 
monly observed  crises  in  character  and  sequence,  that  I  un- 
hesitatingly connect  them  with  the  disease,  and  will  character- 
ize them  as  hepatic  crises. 

The  following  peculiar  and  distressing  attacks  have  been 
differentiated  by  various  observers,  and  characterized  by 
Charcot  as  crises  tabetiques;  they  have  been  called  respectively, 
according  to  the  organ  or  part  affected,  gastric,  laryngeal, 
pharyngeal,  bronchial,  cardiac,  nephralgic,  intestinal,  vesical, 
rectal,  clitoric  or  urethral  crises.  These  all  agree  in  so  far 
that  they  are  periodic,  paroxysmal,  limited  to  the  one  organ, 
are  accompanied  by  pain  and  motor  activity,  and  call  forth  the 
special  function  of  the  organ  involved.  Thus,  for  instance,  the 
rectal  crises  are  attacks  of  intense  pain  in  the  rectum  with 
tenesmus,  and  accompanied  by  a  sensation  as  if  a  foreign  body 
were  to  be  expelled.  Hence  in  hepatic  crises  one  would  expect 
to  find  periodic  paroxysms  of  pain  over  the  hepatic  area,  with 
jaundice  and  clay-colored  stools  not  referable  to  any  diseased 
condition  of  the  liver  itself.  Such,  in  truth,  were  the  symptoms 
observed  in  the  following  interesting  case: 

Mrs.  G.;  age,  44  years;  height,  5  feet  3  inches;  weight,  138 
pounds;  complexion  dark. 

Family  history  was  negative. 

Early  history:  From  childhood  to  commencement  of 
present  trouble  she  had  always  enjoyed  good  health.  She 
gave  no  history  of  syphilis,  either  hereditary  or  acquired.  She 
menstruated  when  14  years  old,  and  married  when  23.  About 
eight  years  before  her  death  she  began  to  have  shooting  pains 
in  her  legs,  occurring  at  intervals  and  disappearing.  Gradu- 
ally   difficulty    in    locomotion    developed,    so    that  she  was 

*Read    at  the  twenty-fourth   annual   meeting  of  the  American 
Neurological  Association,  May,  1898. 
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obliged  to  walk  with  a  cane,  then  with  one  crutch,  then  two 
crutches,  and  on  this  account  she  sought  admission  into  the  St. 
Francis'  Hospital  for  the  Chronic  Sick  and  Aged  in  1890. 
About  this  time  she  began  to  have  excruciating  pains  over  the 
right  side  of  the  chest,  close  to  the  lower  border  of  the  ribs, 
accompanied  by  a  pronounced  jaundice.  These  spells  oc- 
curred every  four  to  five  weeks,  obliging  her  to  keep  her  bed 
for  two  to  three  days  at  a  time,  and  then  would  pass  off  slowly, 
leaving  her  weak  and  exhausted  for  several  days.  The  pain 
was  diffuse,  neuralgic  in  character,  uninterrupted,  deep-seated 
and  very  intense,  necessitating  the  administration  of  large 
doses  of  morphia.  The  jaundice  would  remain  for  from  four  to 
six  days,  then  would  totally  disappear.  These  spells  were  not 
accompanied  by  any  nausea,  vomiting  or  gastric  disturbance 
of  any  kind.  She  usually  partook  of  fluid  food  at  these  times 
without  experiencing  any  distress;  her  bowels  were  regular, 
stools  were  clay-colored  during  these  crises;  at  other  times  they 
were  normal,  and  the  urine  showed  traces  of  bile  pigment,  but 
no  sugar  or  albumin. 

An  examination  of  her  condition  in  1890  revealed  the  fol- 
lowing symptoms:  Mind  was  active  and  acute,  memory  was 
good,  and  she  slept  well.  Her  head  was  not  painful  to  percus- 
sion, and  she  gave  no  history  of  headaches. 

Eyes:  Pupils  were  contracted;  Argyll-Robertson  pupil 
was  present.  No  history  of  ptosis,  double  vision,  or  dimness  of 
vision  could  be  obtained  and  the  ophthalmoscopic  examination 
showed  no  atrophy  of  the  optic  nerve. 

Xo  disturbances  of  the  senses  of  smell,  taste  or  hearing 
were  discoverable. 

Strength  of  the  hands  was  well  preserved.  No  marked 
inco-ordination  of  the  movements  of  the  hands  or  arms  was 
seen,  and  she  was  able  to  do  some  sewing  and  to  make  button- 
holes for  coatmakers.  The  legs,  on  the  contrary,  showed  an 
extreme  degree  of  inco-ordination,  the  gait  was  markedly 
ataxic,  Romberg's  symptom  was  present  and  the  tendon  re- 
flexes were  abolished.  No  disturbances  of  sensation  existed, 
and  the  vesical  and  rectal  reflexes  were  also  undisturbed. 

Palpation  of  the  abdomen  revealed  no  hepatic  enlarge- 
ment, no  tenderness  over  the  hepatic  area,  or  over  the  abdo- 
men. This  was  in  marked  contrast  to  the  condition  present 
during  one  of  the  crises.  The  hepatic  area  was  then  so  sensitive 
that  she  could  not  bear  the  weight  of  her  clothing,  and  she 
immediately  went  to  bed  when  the  attack  was  about  to  begin. 

Examination  of  the  feces  showed  no  presence  of  bile,  and 
no  gall  stones.  The  urine  was  highly  colored,  and  gave  the 
bile  reactions. 
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During  these  attacks,  the  skin,  mucous  membranes,  con- 
junctivae, and  even  the  scalp  were  all  highly  jaundiced,  and 
she  complained  of  the  bitter  taste  in  her  food. 

The  attack  lasted  two  or  three  days,  and  the  intense  pain 
was  partially  relieved  by  large  doses  of  morphia  hypoder- 
mically  administered.  Her  condition  following  one  of  these 
attacks  was  one  of  great  debility  and  prostration  for  fully  a 
week.  She  then  slowly  recovered  and  was  able  to  sew  and  take 
her  daily  suspensions. 

The  ataxia  became  so  pronounced  that  she  was  unable  to 
walk  from  her  bed  to  the  chair,  and  eventually  had  to  be  car- 
ried, until  she  became  totally  bedridden. 

She  gradually  lost  in  strength;  the  hepatic  disturbance 
became  more  and  more  intense,  and  in  April,  1894,  she  died 
from  inanition. 

The  autopsy  was  made  the  day  after  her  death ;  special  at- 
tention being  directed  to  the  brain,  spinal  cord  and  liver. 

The  brain  was  apparently  unaffected;  the  dura  and  pia 
were  moderately  injected,  were  not  adherent,  and  the  Pac- 
chionian bodies  were  not  enlarged. 

The  spinal  cord  was  not  abnormal  to  the  eye,  and  after  the 
removal  of  the  dura,  the  cord  was  placed  in  Miiller's  fluid  for 
microscopical  examination. 

The  heart  and  lungs,  likewise  the  abdominal  viscera,  were 
normal  in  size,  appearance  and  consistency.  The  liver  was  not 
enlarged,  and  weighed  3^  pounds.  Its  capsule  was  not  ad- 
herent, and  on  section  was  firm  and  uniform  throughout.  The 
hepatic  vessels  were  moderately  engorged  with  blood.  The  cut 
surface  showed  slightly  the  mottled  appearance  characteristic 
of  nutmeg  liver,  and  the  hepatic  and  portal  vessels  contained  a 
large  quantity  of  blood. 

The  gall  bladder  was  filled  with  bile,  contained  no  gall 
stones,  and  the  ductus  choledochus  and  accessory  ducts  were 
passable  with  a  sound. 

The  liver  was  cut  into  small  cubes  about  one  inch  thick, 
so  that  no  new  growth  of  any  kind  would  be  overlooked,  and 
many  of  these  cubes  were  placed  in  alcohol  and  Miiller's  fluid 
for  further  examination. 

After  the  usual  hardening  and  imbedding  methods  had 
been  employed,  the  liver  and  spinal  cord  were  cut  and  stained 
with  the  carmine,  hematoxylin,  and  by  Weigert's  method,  and 
mounted  in  balsam. 

The  spinal  cord  sections  showed  sclerosis  of  the  posterior 
tracts  throughout  the  entire  length  of  the  cord.  The  per- 
ipheral nerves  were  not  examined. 

The  liver  appeared  to  be  in  the  early  stages  of  chronic 
congestion,  otherwise  known  as  nutmeg  liver.     There  was, 
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however,  little  atrophy  of  the  cells  about  the  central  vein,  and 
but  very  little  pigment  scattered  throughout  the  cells.  The 
vessels  were  not  particularly  engorged,  nor  had  any  hyper- 
trophy taken  place  in  their  walls. 

As  a  result  of  the  microscopical  examination,  we  find  the 
characteristic  lesions  in  the  posterior  tracts  of  the  cord, 
and  a  nutmeg  liver  in  its  early  or  imperfect  state. 

The  latter  was  without  any  cardiac  or  pulmonary  disease, 
or  any  new  growth  producing  pressure  on  the  inferior  vena 
cava  or  obstructing  the  return  of  venous  blood  to  the  thoracic 
organs.  Neither  were  any  of  the  sequelae  or  concomitants  of 
chronic  venous  engorgement  present;  such  as  ascites,  hemor- 
rhoids, varices,  intestinal  catarrh  or  diarrhea. 

No  condition  was  present,  therefore,  which  would  explain 
the  mechanism  of  this  congestion,  which  was  purely  a  me- 
chanical one.  On  the  other  hand,  no  condition  was  present 
in  the  liver,  to  explain  the  symptoms  presented  by  this  patient. 
No  neoplasm  of  any  kind,  no  hepatitis,  and  no  gall  stones  were 
found.  A  chronic  congested  liver  is  not  accompanied  by  any 
pain  whatever,  does  not  produce  a  very  high  degree  of  jaun- 
dice, does  not  cause  paroxysmal  symptoms,  and  can  often  be 
diagnosed  by  its  enlargement. 

It  would  seem  that  some  disturbance  to  the  nerve  supply 
of  the  liver  and  gall  bladder  was  present  in  this  case,  possibly 
producing  constriction  of  the  bile  ducts  and  a  consequent  dam- 
ming back  of  the  bile  secretion. 

The  occurrence  of  crises  in  tabes  dorsalis  is  rather  rare, 
as  in  the  twenty-two  cases  observed  by  me,  only  one  other 
case  presented  these  symptoms,  and  they  were  referable  to  the 
stomach;  were  gastric  crises.  Riley1  in  his  study  of  sixty-one 
cases  of  tabes  found  gastric  crises  in  eleven  cases  and  laryngeal 
crises  in  six  cases.  No  other  crises  were  observed.  Olivet,2 
in  studying  the  cases  of  tabes  at  the  Gottingen  clinic  from  1877 
to  1889,  forty-three  cases  in  all,  found  only  four  patients  suf- 
fering from  gastric  crises.  In  the  four  hundred  cases  studied 
by  Leimbach3  in  Professor  Erb's  clinic,  only  six  per  cent,  were 
found  suffering  with  tabetic  crises. 

As  a  rule  the  crises  affect  only  one  organ,  but  Grabower 4 
reported  a  case  to  the  Berlin  Neurological  Society  in  1896,  in 
which  laryngeal,  pharyngeal  and  gastric  crises  were  present  in 
the  same  patient. 

'Journal  of  Nervous  and  Mental  Disease,  Sept.,  1898. 
*Inaugural  Dissertation,  Univ.  Gottingen,  1891. 
4Zeitschrift  f.  Nervenheilkunde,  1895,  VII. 
♦Neurologisches  Centralblatt,  Feb.  1.  1896. 
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DISCUSSION. 

Dr.  William  Osier  inquired  whether  any  fever  accompa- 
nied the  patient's  attacks  of  liver  trouble,  and  how  long  before 
her  death  they  had  ceased.  The  pain  and  jaundice  accompany- 
ing the  attacks  would  lead  one  to  suspect  the  presence  of  gall 
stones.  Even  though  no  gall  stones  were  found  at  the  necropsy 
that  did  not  exclude  the  possibility  that  they  were  present  dur- 
ing life  and  gave  rise  to  the  hepatic  symptoms. 

Dr.  Krauss,  in  answer  to  Dr.  Osier,  said  the  patient  had 
had  no  fever  whatever  during  her  hepatic  crises,  and  she  had 
had  these  attacks  until  the  time  of  her  death.  In  fact,  she  was 
in  a  jaundiced  condition  when  she  died.  The  faeces  were  ex- 
amined almost  every  day,  but  no  traces  of  gall  stones  were 
ever  found. 


MINUTE  ON  THE  DEATH  OF  DR.  E.  C.  SEGUIN. 

The  committee  appointed  by  the  American  Neurological 
Association  to  take  action  regarding  the  death  of  the  late  Dr. 
Edward  Constant  Seguin  report  the  following  minute: 

The  association  has  learned  with  deep  sorrow  of  the  death 
of  Dr.  Seguin.  He  was  one  of  the  charter  members  of  the 
association ;  for  many  years  he  acted  most  efficiently  as  its  sec- 
retary and  treasurer;  and  he  was  its  president  at  the  fifteenth 
annual  meeting  held  in  1889. 

Some  of  his  most  valuable  contributions  to  neurological 
medicine  were  in  the  form  of  papers  read  before  this  association, 
and  he  frequently  took  part  in  the  debates  of  the  association, 
his  remarks  always  being  well  considered  and  of  permanent 
value.  The  older  members  of  the  association  will  recall  the 
continuous  and  close  interest  which  he  took  in  its  proceedings. 
He  was  courteous  in  his  bearing,  but  was  courageous  in  the 
assertion  of  his  opinions  and  in  the  maintenance  of  his  po- 
sitions. He  was  always  appreciative  of  the  merits  of  his  col- 
leagues. 

As  a  teacher  and  writer  his  work  is  of  the  very  highest 
order.  As  a  neurological  practitioner  he  has  probably  never 
been  excelled.  No  physician  ever  gave  closer  or  more  pains- 
taking attention  to  those  by  whom  he  was  consulted. 

In  common  with  his  father  he  took  great  interest  in  the 
study  both  of  idiocy  and  of  medical  thermometry,  adding  much 
of  great  value  to  our  knowledge  of  these  subjects.  He  was 
largely  instrumental  in  introducing  to  the  profession  in  this 
country  the  use  both  of  general  and  surface  thermometry. 

Dr.Seguin's  contributions  to  neurology  and  to  general 
medicine  have    given    him  a    prominent  position  in  medical 
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literature.  He  and.  one  or  two  others  may  be  regarded  as  the 
pioneers  of  American  neurology.  His  contributions  to  the 
therapeutics  of  nervous  diseases  are  especially  valuable.  His 
work  entitled  "Opera  Minora"  contains  a  number  of  papers  of 
great  scientific  and  practical  value.  His  pathological  investi- 
gations into  the  nervous  system  were  among  the  most  im- 
portant in  the  history  of  American  neurology  in  the  first  ten 
years  of  the  existence  of  this  association. 

J.  J.  Putnam, 
L.  C.  Gray, 
C.  K.  Mills. 


THE    FORMATION    AND     EXCRETION     OF    THE     META- 

PLASM     GRANULES    OF    THE    NEURON.* 

By  Ira  Van  Gieson,  M.D. 

Dr.  Van  Gieson  described  the  constituents  of  the  ganglion 
cells  and  referred  to  the  reticulum,  which  transmits  the  im- 
pulses and  subserves  the  phenomena  of  retraction  and  exten- 
sion of  the  neuron.  The  speaker  said  that  when  the  food  sup- 
ply of  the  ganglion  cell  is  diminished — as  it  is  in  alcoholism, 
in  over-fatigue,  etc. — we  get  an  indication  of  it  in  an  excretion 
of  particles  which  escape  from  the  cell,  pass  out  of  the  lymph 
space  and  cluster  about  the  blood  vessels.  These  metaplastic 
elements  are  the  results  of  over-fatigue — of  a  diminished  food 
supply  to  the  nerve  cells.  Dr.  Van  Gieson  said  that  the  chemic 
processes  which  accompanied  this  destructive  metaplasm  of 
ganglion  cells  must  still  be  worked  out.  He  had  come  to  re- 
alize the  fact  that  these  nerve  changes  were  not  altogether  of 
toxic  origin,  but  that  we  must  also  take  into  consideration  the 
quantitative  and  qualitative  food  supply  of  the  cells. 

Dr.  Van  Gieson  thought  that  in  amaurotic  family  idiocy 
there  was  an  indication  of  a  diminished  food  supply  to  the 
nerve  cells.  He  agreed  with  Dr.  Sachs  that  it  was  bad  to 
make  a  distinction  between  arrested  development  and  patho- 
logical processes.  If  we  find  a  degenerative  process  in  an 
adult,  we  call  it  by  its  proper  name;  in  a  child,  we  call  it  ar- 
rested development.  One  is  the  result  of  the  other;  degenera- 
tion is  the  result  of  arrested  development.  He  suggested  the 
name  of  chronic  parenchymatous  degeneration  in  infancy. 


*Read    at    the    twenty-fourth    annual    meeting    of    the    American 
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DISCUSSION. 

Dr.  Dercum  inquired  whether  the  process  described  by 
Dr.  Van  Gieson — the  excretion  by  the  nerve  cell  of  these  meta- 
plasm  granules — was  not  in  a  measure  a  normal  process  ? 

Dr.  Sachs  asked  Dr.  Van  Gieson  whether  he  thought  it 
conceivable  that  the  metaplastic  changes  he  had  described  were 
due  to  a  condition  of  starvation.  If  so,  the  question  might 
arise  whether  the  cell  changes  described  in  amaurotic  family 
idiocy  were  primary  or  secondary,  for  children  afflicted  with 
that  disease  die  in  a  state  of  marasmus. 

Dr.  J.  J.  Putnam  thought  that  the  explanation  given  by 
Dr.  Van  Gieson  of  the  metaplastic,  changes  in  the  nerve  cells, 
as  a  result  of  interference  with  their  nutrition,  indicated  that 
a  much  greater  interdependence  exists  between  the  nerve  tis- 
sues and  other  parts  of  the  body  than  we  now  fully  recognize. 
That  such  a  thing  is  possible,  and  even  probable,  is  evidenced 
by  what  we  know  of  other  conditions;  for  example,  the  in- 
fluence exerted  by  the  thyroid  on  the  general  nutrition  of  the 
body. 


A  CASE  OF  ERYTHROMELALGIA  WITH  MICROSCOPICAL 
EXAMINATION  OF  TISSUE  FROM  AN  AMPUTATED 
TOE.* 
By  S.  Weir  Mitchell,  M.D.,  LL.D.,  and  Wm.  G.  Spiller,  M.D. 

Drs.  Mitchell  and  Spiller  reported  a  case  of  erythromelal- 
gia  in  which  the  signs  of  the  disease  were  almost  confined  to 
one  of  the  great  toes.  Amputation  of  the  toe  had  been  resorted 
to,  although  considerable  doubt  was  felt  as  to  the  benefit  to  be 
derived  from  the  operation.  The  nerves  of  the  toe  were  in- 
tensely degenerated,  and  the  vessels  presented  a  high  degree  of 
arteriosclerosis.  The  amputated  bones  were  larger  than  the 
corresponding  ones  in  a  normal  adult  male.  The  case  re- 
ported by  Auerbach  and  the  one  by  Mitchell  and  Spiller  are  the 
only  cases  on  record  in  which  important  pathological  changes 
have  been  found,  since  the  disease  was  first  described  in  1872. 
Drs.  Mitchell  and  Spiller  believed  that  involvement  of  the  sen- 
sory fibres  anywhere  between  the  spinal  cord — or  possibly 
within  the  spinal  cord — and  the  peripheral  ramifications  is 
capable,  under  certain  circumstances,  of  causing  erythromelal- 
gia:  though  hysteria  may  present  similar  symptoms. 

♦Read  at  the  twenty-four  annual  meeting  of  the  American  Neuro- 
logical Association,  May,  1898. 
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A    CASE    OF    SYRINGOMYELIA    WITH    UNUSUAL    SYMP- 
TOMS;  AUTOPSY;   MICROSCOPICAL   REPORT.* 

By  W.  N.  Bullard,  M.D.  and  J.  J.  Thomas,  M.D. 

Drs.  Bullard  and  Thomas  reported  the  case  of  a  boy,  pre- 
viously healthy  and  of  fairly  healthy  antecedents,  who,  when 
three  years  old,  became  subject  to  attacks  of  headache  of  much 
severity,  lasting  an  hour  or  more ;  these  increased  in  frequency 
and  severity,  and  were  soon  accompanied  by  vomiting.  This 
condition  continued  three  years,  growing  gradually  worse,  and 
at  the  end  of  that  time  staggering  was  noticed  and  a  severe 
double  optic  neuritis  occurred,  which  soon  produced  double 
optic  atrophy  and  nearly  total  blindness.  The  headaches,  vom- 
iting attacks  and  blindness  continued  much  the  same  for 
nearly  two  years — the  remainder  of  the  patient's  life.  At 
times  the  pain  and  prostration  were  such  that  he  was  in  bed 
for  days  or  weeks  at  a  time ;  then  he  would  improve,  and  would 
be  able  to  be  up  and  about  like  a  healthy  child.  During  this 
time  the  general  adipose  tissue  increased  greatly,  so  that  the 
patient  became  obese;  and  to  this  condition  were  added,  later, 
exophthalmos  and  an  appearance  suggesting  myxoedema.  These 
two  symptoms,  however,  disappeared  after  a  month  or  two. 
During  the  first  part  of  this  time  (in  March,  1895)  temporary 
paresis  of  both  external  recti  and  nystagmus  were  noticed.  No 
further  changes  in  the  symptoms  occurred  until  about  ten 
months  after  the  blindness  began,  when  paraplegia,  accom- 
panied by  incontinence  of  urine  and  faeces,  began  suddenly  and 
became  permanent.  At  the  same  time  a  temporary  paralysis 
of  the  left  face  and  some  weakness  of  the  upper  extremities 
appeared.  Bed-sores  developed,  but  later  improved,  and  the 
child  was  in  good  general  condition,  although  the  obesity  had 
somewhat  diminished  at  the  time  of  death,  which  resulted  from 
typhoid  fever. 

At  the  autopsy  a  marked  dilatation  of  all  the  ventricles  and 
of  the  iter  was  found.  The  branching  cavity  in  the  cord 
seemed  to  originate  in  the  gray  matter,  and  not  to  be  a  divertic- 
ulum of  the  central  canal,  although  at  the  point  of  greatest 
dilatation  of  the  cavity,  in  the  lower  cervical  region,  the  cen- 
tral canal  opened  into  and  became  a  part  of  the  general  cavity. 
Above  the  point  of  greatest  dilatation  of  the  cavity  .was  an  as- 
cending degeneration  of  the  direct  cerebellar  tract,  the  tract  of 
Gowers,  and  the  posterior  columns.  Below  this  point  marked 
degeneration  of  the  direct  and  crossed  pyramidal  tracts,  dif- 
fuse   atrophy    of    the    posterior    columns,    and    well-marked 

♦Read    at    the    twenty-fourth    annual    meeting    of    the    American 
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atrophy  of  the  tract  of  Gowers  were  found.  At  the  point  of 
greatest  dilatation  of  the  cavity  were  extensive  degeneration 
of  all  the  fibres  of  the  white  matter  of  the  cord,  and  marked 
distortion  of  the  gray  matter,  in  which,  however,  fairly  normal 
nerve  cells  in  moderate  numbers  were  found.  The  neuroglia 
fibres  in  the  atrophied  tracts  were  increased,  and  the  neuroglia 
proliferation  about  the  cavity  in  the  cord  was  distinct. 

THE     NEUROLOGICAL     ASPECT     OF     PUBLIC-SCHOOL 

EDUCATION.* 

By  John  Punton,  M.D. 

Dr.  Punton  believed  that  serious  defects  still  existed  in 
the  routine  methods  of  public-school  education  and  training  of 
the  young,  which  were  attested  not  only  by  the  general  public 
but  also  by  the  teachers  and  officers  of  schools.  Moreover,  all 
recognized  that  marked  constitutional  differences  and  defects 
existed  in  both  mind  and  body  in  children  of  every  class  of  so- 
ciety, but  the  special  relation  which  they  bore  to  modern  edu- 
cational methods  was  not.  so  well  understood  as  it  should  be. 
The  vital  relation  of  these  lesions  of  organization  to  the  proper 
protection  and  health  of  the  race  on  the  one  hand,  and  the  pre- 
vailing vices  and  social  evils  on  the  other,  together  with  their 
special  relation  to  public-school  education,  presented  a  phase 
of  the  subject  which  so  far  had  received  but  little  attention  in 
America,  but  which  really  constituted  the  neurological  aspect  of 
education.  What  was  necessary  to  be  done,  nay,  even  de- 
manded, was  to  fix  certain  definite  standards  of  weight  and 
measurements  for  every  age  and  height;  any  pupil  found  to  be 
above  or  below  this  standard  should  be  treated  accordingly.  In 
almost  every  city  in  the  world  anthropometrical  investigations 
had  now  been  made,  and  the  unanimous  verdict  had  been 
reached  that  the  mental  output  of  the  pupil  was  directly  related 
to  his  height,  weight  and  physical  measurements,  and  that 
there  was  a  physical  basis  for  precocity  on  the  one  hand  and 
mental  dullness  on  the  other. 

DISCUSSION. 

Dr.  Worcester  expressed  his  entire  approval  of  the  con- 
tents of  this  paper,  and  his  belief  that  the  present  system  of 
education  for  young  children,  at  least,  is  radically  defective. 
He  believed  that  children  were  kept  steadily  in  school  at  work 
which  is  often  distasteful  to  them,  until  they  got  a  strong  dis- 
like for  study,  and  that  the  results,  in  the  matter  of  acquisition 
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even,  are  not  as  good  as  they  might  be  by  other  methods.  He 
had  in  mind  a  boy  who  went  to  school  in  a  very  desultory 
fashion  until  fourteen  years  of  age,  and  was  then  sent  to  the 
city  high  school.  He  could  not  have  passed  the  examination 
for  admission  to  that  grade,  but  he  was  allowed  to  go  in  as  an 
outsider;  yet  from  the  outset  he  stood  among  the  first  in  his 
class,  and  kept  his  position  until  graduation.  There  were  prob- 
ably other  boys  just  as  bright  who  had  been  going  to  school 
every  day  since  they  had  arrived  at  school  age,  and  were  not 
in  advance  of  the  boy  who  had  "run  wild"  until  the  age  of  four- 
teen. 

Dr.  Punton  remarked  that  his  object  in  writing  the  paper 
was  to  direct  the  attention  of  the  members  of  the  association 
to  this  subject. 


21.  Ueber  die  chirurgische  Behandlung  der  Hirnsyphilis  (Concern- 
ing the  Surgical  Treatment  of  Cerebral  Syphilis).  F.  v.  Fried- 
lander  and  H.  Schlesinger  (Mitteilungen  aus  den  Grenzgebieten 
der  Medizin  und  Chirurgie,  Vol.  Ill,  No.  2). 

A  case  is  reported  in  which  a  gumma  was  removed  from  the 
lower  part  of  the  central  gyri.  An  almost  isolated  cortical  hypo- 
glossus  paralysis  is  mentioned,  among  other  interesting  features. 
This  is  an  evidence  of  the  existence  of  a  distinct  cortical  hypo- 
glossus  center  in  man,  similar  to  that  shown  by  Beevor  and  Horsley 
in  the  orang-outang,  and  probably  located  in  the  lowest  fourth  of  the 
anterior  central  gyrus.  Vasomotor  disturbance  was  noted  on  the 
paralyzed  side  except  in  the  face,  and  this,  the  writer  believes,  shows 
the  existence  of  a  cortical  vasomotor  center  in  man.  Pronounced  hy- 
peralgesia, delayed  and  repetition  of  sensation  were  observed  on  the 
paralyzed  side  for  about  three  weeks  after  the  operation.  Attacks  of 
pain  and  hyperalgesia  in  the  affected  limbs  in  cases  of  tumor  in  the  cen- 
tral gyri  have  been  noted  repeatedly,  but  delayed  sensation  of  pain 
has,  heretofore,  been  found  only  in  spinal  and  peripheral  nerve  lesions. 
This  case,  therefore,  shows  that  delayed  sensation  of  pain  may  be  due 
to  cortical  lesions.  This  phenomenon  is  explained  as  summation  of 
irritation.  The  case  seems  to  indicate  also  that  the  temperature  sense 
has  a  cortical  representation  not  identical  with  that  of  the  other 
sensations. 

The  authors  believe  that  in  cases  in  which  a  distinct  history  of 
syphilis  has  been  obtained,  and  in  which  antisyphilitic  treatment  has 
failed,  or  the  tumor  threatens  Hie,  surgical  interference  is  proper,  pro- 
vided the  symptoms  do  not  indicate  a  tumor  of  very  large  size.  The 
indications  for  operation  are: 

1.  Symptoms  indicating  a  tumor  of  slow  development,  accessible 
and  small,  when  an  antisyphilitic  treatment  has  failed. 

2.  Progression  of  the  symptoms  in  spite  of  antisyphilitic  treat- 
ment, when  danger  to  life  exists. 

3.  Jacksonian  epilepsy  after  antisyphilitic  treatment  has  been  em- 
ployed, and  after  the  other  symptoms  of  tumor  have  disappeared. 

The  contraindications  are: 

1.  Symptoms  of  basal  or  extensive  spinal  syphilis. 

2.  Great  loss  of  strength,  amyloid  degeneration  and  other  com- 
plications of  vital  organs.  Spiller. 
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December  6th,  1898. 

The   President,   Dr.    Frederick   Peterson,   in  the   Chair. 

A    CASE    OF    ACROMEGALY. 

Dr.  W.  M.  Leszynsky  presented  a  man,  thirty-six  years  of 
age,  who  had  been  a  steady  drinker  of  whisky.  About  one 
year  ago  his  sight  became  blurred.  Numbness  had  been  felt  in 
the  arms  and  hands  during  the  past  year.  About  five  years 
ago  the  patient  first  noticed  that  the  hands  and  feet  had  grown 
large.  They  have  not  grown  much  during  the  last  two  years. 
Examination  showed  him  to  be  six  feet  one  inch  in  height  and 
to  weigh  245  pounds.  The  lower  jaw  projected  half  an  inch 
beyond  the  upper;  the  lower  lip  was  thickened;  the  tongue  was 
two  inches  and  a  half  wide  and  its  surface  was  cracked.  The 
bones  of  the  face  were  generally  enlarged,  the  nose  being 
broadened  and  lengthened  and  the  nostrils  widened.  The 
thyroid  gland  was  not  enlarged.  His  pulse  was  84.  The  vis- 
cera were  normal.  The  bones  of  both  the  upper  and  lower  ex- 
tremities were  all  enlarged.  There  was  no  atrophy,  tremor, 
ataxia  or  objective  sensory  disturbance.  The  triceps  reflex 
and  the  gait  were  normal.  From  the  heel  to  the  tip  of  the  toes 
measured  u|  inches.  The  tendo-Achillis  and  plantar  reflexes 
were  feeble,  and  the  plantar  reflex  was  absent;  the  patellar  re- 
flexes were  normal.  The  urine  was  negative.  The  case  be- 
ing one  of  chronic  alcoholism  at  the  beginning,  the  question 
arose  as  to  whether  the  eye  symptoms  were  due  to  alcoholism 
or  to  enlargement  of  the  hypophysis.  Dr.  Leszynsky  said  that 
he  believed  they  were  due  to  disease  of  the  hypophysis  and  to 
pressure  on  the  optic  tract.  The  reaction  of  the  pupils  to  light 
was  very  sluggish.  The  vision  of  both  eyes  was  20-15.  There 
was  no  stereoscopic  vision ;  accommodation  was  normal,  and 
there  was  no  central  color  scotoma.  The  field  for  form  and 
white  in  the  right  eye  was  entirely  normal,  while  the  field  for 
green  was  greatly  contracted.  Almost  complete  temporal 
hemianopsia  for  white  and  form  was  found  in  the  left  eye, 
while  the  fields  for  green,  blue  and  red  were  contracted.  The 
ophthalmoscope  showed  both  optic  papillae  pale  and  atrophic. 
The  sense  of  smell  was  entirely  absent. 

Dr.  M.  Allen  Starr  said  that  he  had  had  under  observation  a 
patient  with  acromegaly,  and  had  given  him  thyroid  extract  pretty 
regularly  for  four  or  five  years.     While  taking  it  he  was  free  from 
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distressing  headache.  A  slight  reduction  had  occurred  in  the  cir- 
cumference of  the  fingers  and  feet,  but  this  was  so  slight  that  it  was 
probably  due  to  the  decrease  in  the  general  deposit  of  adipose. 

Dr.  B.  Sachs  said  that  he  had  observed  a  case  of  acromegaly  dur- 
ing a  period  of  ten  years,  and  that  all  sorts  of  medicinal  treatment 
had  been  tried  without  avail. 

Dr.  Leszynsky  thought  that  the  peculiar  eye  symptoms,  the  fact 
that  there  was  no  central  color  scotoma,  and  that  the  field  for  white 
in  one  eye  was  perfect,  while  those  for  colors  were  completely  oblit- 
erated, helped  one  materially  in  making  the  diagnosis;  so  that  even 
without  the  acromegaly  one  might  expect  the  existence  of  a  growth 
in  the  hypophysis.  The  case  was  interesting  because  of  the  possi- 
bility of  making  an  early  diagnosis. 

A    PECULIAR    PHASE    OF    LOCOMOTOR    ATAXIA. 

Dr.  Sachs,  on  behalf  of  Dr.  Freeman  F.  Ward,  presented 
a  patient  showing  a  peculiar  phase  of  locomotor  ataxia.  The 
patient,  who  had  double  optic  nerve  atrophy,  was  presented  for 
inspection.  He  showed  the  Romberg  symptom  very  markedly, 
falling  over  immediately  on  closing  the  eyes.  He  was  fifty- 
three  years  of  age,  and  stated  that  his  present  trouble  began 
fourteen  years  ago  with  gradual  failure  of  vision. 

Dr.  Leszynsky  recalled  having  seen  a  woman  with  tabes,  who 
was  unable  to  perceive  light  because  of  optic  atrophy,  yet  who  ex- 
hibited a  considerable  ataxia  when  the  feet  were  placed  together,  but 
in  her  case  the  moment  she  closed  her  eyes  the  ataxia  disappeared. 

Dr.  H.  M.  Thomas,  of  Baltimore,  said  that  in  his  list  of  tabetic 
cases  he  had  come  across  the  Romberg  symptom  twice  in  those  who 
were  blind.     He  had  also  seen  it  mentioned  several  times  in  literature. 

LESION   OF  THE  CHIASM. 

Dr.  Philip  Meirowitz  presented  a  married  man,  twenty- 
eight  years  of  age,  who  had  lost  completely  the  sight  in  the 
right  eye,  and  in  whom  the  vision  in  the  other  eye  was  very 
much  impaired.  The  impairment  of  vision  began  two  years 
ago,  shortly  after  the  patient  witnessed  a  fatal  accident  to  a 
child.  Two  days  after  this  accident  the  patient  had  anorexia 
and  insomnia,  and  experienced  difficulty  in  banishing  the  inci- 
dent from  his  mind.  Two  or  three  months  later  he  began  to 
be  troubled  with  vertigo,  except  while  in  the  dorsal  decubitus. 
These  attacks  of  vertigo  recurred  monthly  for  five  or  six 
months,  and  then  ceased.  About  the  time  of  the  first  attack,  in 
May,  1897,  the  vision  of  the  right  eye  became  impaired,  and  a 
few  weeks  ago  this  eye  became  blind.  Gradually  the  temporal 
half  of  the  left  visual  field  became  smaller,  until  there  was  al- 
most complete  hemianopsia.  He  had  never  had  severe  head- 
aches or  pains  or  motor  disturbances.  His  speech  was  normal. 
When  examined  on  November  8,  1898,  a  slight  weakness  of  the 
external  rectus  was  noted ;  the  pupils  were  irregular  and  larger 
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than  normal ;  and  on  looking  to  the  right  there  was  slight 
nystagmus.  The  ophthalmoscope  showed  descending  atrophy. 
Vision  in  the  right  eye  was  zero,  and  in  the  left  17-50.  There 
was  no  history  of  alcoholism  or  syphilis.  The  case  was  pre- 
sented as  a  lesion  of  the  chiasm,  and  to  elicit  discussion  on  the 
possible  value  of  surgical  treatment. 

Dr.  Graeme  M.  Hammond  said  that  he  would  consider  the  case 
one  of  a  gradually  progressive  lesion  affecting  the  right  optic  nerve 
at  its  exit  from  the  commissure.  The  probability  was  that  the  other 
half  of  the  left  retina  would  be  lost.  A  surgical  operation  for  the  re- 
moval of  a  possible  neoplasm  must  necessarily  be  a  severe  one,  but  a 
surgeon  who  had  experimented  on  the  cadaver  with  this  in  view  had 
confidently  asserted  that  a  surgical  procedure  was  feasible. 

Dr.  Leszynsky  had  seen  this  man  and  had  carefully  studied  his 
case.  He  had  also  observed  a  number  of  similar  cases  at  one  time 
in  conjunction  with  Dr.  Seguin.  He  was  of  the  opinion  that  the  case 
would  go  on  to  complete  atrophy  and  blindness,  and  he  did  not  think 
any  operation  was  justifiable,  as  he  could  see  no  trustworthy  evidence 
of  tumor.  The  patients  observed  by  Dr.  Seguin  and  others  had  lived 
for  twenty-five  or  thirty  years,  although  blind. 

Dr.  Starr  said  that  the  case  closely  corresponded  to  one  that  he 
had  had  under  observation  for  nine  years.  This  patient  had  con- 
sulted Sir  William  Gowers,  of  London,  on  two  or  three  occasions, 
and  had  also  seen  Horsley,  who  had  pronounced  it  perfectly  impos- 
sible to  operate  upon  a  tumor  in  or  about  the  optic  chiasm.  Gowers 
had  insisted,  however,  that  the  case  was  not  one  of  tumor,  but  of 
optic  atrophy,  and  this  view  had  been  borne  out  by  the  fact  that  the 
man,  while  totally  blind,  was  still  alive  and  fairly  comfortable. 

Dr.  Peterson  had  seen  the  case  just  presented,  and  had  come  to 
the  conclusion  that  it  was  one  of  those  of  atrophy  in  which  the 
progress  is  irregular  and  unusual.  A  year  or  two  ago  he  had  shown 
a  case  of  tabes  in  which  hemianopsia  had  been  found  at  first  and  finally 
the  loss  of  three  quadrants  in  the  two  eyes  occurred,  undoubtedly  as  a 
result  of  optic  atrophy.  Without  any  evidence  of  tumor  the  diagnosis 
of  neoplasm  did  not  seem  to  him  warrantable. 

STATISTICAL   STUDY    OF   CASES   OF   TABES   EXAMINED 
AT    THE    JOHNS    HOPKINS    HOSPITAL. 

Dr.  H.  M.  Thomas,  of  Baltimore,  read  this  paper,  which 
was  founded  on  tit  cases  of  tabes  presenting  more  or  less  com- 
plete histories.  Of  this  number,  106  were  white  persons  and 
five  negroes.  The  negroes  represented  a  little  more  than  10 
per  cent,  of  the  cases  treated,  so  that  the  percentage  of  tabetics 
among  the  negroes  was  less  than  half  what  it  should  be  if  the 
negroes  were  represented  in  proper  proportion.  Syphilis  is 
considered  by  the  majority  of  physicians  to  be  the  cause  of 
tabes.  The  records  show  that  while  the  negroes  represented 
only  6.39  per  cent,  of  the  total  number  of  males  treated  in  a 
given  time,  they  constituted  27.63  per  cent,  of  the  whole  num- 
ber of  males  treated  for  syphilis.  In  the  dispensary  the  per- 
centage of  women    suffering   from   tabes   was   small — a  little 
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more  than  9  per  cent.  Five  female  tabetics  from  the  higher 
strata  of  society,  which  was  contrary  to  the  usual  belief,  were 
seen  in  the  private  wards.  He  had  as  yet  seen  no  case  of  tabes 
in  a  negro  woman.  His  statistics  presented  nothing  of  much 
interest  regarding  the  age  at  which  the  disease  develops.  Most 
of  the  cases  developed  between  thirty  and  fifty  years,  the 
youngest  being  twenty-five  and  the  oldest  sixty-six  years.  The 
duration  of  the  disease  could  be  determined  with  fair  accuracy 
in  107  cases.  In  eleven  it  lasted  ten  years  or  more;  in  one  the 
duration  was  thirty  years.  He  had  definite  notes  in  ninety- 
five  of  the  ninety-seven  male  cases.  The  percentage  of  cases 
in  which  syphilitic  infection  was  certain  was  forty-two;  the 
percentage  of  possible  syphilitic  cases  was  sixty-three.  The 
author's  conclusions  regarding  the  relation  of  syphilis  to  tabes 
are :  ( 1 )  In  a  large  proportion  of  cases  of  tabes  a  history  of 
syphilis  can  be  obtained;  (2)  in  a  certain  not  inconsiderable 
number  there  is  no  history  of  venereal  sore  or  other  syphilitic 
manifestation;  (3)  in  negroes  tabes  is  relatively  uncommon, 
whereas  syphilis  is  very  much  more  common  in  them  than  in 
white  persons;  (4)  the  partial  immunity  of  women  is  greater 
than  can  be  satisfactorily  accounted  for  by  the  relative  in- 
frequency  of  syphilis  among  them. 

\  This  study  seemed  to  show  that  syphilis  is  not  the  only 
factor  in  the  development  of  tabes.  The  time  elapsing  between 
the  syphilitic  infection  and  the  first  symptom  of  tabes  was  de- 
termined in  forty-seven  cases.  The  shortest  interval  was  two 
years,  and  the  longer  ones  twenty-six,  twenty-seven,  thirty,  and 
a  doubtful  forty-two  years.  Pain  occurred  in  fifty-seven  as  the 
initial  symptom ;  ataxia  in  twenty- four ;  numbness  of  the  ex- 
tremities in  six;  paralysis  of  the  bladder  in  five;  nausea  and 
vomiting  and  gastric,  crises  in  four.  One  patient  complained 
that  at  first  he  had  suffered  pain  extending  from  the  penis  to 
the  rectum,  and  since  this  paper  had  been  written  he  had  seen 
another  such  case.  Optic  atrophy  occurred  in  eleven ;  eye- 
muscle  paralysis  in  thirty-three ;  Argyll-Robertson  pupil  in 
seventy:  both  pupils  immovable  to  light  but  reacting  to  accom- 
modation in  fifty-seven  cases.  Of  the  cases  showing  optic 
atrophy,  the  ataxia  was  marked  in  two ;  slight  in  eight ;  absent 
in  one.  In  two  of  the  cases  the  Romberg  symptom  was  marked 
in  spite  of  blindness.  In  seventy-five  cases  in  which  the  sexual 
power  was  noted,  both  power  and  desire  were  lost  in  thirty- 
eight,  and  in  three  of  these  was  preceded  by  a  marked  in- 
crease ;  it  was  weakened  in  twenty- four ;  in  one  the  power  was 
lost,  but  the  desire  retained ;  in  one  both  were  increased ;  in 
ten  both  were  normal.  The  muscular  sense  was  disturbed  in 
thirty-eight  out  of  forty-four  cases.  Charcot's  joints  occurred 
typically  in  five,  and  there  was  suspicious  enlargement  in  three 
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others.     In  seven  cases  showing  mental    symptoms    general 
paresis  was  suggested. 

In  conclusion,  Dr.  Thomas  said  that  too  much  weight 
should  not  be  given  such  a  statistical  study  as  this,  and  it 
should  not  be  used  as  a  basis  for  too  definite  statements  as  to 
the  relative  frequency  of  any  particular  symptom. 

Dr.  Starr  said  that  the  statistics  of  one  clinic  should  be  studied 
in  conjunction  with  those  from  other  clinics.  He  had  had  the  cases 
at  the  Vanderbilt  Clinic  tabulated  up  to  March  15,  1897.  To  these 
175  cases  he  had  added  98  from  private  practice,  making  a  total  of 
273  cases.  The  males  were  practically  ten  times  more  numerous  than 
the  females.  The  great  preponderance  of  cases  developed  between 
the  ages  of  thirty  and  forty,  though  21  were  over  fifty,  and  2  were  un- 
der twenty.  Syphilis  was  certainly  present  in  50  per  cent.,  and  if  these 
were  grouped  with  those  in  which  syphilis  was  probable  or  doubtful, 
the  total  would  represent  72  per  cent.  Of  the  273  cases,  27  had  gastric 
crises;  21  had  optic  atrophy;  5  had  Charcot's  joints;  5  had  ulcer  of  the 
foot.  The  most  frequent  symptom  was  the  pain;  next  the  ataxia; 
thirdly  the  bladder  disturbance;  fourthly  numbness  of  the  legs;  fifthly 
girdle  sensation,  and  sixthly  ocular  paralysis.  The  knee-jerks  were 
absent  in  246  cases;  the  Argyll-Robertson  pupil  was  present  in  184; 
the  Romberg  symptom  was  present  in  229.  Rectal  crises,  or  severe 
pains  in  the  perineum,  were  noted  in  one  case. 

Dr.  Sachs  said  that  he  had  always  maintained  that  statistics  do 
not  amount  to  much.  The  experience  of  the  reader  of  the  paper  as 
to  the  rarity  of  tabes  among  negroes  had  probably  been  duplicated 
by  most  of  those  present.  At  one  time  he  had  been  a  firm  adherent 
to  the  view  that  syphilis  was  the  chief  cause  of  tabes,  but  now  he  was 
inclined  to  think  that  it  was  absurd  to  assume  that  spinal-cord  dis- 
eases must  necessarily  be  due  to  one  cause.  This  had  been  impressed 
upon  him  by  a  study  of  multiple  sclerosis.  He  had  recently  had  a 
group  of  cases  of  traumatic  tabes,  without  any  evidence  of  syphilis. 
In  his  experience,  the  Argyll-Robertson  pupil  had  been  present  first 
in  by  far  the  larger  number  of  cases;  next  the  pain;  thirdly  the  loss 
of  the  deep  reflexes.  He  had  found  hypotonus  to  be  a  remarkably 
early  symptom.  In  at  least  three  cases  seen  in  the  past  month  this 
symptom  had  been  present  when  the  other  symptoms  had  been  so 
indefinite  that  he  had  been  in  doubt  as  to  the  diagnosis  of  tabes.  His 
later  experience  had  led  him  to  conclude  that  only  a  small  percentage 
develop  general  paresis,  but  sufficiently  often  to  lead  to  the  suspicion 
that  they  are  both  due  to  the  same  factor.  Whenever  he  found  that 
several  of  the  cardinal  factors  developed  at  one  time  he  made  an  un- 
favorable prognosis,  and  he  had  learned  that  the  cases  in  which  the 
symptoms  develop  asymmetrically  were  those  in  which  the  disease 
progressed  least  rapidly.  His  experience  confirmed  the  published 
statement  of  Dr.  Collins,  that  treatment  of  syphilis  does  not  seem  to 
prevent  tabes.  On  the  other  hand  he  believed  that  the  progress  of 
tabes  could  be  stayed  by  vigorous  antisyphilitic  treatment. 

Dr.  Edward  D.  Fisher  said  that  the  statistics  in  the  paper  gave  a 
fairly  good  picture  of  tabes.  In  his  experience  the  earlier  symptoms 
had  been  slight  pains  of  a  rheumatic  character,  associated  with  ataxia. 
About  this  time,  or  shortly  afterward,  the  Argyll-Robertson  pupil 
usually  developed.  Very  few  of  his  recent  cases  had  shown  optic 
paralysis,  although  it  had  been  much  more  common  a  few  years  ago, 
thus  showing  the  great  variations  in  individual  statistics. 

Dr.  Joseph  Collins  said  that  he  had  recently  analyzed  the  symp- 
toms of.  tabes  occurring  in  100  consecutive  cases.     Out  of  this  num- 
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ber  there  had  been  four  negroes.  Two  of  his  negro  patients  had  been 
males,  and  two  females.  Out  of  the  ioo  cases,  7  were  women,  and  five 
of  these  had  been  under  thirty  years  of  age.  Three  of  these  women 
were  actresses,  all  of  them  apparently  syphilitic.  He  had  made  his 
analyses  without  any  preconceived  notions  regarding  them.  There 
was  a  definite  history  of  syphilis  in  63  cases,  and  an  indefinite  one  in 
17,  bringing  the  possible  relationship  of  sexual  infectious  disorder  to 
tabes  up  to  80  per  cent.  In  his  experience  the  bladder  symptoms  and 
numbness  of  the  lower  extremities  had  been  the  more  common 
initial  symptoms.  Next  to  these  came  pain,  and  next  in  order  the 
giving  way  of  the  legs.  This  latter  symptom  had  been  very  com- 
monly met  with.  Of  the  100  cases  of  tabes  seen  in  the  last  three 
years,  rectal  crises  had  not  been  observed  in  a  single  one.  He  was  be- 
coming more  and  more  convinced  that  orthodox  and  thorough  anti- 
syphilitic  treatment  had  not  the  slightest  effect,  either  in  delaying  the 
appearance  of  tabes  or  mitigating  its  severity,  and  this  seemed  to  him 
a  most  potent  argument  against  tabes  being  a  parasyphilitic  disease. 

Dr.  Charles  L.  Dana  said  he  had  made  an  analysis  of  fifty  private 
cases  of  tabes  dorsalis  that  he  had  had  under  his  care  during  the 
last  two  or  three  years.  They  represented,  of  course,  a  more  intelli- 
gent class  than  those  seen  in  the  hospitals  and  clinics,  and,  conse- 
quently, the  facts  obtained  from  them  were  more  trustworthy  and 
valuable.  Among  those  fifty  there  were  forty-nine  men  and  one  woman. 
The  ages  at  which  the  disease  began  were  as  follows:  Under  20,  none; 
between  21  and  30,  inclusive,  15;  between  31  to  40,  inclusive,  15; 
between  41  to  50,  inclusive,  20;  between  51  to  60,  inclusive,  3. 

These  figures  showed  that  the  critical  period  for  the  development 
of  the  disease  was  about  the  fortieth  year  of  life,  and,  as  a  matter  of 
fact,  very  few  cases  develop  after  that  time,  or,  at  least,  after  the 
forty-fifth  year. 

Twenty-eight,  or  over  one-half  of  the  patients  were  native  born. 
He  had  notes  of  Cubans,  Frenchmen,  Italians  and  Mexicans,  afflicted 
with  the  tabes,  but  none  of  negroes. 

The  number  of  cases  in  which  there  was  an  admitted  venereal 
lesion  of  some  kind,  was  34,  making  a  percentage  of  68;  and  this  was 
the  highest  percentage  he  could  obtain,  even  with  the  most  liberal 
interpretation.  It  is  a  common  occurrence  to  hear  patients  state  that 
they  have  had  a  venereal  lesion  many  years  before,  but  had  absolutely 
no  secondary  symptoms,  and  among  the  34  who  admitted  a  lesion, 
10,  or  one-third,  denied  positively  ever  having  had  any  secondary 
symptom;  while  10  others  admitted  that  they  did  have  such  symp- 
toms, and  the  other  14  were  not  very  sure  whether  they  had  had 
them  or  not. 

Of  those  who  had  specific  lesions,  20,  or  about  two-thirds  were 
treated  with  more  or  less  vigor  for  syphilis,  while  the  remainder 
received  little  or  no  treatment. 

Dr.  Dana  had  investigated  his  statistics  again,  with  reference 
to  the  influence  of  antisyphilitic  treatment  in  preventing  the  develop- 
ment of  tabes.  This  is  a  point,  which,  as  many  know,  was  studied 
with  a  great  deal  of  thoroughness  by  Dr.  Collins  and  himself  several 
years  ago,  and  so  far  as  the  figures  were  concerned,  they  were  led 
to  conclude  that  the  treatment,  even  the  most  thorough,  seemed  to 
have  very  little  effect  upon  the  subsequent  development  of  the  tabetic 
process. 

Studying  these  50  cases  independently,  Dr.  Dana  found  that  among 
those  who  were  carefully  treated,  after  having  received  the  initial 
lesion,  the  tabes  developed  twelve  and  a  half  years  later.  Among 
those  who  received  no  treatment  at  all,  the  disease  developed,  on  an 
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average,  seventeen  years  later.  He  would  not  draw  any  other  in- 
ference from  this  than  that,  in  all  probability,  the  treatment  of  the 
primary  disease  does  not  seem  to  postpone  the  development  of  the 
tabes. 

Among  his  50  cases,  there  were  3  with  Charcot's  joints,  or  6  per 
cent.,  and  these  all  occurred  in  the  early  stages  of  the  disease.  In  three 
cases  paresis  subsequently  developed. 

Of  the  50  cases  there  were  7  who  showed  some  evidence  of  a 
knee-jerk.  In  three  the  knee-jerk  was  present  on  one  side  only; 
in  two  it  was  slow  or  delayed,  and  in  one  it  was  present  only  on 
reinforcement.  In  two  it  was  exaggerated.  In  one  case  the  knee- 
jerk  after  having  been  abolished  for  four  or  five  years,  returned, 
remained  present  for  two  years,  and  again  disappeared. 

Gastric  crises  were  present  in  four  cases.  Dr.  Dana  had  seen 
the  gastric  crisis,  as  the  initial  symptom,  last  for  several  years  before 
the  other  symptoms  of  the  malady  were  recognized. 

Tachycardia  was,  in  his  experience,  a  quite  frequent  phenome- 
non in  tabes  dorsalis,  but  actual  heart  lesions  were  more  rare. 

Hemiplegia  occurred  in  two  cases,  early  in  the  disease.  Paraple- 
gia occurred  in  one  case,  also  early  in  the  disease;  and  in  these  cases 
restoration  of  function  was  nearly  complete.  Facial  paralysis,  a  rather 
unusual  phenomenon,  occurred  in  one  case. 

As  to  the  initial  symptoms,  that  most  complained  of,  when  the 
patients  were  first  seen  by  Dr.  Dana,  was  pain,  in  15  cases;  or  both 
pain  and  ataxia  in  10  cases.  Among  other  early  symptoms  were 
sensations  of  great  weariness  (3  cases),  rectal  crisis  (3  cases),  per- 
sistent insomnia,  attacks  of  vertigo,  impotence,  optic  atrophy  (2  cases). 
The  Argyll-Robertson  pupil  should,  perhaps,  be  classed  among  the 
most  common  of  the  early  symptoms. 

Dr.  Dana  found  that  many  patients  were  either  commercial  travel- 
ers, or  were  men  who  had  been  upon  their  feet  a  great  deal,  or  had 
indulged  in  excessive  dancing.  One  of  his  patients  had  traveled 
twenty  thousand  miles  in  nineteen  years.  Two  cases  began  after  a 
severe  fall  or  accident,  and  one  after  what  was  considered  a  sun-stroke. 

The  most  important  point  in  connection  with  the  study  of  the 
symptoms  of  tabes,  was  that  of  the  relation  of  the  early  symptoms  to 
the  prognosis.  The  outlook  for  patients  suffering  from  this  disease 
was  extremely  different  in  different  individuals,  as  we  know;  some 
tolerated  it  marvelously  well,  while  in  others  the  nervous  centers 
seemed  to  yield  very  rapidly.  He  did  not  venture  to  attempt  any 
generalization  regarding  his  own  experience  upon  this  point. 

Dr.  Thomas,  in  closing  the  discussion,  said  that  he  had  only  ex- 
amined systematically  for  hypotonus  in  the  last  three  years.  He  had 
been  disappointed  at  not  finding  it  more  frequently.  His  statistics  of 
the  initial  symptoms  had  been  compiled  from  the  histories  rather  than 
from  the  examinations.  In  most  of  his  cases  of  optic  atrophy  the 
ataxia  had  been  slight. 

DEMONSTRATION  OF  MISS  FLORENCE  SABIN'S  MODEL 
OF  THE  MEDULLA,  PONS  AND  MID-BRAIN, 

WITH    REMARKS    UPON    THE   VALUE   OF    WAX    RECON- 
STRUCTION   AS   A    METHOD    OF    STUDYING    THE 
NERVOUS   SYSTEM. 

Dr.  Levvellys  F.  Barker,  of  Baltimore,  Associate  Profes- 
sor of  Anatomy  in  the  Johns  Hopkins  University,  made  the 
demonstration.     The  method  of  reconstruction,  he  said,  origi- 
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nated  with  the  embryologists  in  a  desire  to  show  in  plastic 
form  what  they  studied  in  sections.  His,  of  Leipsic,  many  years 
ago,  introduced  his  method  of  graphic  reconstruction.  The 
method  of  wax  reconstruction  directly  from  serial  sections 
was  introduced  in  Breslau  in  1876.  This  method,  with  some 
modifications,  had  been  employed  by  Miss  Sabin,  the  construc- 
tor of  the  model  to  be  demonstrated.  Before  beginning  work 
one  must  have  a  faultless  series  of  sections,  an  intelligent  idea 
of  the  contents  of  those  sections,  a  suitable  mechanism  for  the 
projection  of  the  sections  magnified,  some  degree  of  spacial 
sense,  and  a  certain  amount  of  mechanical  skill,  together  with 
a  vast  deal  of  patience.  The  model  represented  the  medulla, 
pons  and  a  portion  of  the  mid-brain  of  a  human  fetus  near 
full  term.  Miss  Sabin's  work  was  begun  a  year  ago  last  March. 
The  drawings  were  obtained  by  the  projection  method,  and 
these  were  then  transferred  to  wax  plates,  which  were  then 
superimposed. 

Dr.  Herter  moved  a  vote  of  thanks  to  Dr.  Barker,  Dr. 
Thomas  and  Miss  Sabin  for  their  remarkably  interesting  and 
instructive  contribution.  This  was  seconded,  and  carried 
unanimously.  

23.  Ein  Beitrag  zu  den  primaren  combinirten  Systemerkrankungen 
im  Kindesalter  (A  Contribution  to  Primary  Combined  Systemic 
Diseases  in  Childhood ) .  Hans  Luce  (Deutsche  Zeitschrift  fur 
Nervenheilkunde,  12,  1897-1898,  p.  68). 

A  child  born  of  healthy  parents  first  showed  signs  of  disease  when 
it  was  five  years  old.  Weakness  of  the  legs,  disturbance  of  speech, 
spasticity  of  all  the  extremities,  tonic  contraction  of  the  muscles  after 
slight  irritation,  absence  of  muscular  atrophy,  were  the  most  interest- 
ing features  of  the  case.  There  had  been  neither  infectious  disease 
nor  traumatism  to  explain  the  development  of  these  symptoms. 
Death  occurred  nine  months  after  the  beginning  of  the  disease. 

The  spinal  cord  presented  a  combination  of  the  lesions  of  amyo- 
trophic lateral  sclerosis  and  tabes  dorsalis.  The  crossed  pyramidal 
tracts  were  partially  and  symmetrically  degenerated  from  the  proximal 
portion  of  the  pons  to  the  sacral  region.  In  the  right  direct  pyramidal 
tract  the  degeneration  could  only  be  traced  into  the  upper  thoracic 
region,  and  in  the  left  it  was  still  less  intense.  The  cells  of  the  anterior 
horns,  especially  those  in  the  lower  thoracic  region,  were  much  fewer 
than  normal,  and  greatly  diseased,  and  yet  the  anterior  roots  were  only 
slightly  degenerated.  Usually  in  amyotrophic  lateral  sclerosis,  the 
cells  of  the  cervical  region  are  most  affected.  The  degeneration  of  the 
sensory  portion  of  the  cord  was  like  that  seen  in  tabes  (degeneration 
of  the  posterior  roots,  of  Lissauer's  zones,  of  the  postero-median  root 
zones,  of  the  posterior  horns,  of  the  fibers  of  Clarke's  columns,  and 
of  the  spinal  roots  of  the  ninth  and  fifth  nerves).  Important  changes 
were  found  in  the  fibers  of  the  projection  and  association  areas  of  the 
cerebral  cortex.  Inflammatory  foci  were  not  observed  anywhere,  and 
the  case  was  one  of  primary  systemic  disease. 

The  writer  thinks  he  has  demonstrated  the  possibility  of  the 
existence  of  tabes  dorsalis,  of  amyotrophic  lateral  sclerosis,  and  of  a 
combination  of  both  diseases  in  childhood.  The  importance  of  the 
case  therefore  is  apparent.  Spiller. 
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24.  The  Ocular  Phenomena  in  General  Paralysis  of  the  Insane. 
W.  R.  Dawson  and  D.  F.  Rambaut  (British  Medical  Journal,  1898, 
ii.,  Sept.  10). 

The  authors  record  a  series  of  observations  made  on  this  disease 
in  the  Richmond  Asylum,  Dublin,  on  some  forty  cases.  In  92^  of  the 
cases  the  pupils  were  unequal,  but  the  authors  state  that  since  this  con- 
dition is  by  no  means  unknown  in  healthy  people,  too  much  stress 
should  not  be  put  upon  it.  In  twenty-three  cases  the  size  of  the  pupil 
was  recorded.  Eight  had  mydriasis  in  both  eyes  and  six  myosis ;  three 
had  myosis  in  one  eye.  In  one  case  myosis  and  mydriasis  were  found, 
each  in  one  eye.  Reflex  iridoplegia  was  noted  in  two  mydriatic  and 
three  myotic  cases.  The  Argyll-Robertson  pupil  was  found  five  times 
in  one  eye  and  three  times  in  both.  Out  of  thirty  cases  examined  for 
fundus  changes,  three  showed  advanced  atrophy,  five,  optic  neuritis. 
A  certain  amount  of  variation  was  to  be  expected  in  the  ocular  symp- 
toms as  a  patient  might  show  inequality,  contraction,  or  dilatation  or 
irregularity  of  outline  at  one  time  and  not  at  another.  Loss  of  light 
reflex  or  accommodation  reflex  might  be  present  for  weeks  and  then 
disappear  and  these  reflexes  be  found  normal. 

25.  Zur  Pathogenese  der  Herderscheinungen  bei  der  allgemeinen 
Paralyse  der  Irren  (The  Pathogenesis  of  Convulsive  Seizures  in 
General  Paresis).  W.  Muratow  (Monatschrift  f.  Psychiatrie  u. 
Neurologie,  3,  1898,  p.  40). 

Muratow  first  calls  attention  to  two  classes  into  which  the  cerebral 
symptoms  naturally  fall.  In  the  first  of  these  there  is  the  steadily 
progressing  dementia  with  well  localized  brain  symptoms,  secondly 
those  cases  in  which  epileptoid  and  apoplectic  attacks  occur  with  cir- 
cumscribed affection  of  sensibility  and  defects  of  movements.  The 
pathogenesis  of  this  second  class  of  cases  presents  particular  points  of 
interest  since  the  convulsive  seizures  introduce  a  new  element  in  the 
disease  and  somewhat  deflect  the  gradually  developing  clinical  picture. 
It  was  with  the  idea  of  gaining  some  light  on  these  questions  that  the 
material  of  the  Preobrajensky  Asylum  was  studied. 

In  the  post-mortem  examination  of  123  patients  with  general  paresis 
dying  during  the  past  four  years,  the  authors  shows  that  in  every  case 
there  was  a  diffuse  peri-encephalitis  with  atrophy  of  the  cortex.  In 
nearly  all  the  cases  the  frequently  described  changes  in  the  arachnoid 
and  the  ependyma  were  noted.  In  one  case  circumscribed  softening 
was  found,  and  in  eight  cases  there  was  inflammation  of  the  dura,  but 
in  neither  of  these  conditions  was  there  any  appreciable  relationship 
to  apoplectic  attacks.  In  no  cases  were  there  evidences  of  sud- 
den bleeding,  though  many  of  the  cases  died  in  the  convulsive  seizures. 
In  five  cases  with  local  convulsive  seizures  microscopical  studies  were 
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made.  In  all  of  these  there  were  extensive  inflammatory  and  degener- 
ative changes  in  the  cells  of  the  motor  area  in  addition  to  changes  in 
the  blood  vessels  and  lymph  spaces.  Degeneration  and  disappearance 
of  the  tangential  and  radial  fibers  were  also  noted.  On  the  evidence 
given  by  pathological  anatomy  there  would  seem  to  be  no  structural 
differences  which  give  rise  on  one  hand  to  localized  convulsive  seizures 
in  cortical  epilepsy,  or  on  the  other  to  those  in  general  paresis.  The 
difference  must  be  in  the  cell  activities  which  may  be  influenced  by 
the  changes  in  the  encephalic  inflammatory  processes.  The  constant 
tremor  is  due,  the  author  holds,  to  degeneration  of  the  pyramidal  tracts. 
The  dysarthria  is  probably  associated  with  a  cortical  ataxia  of  the 
frontal"  lobes.  The  changes  in  muscular  sense  are  dependent  upon  de- 
generation of  the  tangential  fibers.  In  common  with  the  views  of 
Nissl  and  of  Weigert,  the  author  states  that  the  parenchymatous 
changes  in  the  ganglion  cells  are  of  primary  origin  and  are  not  de- 
pendent upon  fiber  degenerations,  though  their  further  degeneration  is 
intimately  connected  with  such  other  changes. 

26.  ANATOMIE    PATHOLOGIQUE    ET    ETIOLOGIE  DE  LA  PARALYSIE    GENERALE 

(Pathological  Anatomy  and  Etiology  of   General  Paresis) .     Dis- 
cussion.    Ann.  med.-Psychologique,  7,  1898,  pp.  440,  448,  464. 

A  lengthy  discussion  of  the  French  medico-psychological  society 
is  here  to  be  found  on  the  etiology  and  pathology  of  general  paresis. 
The  main  points  of  contention  were  regarding  the  occurrence  of  gen- 
eral paresis  in  the  young,  Regis  presenting  a  paper  on  this  subject, 
while  Christian  took  a  stand  against  its  occurrence  as  also  against 
any  meta-syphilitic  interpretations  from  the  standpoint  of  the  etiology. 
In  the  matter  of  the  syphilitic  etiological  factor  the  prevalence  of 
syphilis  among  the  Arabs  and  their  comparative  immunity  from  gen- 
eral paresis  was  much  in  evidence.  The  discussion  should  be  read  to 
be  thoroughly  appreciated. 

27.  SUR     DES    LESIONS     SPINALES     DANS     LA      PARALYSIE      GENERALE     (On 

Spinal    Lesions    in    General    Paresis).     G.    Anglade    (Arch,    de 
Neurologie  6,  1898,  p.  81). 

The  writer  has  described  the  pathological  lesions  in  20  cases 
which  were  clinically  studied  in  Foncail's  These  de  Paris,  1898.  In  the 
spinal  cord  there  was  found  in  all  of  the  paralytic  cases,  degeneration 
of  the  exogenous  fibers  of  the  posterior  and  lateral  columns;  the  direct 
cerebellar  tract,  the  direct  pyramidal  and  Gowers'  tracts  being  involved 
less  often.  In  the  gray  matter  of  the  cord,  there  was  fiber  degenera- 
tion and  chromatolysis  of  the  cells  in  the  anterior  and  posterior  horns 
and  in  Clark's  columns.  Leptomeningitis,  increase  in  the  neuroglia, 
arterio-sclerosis  and  phlebitis  were  also  found. 

In  the  non-paralytic  cases  the  writer  finds  much  the  same  types  of 
cell  changes  and  he  states  that  many  of  the  lesions  are  similar  to  those 
found  in  syphilis,  though  most  writers  on  the  pathology  of  this  disease 
state  otherwise.  He  propounds  a  theory  bearing  on  the  pathogenesis  of 
these  changes. 

28.  Casuistische  BeitrXge  zur  Differential-diagnose  zwischen  Lues 
cerebri  diffusa  und  dementia  paralytica  nebst  einem  anatom- 
ischen  Befunde  (Clinical  Contribution  to  Differential  Diagnosis  of 
Diffuse   Cerebral     Syphilis   and   General   Paresis,   with   an     Au-- 
topsy).     C.  Winckel  (Arch.  f.  Psychiatrie,  30,  1 1 


Although  this  long  report  does  not  permit  the  drawing  of  definite 
conclusions,  it  is  interesting  on  account  of  the  wealth  of  detail  of  the 
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observations.  The  general  conclusions  from  a  clinical  standpoint 
are  as  follows:  In  the  six  observed  cases  syphilis  is  certain.  In 
three  instances  where  the  dates  of  infection  were  obtainable,  mental 
disorders  first  appeared  after  a  lapse  of  several  months,  13,  and  20 
years  respectively.  In  these  cases  specific  treatment  had  been  carried 
out  beforehand,  it  was  pursued  in  the  institution  with  a  more  or  less 
favorable  result  both  as  regards  physical  and  mental  symptoms  in  four 
cases,  and  with  absolutely  no  result  in  the  6th  case,  which  terminated 
in  general  paralysis.     Heredity  was  to  be  noted  in  2  cases. 

The  clinical  picture  of  the  psychical  symptoms  is  most  variable. 
After  a  premonitory  period  (5  cases)  in  which  an  alteration  of 
character  was  remarked,  maniacal  excitement  and  anxiety  and  de- 
pression, euphoria  and  apathy  succeeded  each  other  or  predominated. 
In  two  instances  hypochondriasis  existed,  in  another  auditory  halluci- 
nations. Three  cases  manifested  lessening  of  intelligence  to  a 
moderate  degree,  and  without  any  progressive  tendency,  one  patient 
was  entirely  cured,  and  two  others  in  whom  the  picture  resembled  more 
nearly  general  paralysis  went  on  to  progressive  dementia  with  de- 
lusions of  grandeur. 

Physical  symptoms.  Ocular  manifestations;  transitory  paralysis 
of  3d  and  6th  pairs;  symptom  of  Graefe  unilateral,  in  two  cases.  In  all 
the  cases  except  one,  absence  of  consecutive  disappearance  of  the 
light  reaction  of  one  or  both  pupils;  this  symptom  may  be  a  relic  of  a 
former  syphilis.  Permanent  or  transitory  aphasia,  paresis  of  the  limbs 
or  face,  4  cases.  Tendon  reflexes  were  found  normal  once,  different 
on  the  two  sides,  twice  and  exaggerated  three  times.  Hypoalgeria  in 
two  cases.  Ataxia  was  marked  in  one  case,  barely  perceptible  in 
another,  disorders  of  articulation  permanent  or  temporary,  and  more 
or  less  precocious  in  all. 

Duration  of  the  disease  from  3^-4%  years,  and  even  longer  in 
one  instance. 

Several  of  the  symptoms  are  also  to  be  found  in  general  paralysis, 
eye  troubles,  disorders  of  articulation,  of  sensibility  and  of  the  reflexes. 
As  means  of  diagnostic  importance  are  to  be  noticed,  the  variable 
character  of  the  ocular  affections,  the  aphasia,  the  temporary  paresis, 
the  non-progressive  nature  of  the  intellectual  weakening,  the  co- 
existence of  specific  eruptions,  and  the  favorable  effect  of  specific  treat- 
ment (even  resulting  in  recovery)  and  the  prolonged  duration  of  the 
trouble. 

The  autopsy  of  the  sixth  case  revealed  a  wide  spread  endarteritis  of 
the  arteries  of  the  base;  besides  this  lesion  which  is  decidedly  syphilitic, 
the  other  appearances  approach  those  of  general  paralysis,  cellular  in- 
filtration of  meninges  and  vessels,  variable  atrophy  of  the  fibers,  ad- 
hesions of  pia  mater  to  the  cortex,  predominance  of  these  lesions  in  the 
anterior  lobes,  absence  of  focal  lesions. 

It  is  the  opinion  of  the  author  that  it  is  secondary  atrophy  of  the 
tangential  fibers  that  produced  the  terminal  symptoms  resembling 
those  of  general  paralysis,  the  circulatory  changes  due  to  the  endar- 
teritis and  perivacular  infiltration  explaining  the  earlier  mental  and 
physical  symptoms,  such  as  changes  in  disposition,  mental  deteri- 
oration and  apoplectiform  attacks  with  paresis  and  aphasia. 

29.    Les  parai.ysies   oenerai.es  progressives  (General   Paresis).     Dr. 
Klippel  (Archives  generales  de  Medicine,  1898,  p.  641). 

The  author  speaks  of  the  complications  which  have  arisen  in  the 
study  of  general  paresis  due  to  the  great  variation  in  the  clinical  types 
of  the  disease.  He  proposes  here  a  classification  of  the  cases  along 
three  lines:  (1)  Primary  inflammatory  general  paresis;  (2)  Secondary 
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or  associated  general  paresis,  and  (3)  Degenerative  general  paresis  at 
times  specific.  These  large  groups  include  among  others  the  cases  of 
alcoholism  presenting  the  paralytic  syndrome;  the  cases  of  syphilis 
with  sclero-gummatous  lesions  of  encephalitis  so  often  included  under 
the  general  head  pseudo-paresis. 

I.  In  the  first  group  the  characteristic  lesion  is  simple  inflamma- 
tory exudation  in  the  sense  of  Cohnheim.  This  produces  a  diffuse 
sclerosis  which  bears  a  close  relationship  to  the  primary  paren- 
chymatous inflammation. 

The  cells  of  the  cortex  are  rapidly  destroyed.  Others  soon  become 
swollen  and  present  very  fine  granulations.  The  nuclei  are  granular, 
and  sho,w  the  picture  of  degeneration  rather  than  that  of  atrophy. 
By  the  Golgi  method  there  is  seen  to  be  a  marked  diminution  in  the 
number  of  gemmules.  The  symptomatology  of  this  group  includes  the 
gradual  loss  of  the  faculties,  motor,  sensory  and  physical  in  the  in- 
verse order  of  their  evolutionary  development. 

II.  In  this  group  the  same  lesions  and  the  same  symptomatology 
are  secondary  to  chronic  alcoholic  poisoning,  to  cerebral  atheroma,  to 
idiocy  and  to  certain  forms  of  the  insanity  of  puberty. 

III.  In  the  third  group,  the  character  of  the  pathological  lesion  is 
different.  Simple  inflammation  may  be  entirely  absent,  and  in  its 
place  there  may  be  found  a  number  of  tissue  changes.  Tuberculosis 
of  the  meninges  in  a  chronic  form,  diffuse  sclerotic  gummata,  atheroma 
of  the  base  of  the  brain  are  the  common  lesions. 

As  a  further  complication  the  author  holds  that  a  certain  amount 
of  overlapping  may  occur,  and  that  in  this  group  more  particularly, 
as  a  result  of  various  toxic  agents,  the  inflammatory  type  of  cell 
changes  may  supervene. 

The  author  further  speaks  of  the  spinal  forms  which  according  to 
their  method  of  onset  take  on  the  lateral  sclerotic,  amyotrophic, 
bulbar  or  neuritic  types.  These  indicate  according  to  the  author  only 
that  the  general  paretic  process  is  susceptible  of  certain  predominant 
localizations  in  some  one  part  of  the  nerve  axis,  and  these  localizations 
give  rise  to  the  clinical  pictures  of  the  myelopathic  diseases,  but  con- 
sidered from  the  standpoint  of  their  evolution,  their  relation- 
ship to  _  the  general  paretic  process  is  evident.  In  a  further 
subdivision  of  his  subject  he  points  out  the  relationship  of  the 
symptomatology  to  disease  of  the  visceral  organs.  These  visceral 
lesions  include,  1,  pre-existing  lesions  of  tuberculosis,  alcoholism  and 
anteriosclerosis;  2,  those  secondary  to  degenerations,  from  nephritis, 
broncho-pneumonia  or  from  arterial  diseases.  He  believes  that  there  is 
some  relationship  between  such  visceral  lesions  and  changes  in  the 
lymphatic  centers  of  the  cerebrospinal  axis.  In  conclusion  the  author 
insists  upon  the  need  of  a  closer  analysis  of  the  pathological  pictures; 
there  has  heretofore  been  too  much  combining  of  disease  processes 
which  are  evidently  separated  by  many  years  of  evolution,  it  may  be,  at 
times;  thus  a  diffuse  inflammatory  process  may  succeed  an  arterio- 
sclerotic lesion  which  in  its  turn  was  induced  by  the  alcoholic  poison. 
The  relationship  of  bacterial  poisons  should  also  be  taken  into  account. 
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Journal  of  Mental  Science. 

With  the  first  number  of  1899  this  well  established  journal  pre- 
sents itself  in  a  new  cover,  and  with  a  larger  size  page  and  a  new  style 
of  typography.  We  believe  it  to  be  a  marked  improvement  on  the  old 
time  form  and  style  and  welcome  it  in  its  new  dress. 

Archives  Generales  de  Medecine. 

Improvement  in  form  and  typography  would  seem  to  be  the 
fashion,  and  this  journal  falls  into  line  in  a  new  style  which  is  also  a 
marked  improvement  on  its  former  make-up.  This  excellent  journal 
is  to  be  congratulated  upon  its  departure,  and  its  subscribers  cannot 
but  enjoy  the  change. 

Zeitschrift  fur  Augenheilkunde.     S.  Karger,  Berlin,  1899. 

No  apology  is  needed  in  this  place  for  noticing  this  new  journal  to 
be  issued  from  the  press  of  S.  Karger  of  Berlin,  since  the  relationships 
of  neurology  and  ophthalmology  are  so  close.  This  journal  promises 
to  be  a  particularly  desirable  addition  to  the  list  of  journals  devoted  to 
this  specialty.  It  is  to  be  edited  by  Professor  Kuhnt  of  Konigsberg 
and  Professor  V.  Michel  of  Wurzburg,  and  has  a  number  of  collabora- 
tors whose  reputations  are  certainly  continental  if  not  international. 
It  hopes  to  pay  especial  attention  to  the  neurological  symptomatology 
in  eye  diseases. 

Archives   of  Neurology  and    Psychopathologv.      States    Hospital 

Pi  ess.     Utica.     1898. 

With  the  year  1898  the  second  volume  of  the  States  Hospital  Bul- 
letin is  brought  to  a  close,  and  the  publishers  announce  a  new  title  for 
this  well-known  bulletin  with  an  increase  in  its  scope.  The  present 
number  contains  two  articles ;  one,  to  us,  a  fanciful  and  utterly  impos- 
sible sort  of  a  theory  of  neuron  energy,  designated  new,  and  a  reprint 
of  Dr.  Van  Gieson's  lengthy  and  interesting  report  to  the  State  Com- 
missioners in  Lunacy.  We  hope  for  a  regular  issue  of  this  new 
quarterly  and  trust  to  review  more  at  length  the  contents  of  the  first 
and  second  numbers  of  the  year.  Jelliffe. 

Arbeiten  aus  dem  Gesammtgebiet  der  Psychiatrie  und  Neuropath- 

ologie,  von  R.  v.  Krafft-Ebing.     III.  Heft.     Johann  Ambrosius 

Barth,  Leipzig,  1898.     Mk.  4.50. 

Several  miscellaneous  essays  of  this  well  known  author  are  here 
brought  together  in  convenient  form.  They  include:  1,  The  Etiology 
of  Paralysis  Agitans;  2,  Waking  and  Dream  States;  including  such 
states  in  epilepsy,  in  neurasthenia,  hysteria  and  alcoholism ;  3,  Typical 
Delirium  in  Epilepsy;  4,  An  Idiopathic  Periodic  Recurring  Insanity 
in  the  form  of  a  Delirium;  5,  Epileptic  Psychoses;  6,  Surgical  Treat- 
ment of  Epilepsy;  7,  Ecmnesie;  8,  On  Retrograde  General  Amnesia; 
0  and  10,  Some  Hysterical  Conditions. 

Some  of  these  studies  are  new  and  some  are  reprinted  from  promi- 
nent neurological  journals.     The  collection  is  one  of  interest. 

Jklliffk. 
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Ueber  die  Sexuellen  Ursachen  der  Neurasthenie  und  Angstneu- 
rose,  von  Dr.  F.  Gattel,  Nervenarzt  in  Berlin.  August  Hirsch- 
wald,  Unter  den  Linden  68.     1898. 

The  treatment  of  sexual  matters  is  becoming  more  prominent  of 
recent  years  and  much  good  will  be  derived  from  a  careful  study  of  this 
most  important  life  function.  There  is  still  room  for  accurate  de- 
termination of  norrhal  standards  in  this  regard  and  the  present  brochure 
presents  its  conclusions  in  a  decidedly  one  sided  manner.  From  a  study 
of  one  hundred  cases  at  the  Vienna  clinic  the  author  would  lead  us  to 
believe  that  masturbation  or  other  sexual  irregularity  was  the  main 
cause  of  all  neurasthenic  woes.  That  such  are  powerful  factors  needs 
no  corroborative  evidence,  but  as  the  causae  verae  we  are  not  yet  in  a 
position  to  positively  affirm.  The  character  of  a  patient's  sexual  habit 
is  just  as  important  as  that  of  his  gastro-intestinal  canal  or  urinary 
habit,  and  is  worthy  of  a  more  careful  clinical  study,  and  the  author's 
small  pamphlet  is  full  of  interesting  details  which  merit  reading. 

J  elliffe. 

LEHRBUCH        DER      PSYCHOPATHOLOGISCHEN       UNI  ERSUCHUNGSMETHODKN 

von  Pr.  D.  R.  Sommer  in  Giessen.     Mit  86  Abbildungen.     Urban 
und  Schwarzenberg.     Berlin  and  Vienna,  1899.     10  marks. 

"That  a  workman  may  be  known  by  his  tools"  is  an  adage  appli- 
cable in  clinical  medicine  as  well  as  in  the  carpenter  shop.  Instruments 
of  precision  have  been  the  guides  to  most  of  our  refined  methods  of 
analysis  and  were  it  not  for  such  helps  the  interpretation  of  many  clini- 
cal studies  would  be  impossible.  The  present  volume  is  to  be  thor- 
oughly recommended.  It  offers  much  new  material  in  the  way  of  the 
more  exact  measurements  of  nervous  processes  both  peripheral  and  cen- 
tral, and  is  an  index  of  the  newer  and  more  thorough  paths  that  the 
alienist  and  psychiatrist  must  tread  to  be  en  rapport  with  the  times. 

In  four  sections  the  author  discusses  the  general  methods  of  the 
more  exact  clinical  investigations  of  nervous  and  mental  diseases.  Part 
1  deals  with  optical  methods ;  Part  II.,  Motor  graphic  methods  for  de- 
termining changes  in  movements.  Investigations  of  the  reflexes,  direct 
motor  expression ;  Part  III.,  Registering  by  acoustic  methods.  Use  of 
the  phonograph  in  the  analysis  of  speech  irregularities,  motor  graphic 
methods  of  studying  speech  defects,  etc.,  and  Part  IV.,  Investigation 
of  the  psychical  functions,  including  time  reactions,  quantitative  de- 
terminations of  inner  processes,  perception  and  conception,  orienta- 
tion, memory,  association,  ability  to  count  and  compute,  etc.,  etc. 

The  work  is  thorough  and  well  printed  and  will  undoubtedly  be  a 
valuable  guide  for  those  interested  in  the  careful  study  of  nervous  and 
especially  mental  cases.  Jelliffe. 
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SOME  POINTS  OF  SPECIAL  INTEREST  IN  THE    STUDY  OP 
THE  DEEP  REFLEXES  OF  THE  LOWER  EXTREMITIES.1 

I.  ANKLE-CLONUS  WITH  ABSENCE  OF  KNEE-JERK;  2.  THE  SIGNIFICANCE 
OF  ANKLE-CLONUS  IN  THE  DIAGNOSIS  OF  HYSTERIA  FROM  ORGANIC  DIS- 
EASE J    3.     PATELLAR  CLONUS;    4.    TENDO-ACHILLIS    JERK   IN  TABETICS. 

By  Charles  K.  Mills,  M.D., 

PROFESSOR     OF     MENTAL     DISEASES    AND     OF    MFDICAL    JURISPRUDENCE     IN     THE 
UNIVERSITY  OF  PENNSYLVANIA;    NEUROLOGIST  TO  THE  PHILA- 
DELPHIA  HOSPITAL,   ETC. 

ANKLE-CLONUS    WITH    ABSENCE   OF   KNEE-JERK. 

The  patient,  H.  J.,  white,  laborer,  was  admitted  to  the 
men's  wards  of  the  Philadelphia  Hospital,  September  12,  1898. 
On  admission  he  was  found  to  be  paralyzed  in  both  legs.  He 
had  great  difficulty  in  breathing,  complained  of  pain  in  the 
precordial  region  and  of  a  band  of  pain  encircling  the  body 
between  the  ensiform  cartilage  and  the  umbilicus.  His  family 
history  showed  nothing  of  importance.  When  fifteen  he  had 
had  rheumatism,  but  otherwise  up  to  the  time  of  his  present 
illness  he  had  been  healthy.  He  admitted  the  moderate  use  of 
both  alcohol  and  tobacco. 

About  five  weeks  before  his  admission  to  the  hospital  he 
began  to  be  troubled  with  constipation  and  difficulty  in  ex- 
pelling his  urine.  The  bladder  would  become  distended  and 
painful,  and  it  was  only  with  great  difficulty  that  he  could 
urinate.  One  week  previous  to  his  admission  he  began  to 
have  a  feeling  of  numbness  in  both  feet,  this  gradually  extend- 

1  Read  before  the  New  York  Neurological   Society,  Jan.  3,   1899. 
For  discussion  on  this  paper  see  p.  172. 
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ing  upwards.  Five  days  before  admission  he  went  to  bed 
with  no  evidence  of  paralysis,  but  on  attempting-  to  rise  the 
following  morning  he  found  that  his  legs  were  paralyzed,  the 
precordial  and  girdling  pain  developing  about  the  same  time, 
while  breathing  became  so  difficult  that  he  had  to  assume  a 
sitting  position. 

Examination  on  admission  showed  him  to  be  a  man  of 
good  muscular  development;  but  with  an  appearance  of  being 
poorly  nourished.  His  face  had  a  waxy  look,  lips  and  finger 
tips  were  bluish  and  cold,  and  dyspnea  was  marked.  His 
tongue  protruded  straight  without  tremor;  it  was  pale  and 
anemic  looking,  tooth-marked  at  the  edges  and  coated  with  a 
dirty  white  fur.  His  pulse  was  rapid,  small  and  water-hammer 
in   character. 

The  normal  heart  sound  was  nowhere  heard.  At  the  mitral 
area  two  loudly  blowing  murmurs  were  heard,  the  louder  being 
systolic  and  transmitted  toward  the  axilla.  At  the  aortic  car- 
tilage two  more  murmurs  were  heard;  the  one,  diastolic,  was 
soft  and  blowing;  the  other,  systolic,  was  harsh  and  rasping. 
The  latter  was  plainly  transmitted  into  the  vessels  of  the  neck. 
Pressure  over  the  upper  part  of  the  abdomen  caused  pain. 

When  admitted  the  foot  of  the  right  leg  could  be  lifted 
about  six  inches  from  the  bed  when  the  leg  was  extended, 
but  in  the  left  this  movement  could  not  be  carried  out,  and 
when  it  was  attempted  the  leg  flexed  at  the  knee  and  the  heel 
dragged.  The  toes  of  both  feet  moved  freely.  When 
catheterized  immediately  after  admission  the  urethra  was  found 
to  be  hyperesthetic,  and  while  passing  the  catheter  both  legs 
and  thighs  were  quite  forcibly  flexed,  whether  voluntarily  or 
because  of  reflex  action  was  not  definitely  determined.  It  was 
learned  that  the  patient  had  had  no  headache,  that  his  appetite 
had  been  very  poor,  and  for  a  few  months  he  had  had  some 
cough.  The  pupils  were  equal  and  reacted  both  to  light  and  in 
accommodation,  and  no  paralysis  of  any  of  the  extraocular 
muscles  was  present  at  the  time  of  admission  or  later.  At  no 
time  had  he  any  paralysis  or  anesthesia  of  the  upper  ex- 
tremities. 

He  was  examined  by  me  three  hours  after  admission.  He 
did  not,  and  apparently  could  not,  make  any  movements  with 
the  right  leg,  which  seemed  to  be  completely  paralyzed,  and 
was  semi-flexed  at  the  hip  and  knee.  On  the  anterior,  inner 
and  outer  aspect  of  both  knees  and  on  the  dorsum  of  the  foot 
were  dusky  reddish  areas. 

Examination  for  sensation  showed  that  the  patient  was 
analgesic  over  the  right  thigh  and  front  of  the  leg  below  the 
knee,  and  on  the  dorsum  of  the  foot  to  its  inner  edge.  Tactile 
sensation  was  preserved,  as  was  also  the  thermal  sense.     In 
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general  terms  the  sensory  phenomena  in  the  left  lower  ex- 
tremity were  the  same  in  distribution  as  in  the  right,  but  a 
little  less  extended  over  the  dorsum  of  the  foot  and  great  toe. 
A  glance  at  the  diagram  (Fig.  I)  gives  a  correct  idea  of  the 
extent  of  the  analgesia,  and  a  comparion  of  this  with  one  of 
Heiberg's  plates  (Fig.  II)  shows  that  the  areas  chiefly  af- 
fected were  those  supplied  by  the  anterior  crural,  the  com- 
municans  peronei,  and  the  musculocutaneous  or  superficial 
peroneal  nerve. 


Fig.  I. 

Ficure  I.  Area  of  analgesia  in  the  patient  with  lost  knee-jerk  on 
both  sides  and  ankle-clonus  on  one  side. 

Figure  II.  Sensory  nerve  areas  of  the  anterior  surface  of  the 
lower  extremity:  A,  external  cutaneous  (cutaneus  femoris  lateralis); 
B,  crural;  C,  external  saphenous  (communicans  peronei);  musculo- 
cutaneous (unshaded  area  on  dorsum  of  foot). 

The  most  interesting  clinical  point  in  connection  with  the 
examination  of  this  man  was  that  brought  out  by  a  study  of  the 
muscle  and  tendon  phenomena  in  the  lower  extremities. 
Quadriceps-jerk  on  each  side  was  prompt  and  marked;  a  strik- 
ing fact  in  connection  with  the  intense  degeneration  of  the 
muscle  subsequently  found,  and  additional  evidence  that  the 
muscle-jerk  is  essentially  different  from  the  knee-jerk.  Both 
knee-jerks,  for  which  he  was  frequently  tested,  were  absent. 
Ankle-clonus  was  undoubtedly  present  on  the  left  side;  some- 
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-"times  it  was  quickly  exhausted,  but  at  other  times  it  persisted; 
it  was  never  absent  at  any  of  the  examinations  which  were 
repeated  several  times  during  three  days.  Ankle-clonus  and 
toe-jerk  were  both  absent  on  the  right  side,  and  toe-jerk  was 
not  present  on  the  left.    Both  elbow-jerks  were  absent. 

Most  of  the  clinical  phenomena  above  noticed  were  de- 
termined on  September  12,  the  day  of  the  patient's  admission 
'to  the  hospital.  At  7  P.  M.  of  this  day  he  seemed  to  be  worse 
and  complained  of  severe  pain  in  the  small  of  the  back  and 
over  the  precordium.  He  passed  a  comparatively  comfortable 
night,  but  did  not  sleep  any.  On  the  morning  of  September 
13,  he  said  that  he  felt  much  better  and  would  like  to  sit  up 
in  his  chair.  The  action  of  his  heart  was  slower  and  steadier, 
and  the  bluish  color  of  the  lips  and  finger  tips  had  disappeared. 
The  color  of  his  face  was  also  better.  He  had  one  stool  con- 
taining mucus.  He  slept  quite  well  during  the  night  of 
September  13th,  but  early  on  the  morning  of  the  14th  he  had  a 
slight  attack  of  dyspnea.  He  passed  a  very  uncomfortable 
night  on  the  14th;  dyspnea  was  extreme.  The  action  of  the 
heart  was  forcible  and  rapid,  notwithstanding  the  continuous 
use  of  digitalis.  The  dyspnea  continued  all  day.  He  com- 
plained greatly  of  precordial  pain.  He  died  at  3.40  A.  M.  on 
the  15th. 

The  autopsy  showed  the  body  of  a  well  developed  man. 
Post-mortem  rigidity  and  lividity  were  marked,  and  the  feet 
were  slightly  edematous.  A  considerable  quantity  of  clear, 
light  yellow  fluid  was  present  in  the  peritoneal  cavity.  The 
surface  of  the  liver  was  smooth,  and  its  edges  were  well  marked. 
On  section  the  knife  met  with  little  resistance,  and  the  cut 
section  was  mottled  and  fatty.  On  section  the  pulp  of  the 
spleen  was  quite  friable.  The  suprarenal  capsules  were  normal. 
The  right  and  left  kidneys  showed  similar  conditions.  The 
fatty  capsule  was  thick;  the  fibrous  capsule  stripped  with  diffi- 
culty, leaving  a  rough  surface  in  areas.  On  section  the  cortex 
was  found  to  be  narrowed.  The  substance  of  the  kidneys  was 
quite  firm.  The  right  and  left  pleural  cavities  contained  about 
500  c.  c.  of  fluid. 

The  left  lung  on  section  showed  marked  edema  and  at  its 
apex  a  slight  consolidation.  It  also  showed  _  a  slight 
anthracosis.  Similar  conditions  existed  in  the  right  lung. 
Much  subpericardial  fat  was  present.  The  heart  muscle,  par- 
ticularly around  the  left  ventricle,  and  more  especially  the 
papillary  muscles,  showed  marked  fatty  change.  Both  the 
aortic  and  mitral  valves  were  sclerotic,  the  aortic  admitting 
two  fingers  and  the  mitral  four. 

Careful  examination  of  every  part  of  the  brain  showed  no 
gros?    lesion.      Considerable   fluid   blood    was    found    in    the 
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vertebral  canal  external  to  the  dura,  but  not  more  than  is 
•often  seen  in  spinal  autopsies.  No  organized  clots  were  found 
at  the  level  of  any  of  the  lumbar  segments  or  elsewhere  in  the 
canal.  The  spinal  membranes  were  not  thickened  and  showed 
no  signs  of  either  diffuse  or  focal  meningitis.  No  gross  lesion 
of  any  of  the  spinal  nerves  in  their  intraspinal  course  could  be 
detected. 

The  entire  spinal  cord  was  put  in  formalin  for  hardening. 
Portions  of  one  of  the  posterior  spinal  roots  from  the  first 
lumbar  segment,  and  also  parts  of  the  anterior  crural  nerve 
on  each  side  were  removed,  and  placed  in  a  one  per  cent,  solu- 
tion of  osmic  acid.  Other  portions  of  the  anterior  crural 
nerves  were  placed  in  Miiller's  fluid.  The  pieces  of  nerve  were 
taken  from  just  below  Poupart's  ligament.  A  fragment  of 
muscle  was  taken  from  the  same  region  and  was  put  in  Miiller's 
fluid. 

Segments  from  the  first  lumbar  region  and  lower  levels 
of  the  spinal  cord  were  embedded  in  celloidin,  cut  and  stained 
by  the  methods  of  v.  Lenhossek  and  Weigert,  by  acid  fuchsin, 
and  by  Delafield's  hematoxylin.  Sections  were  also  stained  by 
Marchi's  method. 

The  microscopical  examination  of  the  specimens  was  made 
in  the  William  Pepper  Laboratory  of  Clinical  Medicine,  of  the 
University  of  Pennsylvania,  by  Dr.  William  G.  Spiller,  who  has 
furnished  the  following  report: 

"The  sections  from  the  spinal  cord  stained  by  the  above 
methods  appear  to  be  perfectly  normal.  The  cells  of  the 
anterior  horns  are  as  numerous  as  in  normal  cords,  and 
stained  by  the  method  of  y.  Lenhossek  show  the  usual  arrange- 
ment of  the  chromophilic  elements  and  the  central  position  of 
the  nucleus.  No  traces  of  hemorrhage  can  be  found  in  the  lum- 
bar region,  and  the  vessels  are  not  distended  to  an  unusual  de- 
gree. The  anterior  and  posterior  spinal  roots  stained  by  acid 
fuchsin  and  the  hematoxylin  of  Weigert  seem  to  be  normal — 
that  the  posterior,  however,  are  not  absolutely  normal  is  shown 
by  the  osmic  acid.  No  degeneration  of  the  lateral  columns  can 
be  detected  by  the  method  of  Weigert  or  of  Marchi. 

"A  portion  of  one  posterior  root  taken  from  the  first  lumbar 
segment  and  stained  by  osmic  acid  shows  many  fibers  in  which 
the  myelin  has  assumed  a  beaded  form,  and  probably  more 
such  fibers  than  a  normal  posterior  root  contains;  this  root, 
therefore,  cannot  be  said  to  be  perfectly  normal,  and  yet  the 
changes  are  perhaps  too  unimportant  to  explain  any  of  the 
symptoms. 

"Portions  of  one  of  the  anterior  crural  nerves  stained  with 
osmic  acid  and   "teased"  present  many  fibers   in  which   the 
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myelin  has  become  irregularly  beaded  and  others  in  which  the 
myelin  stains  faintly  with  osmic  acid. 

"Sections  from  the  anterior  crural  nerves  stained  with  acid 
fuchsin  and  Delafi eld's  hematoxylin  appear  to  be  nearly 
normal,  each  nerve  fiber  containing  an  axis  cylinder,  but  when 
the  hematoxylin  of  Weigert  is  employed  certain  bundles  seem 
to  contain  fewer  nerve  fibers  than  is  normal,  and  also  an  un- 
usual number  of  small  nerve  fibers.  These  sections  were  made 
at  a  considerable  distance  from  the  peripheral  terminations  of 
the  nerves. 

"Section  from  the  piece  of  muscle  removed  present  a  high 
degree  of  alteration  of  muscular  tissue.  When  stained  by 
Marchi's  method,  which  is  most  valuable  for  recent  degen- 
eration of  muscle,  numerous  fibers  are  found  both  in  longi- 
tudinal and  transverse  sections  filled  with  an  excessive  number 
of  small  black  dots  representing  a  fatty  degeneration  (Fig.  III). 
In  transverse  sections  the  numerous  rounded,  greatly  swollen 
muscular  fibers,  that  have  undergone  hyaline  degeneration 
and  vacuolation,  are  most  striking.  Some  of  these  fibers  are 
very  large,  perfectly  round,  stain  a  deep  red  with  acid  fuchsin, 
and  present  a  glassy  appearance  (Fig.  IV).  When  stained  by 
Van  Gieson's  method  these  swollen  fibers  are  of  a  dark  wine 
color.  The  sarcolemma  nuclei  have  in  general  disappeared 
from  those  muscular  fibers  that  are  entirely  degenerated.  The 
interstitial  connective  tissue  nuclei  are  not  very  excessive.  The 
blood  vessels  of  the  muscles  are  normal.  Intramuscular  nerve 
bundles  contain  fibers  each  with  an  axis  cylinder  when  the 
acid  fuchsin  is  used,  and  by  the  hematoxylin  of  Weigert  the 
medullary  sheaths  are  stained  black,  although  possibly  less 
intensely  so  than  in  normal  muscles 

"In  longitudinal  section  the  blocks  of  hyaline  degenerated 
muscles  are  exceedingly  numerous,  and  quite  frequently  one 
is  able  to  trace  one  of  these  swollen  blocks  without  a  trace 
of  transverse  striation,  into  a  normal  fiber  transversely  striated 
containing  sarcolemma  nuclei,  and  of  much  smaller  caliber 
than  the  hyaline  block  in  which  it  originates  (Fig.  V).  In 
some  of  these  swollen  hyaline  muscles  the  interior  is  more 
faintly  stained  that  the  exterior.  Numerous  spaces  in  certain 
of  these  hyaline  fibers  resemble  vacuoles.  The  absence  of  pro- 
liferation of  the  connective  tissue  and  of  atrophied  muscular 
fibers  is  very  striking,  and  the  process  was  evidently  a  recent 
one.  Many  of  these  hyaline  blocks  in  longitudinal  sections 
present  longitudinal  striation,  and  in  some  the  peculiar  ar- 
rangement of  the  hyaline  tissue  in  irregular  bands  is 'seen,  as 
described  by  Marinesco." 

The  findings  in  this  case  of  lost  knee-jerks  with  presence  of 
ankle-clonus  may  be  briefly  stated.     The  spinal  cord  appears 
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to  be  perfectly  normal;  a  posterior  root  from  the  first  lumbar 
segment  stained  with  osmic  acid  exhibits  a  somewhat  unusual 
number  of  nerve  fibers  with  beaded  myelin;  the  anterior  crural 
nerves  seem  to  be  distinctly  degenerated  when  the  osmic  acid 
is  employed,  but  the  changes  are  slight  as  shown  by  Weigert's 
hematoxylin  and  the  acid  fuchsin ;  the  muscular  tissue  is  greatly 
altered  and  many  of  the  muscular  fibers  are  tumefied  and 
present  a  high  degree  of  hyaline  or  fatty  degeneration. 

In  the  light  of  the  clinical  history  and  pathological  find- 
ings, what  is  the  most  probable  explanation  of  the  unusual 
syndrome — absent  knee-jerk  with  ankle-clonus  on  one  side — 
presented  by  this  case?  During  the  patient's  life  the  most 
probable  diagnosis  seemed  to  be  a  focal  lesion  involving  the 
lumbar  cord  in  that  region  through  which  the  reflex  arc  for 
the  patella  is  completed,  namely,  the  lumbar  segments  from 
the  second  to  the  fourth  inclusive.  One  objection  to  this 
diagnosis  was,  however,  to  be  found  in  the  distribution  of  the 
analgesia,  which  was  not  confined  to  the  area  supplied  by  the 
crural  nerve,  derived  from  the  lumbar  cord  and  plexus,  but 
also  included  the  areas  for  the  communicans  peronei  and  mus- 
culocutaneous (superficial  peroneal  of  Heiberg),  which  are 
branches  of  the  external  popliteal,  and,  therefore,  derived  from 
the  sacral  cord  and  plexus.  The  existence  of  heart  disease  with 
both  mitral  and  aortic  murmurs  lent  color  to  the  view  that 
the  lesion  might  be  one  or  more  foci  of  softening  in  the  cord. 
Another  theory  that  seemed  tenable  was  that  a  lesion  like  a 
hemorrhage  involved  some  of  the  extramedullary  or  in- 
tramedullary lumbar  roots,  or  the  cells  of  the  anterior  horns, 
and  compressed  the  lateral  columns  of  the  cord  in  the  upper 
or  midlumbar  region,  but  against  this  view  was  the  im- 
probability of  a  localized  hemorrhage  causing  the  irregular 
distribution  of  the  analgesia,  although,  of  course,  an  irregular 
clot,  an  exudate,  or  multiple  clots  might  produce  almost  any 
unusual  grouping  of  symptoms.  As  has  been  stated  in  the 
history  of  the  autopsy  and  microscopical  examination,  the 
most  critical  investigation  revealed  no  lesion  of  the  substance 
of  the  cord  or  of  the  intramedullary  nerve  roots  in  the  lumbar 
region,  though  one  of  the  first  lumbar  posterior  roots 
examined  was  not  entirely  normal.     The  blood  found  in  the 
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vertebral  canal  was  fluid  and  only  such  as  is  frequently  seen  in 
spinal  autopsies,  the  leakage  from  the  tissues  wounded  in  re- 
moving the  posterior  portions  of  the  vertebral  column.  Fluidv 
blood  could  not  have  produced  the  symptoms,  for  gravity 
would  have  caused  the  blood  to  descend  to  the  lower  part  of 
the  spinal  column,  and  ankle-clonus  would  then  hardly  have 
been  obtained. 

The  findings  in  this  case  give  us  an  explanation  for  absent 
knee-jerk  and  presence  of  foot-clonus  not  hitherto  afforded, 
in  fact  I  know  of  no  similar  case  with  necropsy.  The  muscular 
tissue  examined  was  greatly  altered,  presenting  marked 
hyaline  and  fatty  degeneration,  while  the  anterior  crural  nerves 
were  partially  degenerated,  as  was  also  the  posterior  root  ex- 
amined. I  attribute  the  lost  knee-jerks  conjointly  to  disease  of 
the  muscles  and  to  the  degeneration  of  the  crural  nerves,  al- 
terations in  muscle  and  nerve  tissue  affording  a  comparatively 
easy  explanation  of  the  loss  of  the  patellar  reflexes. 

It  is  not  improbable  that  the  difficulty  in  voiding  the  urine 
and  feces,  of  which  the  patient  complained,  was  due  to  a  de- 
generation of  the  muscles  of  the  abdominal  walls,  similar  to 
that  in  the  piece  of  sartorius  examined,  as  the  contraction  of 
the  abdominal  muscles  plays  an  important  part  in  the 
evacuation  of  bladder  and  rectum.  I  cannot  regret  sufficiently 
that  muscle  and  nerve  tissue  were  not  taken  from  widely 
separated  portions  of  the  body  and  submitted  to  careful 
microscopical  examination.  The  symptoms  presented  by  the 
patient  were  those  which  most  neurologists  would  attribute 
to  disease  of  the  spinal  cord. 

We  must  seek  to  find  the  cause  of  this  muscular  degen- 
eration, which  was  of  an  intense  degree  in  the  piece  of 
sartorius  examined.  It  seems  not  improbable  that  the  cardiac 
trouble  may  have  been  the  cause.  The  absence  of  atrophied 
fibers  and  of  proliferation  of  the  connective  tissue,  and  the 
presence  of  recent  degeneration,  as  shown  by  the  method  of 
Marchi,  are  in  conformity  with  the  short  duration  of  the 
paralysis  in  the  lower  limbs.  We  know  that  muscles  undergo 
hyaline  degeneration  as  a  result  of  acute  infectious  disease,  but 
I  have  been  unable  to  obtain  the  history  of  any  such  affection 
in  my  patient.    Muscular  degeneration  may  be  more  common 


Fig.  IV.  Transverse  section  of  the  sartorius  muscle  stained  with 
acid  fuchsin.  The  small  unaltered  fibers  measure  about  30  microns, 
while  the  larger  ones  that  have  undergone  hyaline  degeneration  (rep- 
resented in  black  in  the  drawing)  measure  70  to  100  microns.  Some 
of  the  fibers  show  vacuoles  (6).  (c)  Degenerated  fibers  from  one  of  the 
anterior  crural  nerves.     The  myelin  sheaths  are  irregularly  beaded. 


Fig.  V.  Longitudinal  section  of  the  sartorius  muscle  The  hyaline 
masses  which  were  round  when  viewed  in  transverse  section  (Fig.  IV. ) 
are  long  and  irregular  in  Fig.  V.  In  many  muscular  fibers  the  trans- 
verse striation  is  lost,  though  in  some  it  is  preserved.  Some  muscular 
fibers  terminate  in  hyaline  masses. 
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than  we  suppose  when  the  heart  has  been  acting  feebly  for  a 
long  time. 

This  is  the  day  for  the  theory  of  autointoxication.  1 1  may 
T>e  that  we  have  to  seek  the  cause  of  the  muscular  degener- 
ation of  this  case  in  the  imperfect  elimination  of  toxic  sub- 
stances from  the  system,  brought  about  by  an  impaired  circu- 
lation. Whatever  theory  is  preferred,  the  fact  must  be  accepted 
that  the  sartorius  muscle  of  my  patient  presented  signs  of  in- 
tense degeneration,  probably  of  recent  origin,  and  that  the 
degeneration  of  the  muscles  was  apparently  much  greater  than 
that  of  the  nerve  fibers.  We  should  be  cautious,  however,  in 
accepting  a  degeneration  of  nerve  fibers  which  appears  slight 
under  the  microscope,  as  of  little  importance.  Nerve  cells  and 
nerve  fibers  probably  suffer  great  impairment  of  function  be- 
fore they  undergo  structural  change,  and  apparently  slight 
degeneration  of  nerve  tissue  may  cause  severe  functional  dis- 
turbance. 

The  explanation  of  the  distinct  and  persistent  ankle-clonus 
on  one  side  is  not  easy,  indeed  remains  somewhat  in  doubt,  and 
is  worthy  of  discussion. 

While  it  is  well  known  that  in  multiple  neuritis  the  tendon 
reflexes  are  often  absent  at  some  stage,  and  especially  early 
in  this  disease,  exaggerated  knee-jerks  have  been  observed. 
Usually  as  the  disease  advances  the  reflexes  diminish,  and  in 
the  majority  of  cases  disappear.  Even  ankle-clonus  has  been 
observed  in  rare  instances  in  multiple  neuritis. 

In  one  case  of  multiple  neuritis,  with  the  symptoms  of  a 
comparatively  mild  form  of  erythromelalgia,  I  have  even  ob- 
served slight  patellar  clonus  on  one  side  at  one  of  the  ex- 
aminations, but  this  could  not  be  elicited  subsequently.  This 
was  a  man  twenty-five  years  old,  studied  in  my  wards  at  the 
Philadelphia  Hospital,  three  weeks  after  the  onset  of  the 
disease. 

What  is  most  significant  in  its  bearings  on  the  case  under 
discussion  is  that  v.  Bechterew3  in  one  case  of  multiple 
neuritis  observed  ankle-clonus  after  the  patellar  reflex  had 
disappeared. 

With  these  facts  before  us  it  is  possible  that  the  unilateral 

'v.  Bechterew,  W-,  Neurologisches  Ontralblatt,  1895,  p.  1157. 
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ankle-clonus  present  in  my  patient  was  due  to  a  neuritis  at- 
tacking the  nerve  branches  to  the  tendo  Achillis.  In  multiple 
neuritis  the  degree  of  inflammation  and  degeneration  may 
vary  at  different  times  in  different  nerve  trunks  and  branches, 
and  it  is  probable  that  if  inflammation  was  present  in  this  case 
in  the  nerves  to  the  tendo  Achillis  the  disease  was  here  in  an 
early  stage. 

It  may  be  that  the  muscles  and  nerves  of  the  calf  were 
not  involved  in  the  degenerative  process,  and  the  absence  of 
analgesia  over  the  posterior  and  inner  aspects  of  the  leg  makes 
this  view  not  improbable. 

Some  cases  of  lost  knee-jerk  with  presence  of  ankle-clonus 
in  which  inflammation  of  peripheral  nerves  is  seen  may  be  ex- 
plained on  the  theory  that  the  cells  of  the  sacral  region  con- 
trolling the  ankle  phenomenon  are  thrown  into  a  state  of 
hyperexcitability  by  the  inflammation  of  nerves  having  their 
reflex  arc  in  the  lumbar  segments  concerned  with  the  patellar 
reflex. 

Another  explanation  is  to  be  found  in  the  fact  that  while 
it  is  uncommon  to  find  exaggerated  reflexes  in  neuritis,  it  has 
been  shown  by  Weir  Mitchell4  that  certain  forms  of  irritation 
of  a  nerve  trunk  may  cause  excessive  irritability  in  the  muscles 
supplied  by  the  affected  nerve,  as  was  seen  when  a  frozen 
nerve  was  thawed. 

It  is  scarcely  necessary  to  an  audience  of  neurologists  to 
direct  attention  to  the  anatomy  and  physiology  of  the  knee- 
jerk  and  of  ankle-clonus,  and  yet  it  may  be  of  some  little  ser- 
vice to  do  this  as  a  part  of  the  discussion  of  this  unusual 
pathological  grouping  of  the  two  most  important  of  the  deep 
reflexes  of  the  lower  extremities,  especially  as  it  is  not  yet 
firmly  established  through  which  segments  of  the  lumbar  and 
sacral  cord  these  reflexes  are  consummated.  In  th^  knee 
phenomenon  the  tendon  of  the  patella  having  been  struck, 
the  excitation  is  carried  to  the  spinal  cord  by  crural  sensory 
fibers,  and  enters  by  the  dorsal  roots  into  a  certain  portion 
of  the  dorsal  column,  and  thence  passes  to  the  dorsal  horn; 
next  it  takes  its  course  through  the  intermediate  gray  sub- 
stance until  it  reaches  the  cells  of  the  ventral  horn;  and  thence 

*  Mitchell,  S.  W.,  Injuries  of  Nerves  and  Their  Consequences,  p.  60. 
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the  motor  excitation  goes  through  the  motor  roots  and  crural 
nerve  to  the  anterior  muscles  of  the  thigh.  It  does  not  matter 
for  the  purposes  of  our  discussion  whether  knee-jerk  is  or  is 
mot  a  pure  reflex,  or  whether,  as  is  most  probable,  it  is  due  first 
to  direct  stimulation  of  the  muscle,  and  secondly  to  reflex  in- 
fluence; in  any  case  absence  of  this  phenomenon  follows  a  com- 
plete break  in  any  portion  of  this  path.  In  considering  the 
loss  of  knee-jerk  in  this  as  in  any  other  case,  therefore,  it  should 
be  remembered  that  it  may  be  abolished  from  disease  of  any 
of  the  following  parts:  the  peripheral  sensory  nerve  fibers,  the 
posterior  roots,  either  in  their  extramedullary  or  intramedul- 
lary portion,  the  gray  matter  through  which  the  reflex  col- 
laterals of  the  posterior  roots  pass,  the  cells  of  the  ventral  horns, 
the  motor  roots,  the  motor  nerve  fibers,  or  the  extensor  muscles 
of  the  leg. 

According  to  Westphal's  investigations,  when  the  patellar 
reflex  was  abolished  the  part  of  the  spinal  cord  affected  was  in 
the  transitional  region  from  the  thoracic  to  the  lumbar  cord. 
Many  later  researches  have  placed  the  spinal  segments  for  this 
reflex  at  a  lower  position  of  the  cord,  and  according  to  differ- 
ent observers  it  would  seem  that  the  reflex  arc  might  be 
situated  anywhere  from  the  second  to  the  fifth  lumbar  segment. 

Pineles5,  in  describing  a  case  which  he  designates  as  one 
of  sacral  tabes  with  lost  knee-jerks,  says  the  first  normal  fibers 
of  the  posterior  roots,  in  examining  the  cord  from  below  up- 
ward, were  observed  in  the  midlumbar  region,  and  from  here 
upward  the  root  entrance  zones  were  gradually  filled  with 
normal  fibers.  Redlich6,  says  that  the  patellar  reflex  arc  is  now 
believed  to  be  a  little  lower  than  Westphal  placed  it,  and  that 
usually  it  is  located  about  the  second  lumbar  segment.  An- 
other case  of  sacral  tabes  has  recently  been  reported  by 
Auerbach7.  The  knee-jerk  was  absent  on  each  side.  The  de- 
generation by  microscopical  examination  seemed  to  be  in  the 
first  and  second  sacral  and  the  lower  lumbar  posterior  roots. 


5  Pineles,  Arbeiten  aus  dem  Institut  fur  Anatomie  und  Physiologie 
des  Centralnervensystems  an  der  Wiener  Universitat,  Heft  IV.,  p.  341. 
"Redlich,  E.,  Die  Pathologie  der  tabischen  Hinterstrangser- 
krankung,  p.  100. 

7  Auerbach,  Deutsche  Zeitschrift  fur  Nervenheilkunde,  V.  XL,  p. 
T43- 
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Higher  up  the  posterior  root  fibers  were  normal.  In  the 
middle  portion  of  the  lumbar  region  the  posterior  roots  were 
practically  intact.  This  case  is  therefore  similar  to  the  one 
reported  by  Pineles. 

In  a  case  of  tumor  of  the  cauda  equina,  reported  by  De- 
jerine  and  Spiller8,  knee-jerks  were  lost,  and  all  the  posterior 
roots  were  degenerated  as  high  as,  but  not  including,  the  first 
lumbar  roots.  The  knee  reflex  must  be  lower  than  the  first 
lumbar,  as  indicated  by  this  case,  for  the  examination  was 
made  by  the  method  of  Marchi,  which  would  have  revealed 
any  recent  degeneration  in  the  first  lumbar  roots  if  it  had  been 
present,  and  did  reveal  intense  degeneration  of  the  roots  below 
the  first  lumbar.  ..^ 

From  these  and  other  investigations  it  is  at  least  clear  that 
the  segments  of  the  spinal  cord  included  in  the  patellar  reflex 
arc  are  situated  somewhere  between  the  second  and  fifth 
lumbar  segments  inclusive.  The  facts  before  us  would  seem 
to  indicate  that  it  is  probably  located  where  it  has  been  placed 
by  Edinger9,  Starr10  and  others,  namely,  in  the  second  or 
third  lumbar  segments,  or  both. 

The  anatomy  of  the  Achilles  reflex  arc  has  not  been  so 
thoroughly  studied  as  that  of  the  patellar  reflex  arc;  in  fact 
I  have  not  at  command  any  investigations  definitely  locating 
the  segments  of  the  sacral  cord  concerned  in  this  reflex.  Some 
clinical  and  anatomical  considerations  would,  however,  in- 
dicate that  the  segment  of  the  cord  concerned  in  this  reflex  is 
probably  situated  where  it  has  been  placed  by  Starr  and  others, 
namely,  somewhere  from  the  first  to  the  third  sacral  segments 
inclusive.  Paralleling  the  description  above  given  of  the 
patellar  reflex  arc  and  its  lesions,  it  would  therefore  follow 
that  loss  of  the  Achilles  reflex  would  occur  from  a  destructive 
lesion  affecting  the  peripheral  sensory  nerve  fibers  from  the 
tendo  Achillis,  the  dorsal  roots  of  these  fibers,  the  gray  matter 

8  Dejerine  and  Spiller,  Comptes  rendus  de  la  Soc.  de  Biologie,  1895, 
and  personal  communication  by  Dr.  Spiller. 

9  Edinger,  L.,  Vorlesungen  uber  den  Ban  der  nervosen  Central- 
organe  des  Menschen  und  der  Thiere,  funfte  Auflage,  Leipzig,  1896, 
P-  3I3-3I4- 

10  Starr,  M.  A.,  The  Diagnosis  and  Localization  of  Spinal  Cord 
Diseases,  in  A  System  of  Practical  Medicine  by  American  Authors,  ed. 
by  Loomis  and  Thompson,  V.  4,  1898,  p.  71. 
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through  which  the  reflex  collaterals  of  these  roots  pass,  the 
cells  of  the  ventral  horns,  the  motor  roots,  the  motor  nerve 
fibers  to  the  gastrocnemius  and  soleus  muscles,  or  these 
muscles  themselves. 

It  is  not  enough  to  know  the  particular  segment  or  seg- 
ments of  the  cord  concerned  in  the  patellar  reflex.  Only  cer- 
tain portions  of  these  segments  are  involved  in  the  reflex  arc, 
and  it  therefore  follows  that  lesions  affecting  the  spinal  cord 
at  the  proper  level  to  include  the  reflex  arc  might,  if  linrted  to 
certain  transverse  regions  of  the  cord,  permit  the  reflex  act 
to  be  consummated.  Pineles1]  says  that  Westphal's  thorough 
investigations  have  clearly  shown  that  when  the  patellar  reflex 
is  absent  a  certain  zone  in  the  spinal  cord  must  be  diseased. 
This  zone  is  limited  by  an  imaginary  line  parallel  to  the 
posterior  septum,  drawn  through  the  point  where  the  posterior 
horn  makes  a  bend,  by  the  inner  side  of  the  posterior  horn  and 
by  the  periphery  of  the  cord.  This  zone  was  called  by 
Westphal  the  root-entrance  zone  (Wurzeleintrittszone). 
Westphal's  investigations  referred  only  to  the  transitional 
region  from  the  thoracic  to  the  lumbar  cord,  but  it  is  probable 
that  an  area  in  one  or  more  of  the  lumbar  segments  somewhere 
from  the  second  to  the  fourth  inclusive,  corresponding  to  West- 
phal's zone,  contains  the  patellar  reflex  arc.  A  lesion  outside 
of  this  area,  and  outside  of  the  other  portions  of  the  spinal  cord 
included  in  the  reflex  arc,  might  be  present  without  any  dis- 
turbance of  the  patellar  reflex.  A  focal  lesion  like  a 
hemorrhage  or  small  focus  of  softening,  or  a  disease  like 
syringomyelia,  might  involve  the  segments  of  the  cord  at  the 
level  which  corresponds  to  the  patellar  reflex  arc  without 
abrogating  the  patellar  phenomenon,  a  fact  which  must  be 
borne  in  mind  in  the  explanation  of  some  exceptional  cases  of 
lumbar  focal  disease.  Such  a  case  of  retained  patellar  reflex 
in  a  case  of  tabes,  for  example,  has  recently  been  reported  by 
Achard  and  Levi.12  The  root-entrance  zones  were  com- 
paratively intact,  although  the  posterior  columns  were  much 
degenerated. 

11  Pineles,  Arbeiten  aus  dem  Institut  fur  Anatomie  und  Physiologie 
des  Centralnervensystems  an  der  Wiener  Universitat,  Heft  IV,  p.  341. 

u  Achard,  C,  and  Levi,  L.,  Nouvelle  iconographie  de  la  Sal- 
petriere,  2,  1898,  p.  83. 
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In  order  to  show  at  a  glance  the  mechanism  of  the  patellar 
and  the  ankle  phenomena  I  have  had  made  a  diagram  which 
shows  both  the  patellar  reflex  arc  and  the  Achilles  reflex  arc, 


Fig.   VI. 

Figure  VI.  Scheme  of  the  patellar  and  the  tendo-Achillis  reflex 
arc:  A,  patellar  tendon;  B,  quadriceps  muscle;  C,  sensory  (afferent) 
fiber  from  the  patellar  tendon;  D,  motor  fiber  from  cell  in  the  ventral 
horn  to  quadricep  muscle;  E,  cell-body  in  ventral  horn;  F,  tendo 
Achillis;  G,  gastrocnemius  muscle;  H,  sensory  fiber  from  the  tendo 
Achillis;  I,  motor  fiber  passing  from  cell  in  the  ventral  horn  to  gas- 
trocnemius muscle;  J,  cell-body  in  ventral  horn;  K,  area  corre- 
sponding to  Westphal's  zone;  the  direction  of  the  arrows  shows  the 
direction  of  the  sensory  and  motor  impulses. 

and  the  controlling  tracts  related  to  these  arcs.  A  brief  study  of 
this  diagram  (Fig.  VI)  will  show  that  a  destructive  lesion  in- 
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volving  the  lumbar  segment  or  segments  in  which  the  patellar 
reflex  arc  is  included  might  abrogate  the  patellar  reflex  on  both 
sides,  and  at  the  same  time  by  involving  the  corticospinal  tract 
to  the  sacral  cord  remove  the  cerebral  inhibition  from  the 
Achilles  reflex  and  thus  allow  the  foot  phenomenon  to  coexist 
with  lost  knee-jerk.  A  glance  at  this  diagram  will  also  show 
how  advanced  disease  involving  the  nerve  and  the  muscle  form- 
ing portions  of  the  patellar  reflex  arc  would  destroy  the  patel- 
lar reflex,  the  Achilles  reflex  arc  remaining,  and  this  perhaps 
by  less  advanced  and  irritative  nerve  disease  being  stimulated 
until  foot-clonus  is  manifested.  It  will  also  be  seen  from  a 
study  of  this  diagram  that  limited  focal  disease  of  the  cerebral 
cortex,  or  of  the  cerebrospinal  tract,  might  cause  increased 
clonus  on  one  side,  while  peripheral  disease  of  crural  nerves  or 
quadriceps  muscle  might  destroy  the  patellar  reflex.  Other 
possible  explanations  which  will  be  given  of  lost  knee-jerk  with 
ankle-clonus  can  also  be  better  understood  by  a  study  of  the 
diagram. 

Let  me  next  glance  at  the  literature  of  the  subject  of  lost 
knee-jerk  with  presence  of  ankle-clonus.  This  is  limited.  I 
have  been  able  to  find  the  record  of  only  ten  cases,  although,  of 
course,  it  is  not  improbable  that  some  have  been  overlooked. 
In  Sternberg's13  monograph  reference  is  made  to  seven  cases. 
I  have  notes  of  three  other  cases,  which,  including  my  own, 
make  eleven  in  all.  The  cases  being  so  few,  a  summary  of  the 
most  important  of  them  will,  I  am  sure,  not  be  considered  out 
of  place.  Bechterew  (1.  c),  as  already  indicated,  in  one  case  of 
multiple  neuritis  has  observed  ankle-clonus  after  the  patellar 
reflex  had  disappeared. 

Dr.  F.  1C.  Dercum,  in  a  personal  communication  to  the 
writer,  has  given  the  details  of  the  case  of  a  patient  who,  after 
falling  from  a  height,  striking  on  his  buttocks,  became  para- 
plegic. At  the  time  of  examination  this  patient  could  flex  his 
thighs  slightly  on  his  abdomen,  but  had  no  control  over  his 
feet.  Marked  wasting  of  some  of  the  muscles  of  the  lower 
extremities  was  present,  and  the  man  had  blebs  or  blisters  over 
his  toes,  ankles  and  feet.    He  made  considerable  improvement 

18  Sternberg,  M.,  Die  Sehnenreflexe  und  ihre  Bedeutung  fur  die 
Pathologie  des  Nervensystems,  Leipzig  und  Wien,  1893. 
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while  under  Dr.  Dercum's  care,  but  remained  partially  para- 
plegic. He  presented  no  evidence  of  local  injury  to  the  spinal 
column.  The  conditions  as  to  sensation  were  not  recalled  by 
Dr.  Dercum.  In  this  case  knee-jerk  was  lost  on  both  sides 
and  ankle-clonus  was  present  on  both  sides. 

Erb14  has  recorded  a  case  in  which  the  reflex  clonus  and 
the  biceps  tendon  reflex  were  observed,  but  the  patellar  reflex 
and  the  reflex  of  the  adductors  was  in  no  way  to  be  obtained. 
This  was  one  of  three  cases  of  compression  of  the  spinal  cord 
with  kyphosis.  The  kyphosis  was  in  the  lumbar  region,  the  first 
and  second  lumbar  vertebrae  forming  the  point  of  the  kyphosis. 

It  will  be  recalled  by  members  of  the  New  York 
Neurobgical  Society  that  Dr.  Joseph  Fraenkel15,  at  the  March 
meeting  of  this  year,  presented  a  child  two  and  a  half  years 
old,  in  whom  the  knee-jerks  were  absent  and  ankle-clonus  was 
present  on  both  sides.  The  child,  born  by  the  breech  after  a 
difficult  labor,  had  abnormal  lower  extremities  from  birth,  and 
was  not,  at  the  time  of  presentation  to  the  society,  able  to  sit, 
walk,  or  stand.  Electrical  examinations  showed  extensive  de- 
generation of  all  the  muscles  except  those  of  the  calves.  Dr. 
Fraenkel  seemed,  from  his  remarks,  to  incline  to  the  view  that 
the  case  was  one  of  poliomyelitis,  or  that  the  syndrome  was 
the  result  of  a  dropsy,  a  focal  hemorrhage,  or  a  localized  cavity 
formation.  He  explained  the  existence  of  the  ankle-clonus  by 
the  theory  that  the  calf-muscles  were  in  a  state  of  increased 
tonus,  due  to  the  fact  that  the  antagonists  were  gone.  Dr. 
Joseph  Collins  accepted  the  pathological  explanation  given 
by  Dr.  Fraenkel,  but  Dr.  B.  Sachs  believed  it  better  to  assume 
that  in  the  case  there  was  some  developmental  defect. 

At  the  meeting  of  the  Berlin  Society  for  Psychiatry  and 
Nervous  Diseases,  held  November  8,  1886,  Mendel16  presented 
a  man  of  forty  with  (1)  loss  of  patellar  reflex;  (2)  bilateral  foot- 
clonus;  and  (3)  paradoxical  contraction  in  the  left  foot.  This 
patient,  who  was  not  syphilitic,  began  in  1877  to  have  pains  in 
the  left  hip,  which  varied  in  intensity  and  later  were  felt  in  the 

"  Erb,  W.  Archiv.  f.  Psychiatrie,  5,  p.  802. 

15  Fraenkel,  J.,  Proceedings  of  the  New  York  Neurological  Society, 
Jour.  Nerv.  and  Ment.  Dis.,  V.  25,  April,  1898. 

18  Mendel,  E.,  Archiv.  fur  Psychiatrie,  V.  19,  pp.  524-525. 


Fig.  III.  On  the  left  of  the  drawing  is  a  transverse  section  of  mus- 
cular fibers  stained  by  Marchi's. method;  on  the  right  a  longitudinal 
section  stained  by  the  same  method.  Many  fibers  are  filled  with  nu- 
merous black  dots  {df)  representing  fatty  degeneration  of  the  muscu- 
lar fibers.  Some  of  the  fibers  show  vacuoles  (e).  In  the  center  of  the 
picture  is  a  large  fiber  that  has  undergone  hyaline  degeneration. 
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right  leg  and  shoulder.  The  legs  became  weaker  while  the  arms; 
remained  intact.  In  the  lower  limbs  considerable  disturbance 
of  cutaneous  sensation  was  found  and  the  muscle  sense  was 
impaired.  The  muscles  of  the  thigh  and  calf  were  atrophic, 
especially  on  the  left  side.  The  electrical  reactions  could  not  be 
taken.  The  left  pupil  was  larger  than  the  right.  The  left  half 
of  the  face  was  not  as  well  innervated  as  the  right.  Mendel 
believed  the  case  was  one  of  multiple  sclerosis,  and  that  a  focus 
was  located  in  the  reflex  arc  of  the  quadriceps  muscle;  that 
another  was  more  deeply  seated,  and  in  the  lateral  column,  in- 
volving the  sciatic  (control)  tract.  One  of  these  foci  caused 
loss  of  the  knee-jerk,  the  other  caused  foot-clonus.  Remak  had 
examined  the  electrical  conditions  of  this  patient  previously, 
and  found  a  great  diminution  in  the  response  of  the  left  crurar 
nerve,  indications  of  reaction  of  degeneration  in  the  quadriceps, 
extensor  and  no  contraction  of  the  anterior  tibial  muscle  from 
irritation  of  the  left  peroneal  nerve.  He  believed  that  a  cir- 
cumscribed transverse  myelitis  was  present  in  the  upper  part 
of  the  lumbar  swelling,  and  that  this  on  the  left  side  had  in- 
volved the  cells  and  caused  paralysis  in  the  crural  territory,, 
with  implication  of  the  anterior  tibial.  Oppenheim  said  he 
had  often  seen  cases  with  dorsal  clonus  of  the  foot  with  West- 
phal's  sign  (loss  of  knee-jerk),  for  example,  in  a  case  of  verte- 
bral injury.  It  seems  to  me  probable  that  Oppenheim  may  not 
have  fully  considered  his  words  when  he  made  the  sweeping 
assertion  that  he  had  often  seen  foot-clonus  with  lost  knee- 
jerk. 

In  connection  with  Mendel's  explanation  of  the  syndrome 
in  this  case  it  may  be  remarked  that  Buzzard17,  in  a  discussion: 
on  the  clinical  significance  of  the  deep  reflexes  before  the 
Medical  Society  of  London,  stated  that  the  occurrence  of  ankle- 
clonus  in  a  leg  which  presented  at  the  same  time  a  total  absence 
of  knee-reflex,  not  infrequently  pointed  to  a  disseminated 
sclerosis. 

Fleuryls,  in  a  case  of  typhoid  fever  examined  on  the 
twelfth  day  of  the  disease,  found  the  tendon  reflexes  (presum- 

17  Buzzard,  Brit.  Med.  Jour.,  Nov.  7,  1885,  V.  2,  p.  868. 

18  Fleury,  Note  sur  les  rapports  de  la  trepidation  epiletoide  du  pied 
avec  l'exageration  des  reflexes  rotuliens,  in  Revue  de  Medecine> 
quatrieme  annee,  1884,  V.  4,  Paris,  p.  656. 
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ably  from  the  context  the  patellar  reflexes)  absolutely  abolished. 
While  this  was  the  case,  he  obtained  on  the  contrary  at  the 
first  attempt  a  very  marked  trepidation  in  the  right  as  well  as  in 
tne  left  foot.  The  tendon  reflexes  remained  abolished  during 
the  entire  time  that  the  patient  was  in  the  hospital.  The  trep- 
idation also  continued,  but  presented  notable  variations. 
Fleury  concluded  that  epileptoid  trepidation  does  not  always 
coexist  with  exaggeration  of  the  patellar  reflexes,  and  that 
it  can  exist  in  subjects  in  whom  these  reflexes  are  normal,  im- 
paired or  abolished. 

Regarding  the  probable  lesions  in  a  case  which  presents  the 
unusual  syndrome  of  lost  knee-jerk  with  presence  of  ankle 
clonus,  several  conclusions  may  be  drawn  from  a  study  of  the 
case  here  presented  and  an  examination  of  the  meager  litera- 
ture of  the  subject: 

(1)  The  syndrome  may  be  due  to  a  compression  or  destroy- 
ing lesion,  such  as  caries  with  pachymeningitis,  or  transverse 
myelitis,  involving  the  spinal  cord  in  the  region  of  the  patellar 
reflex  arc,  namely,  somewhere  between  the  second  and  fifth 
lumbar  segments,  and  most  probably  about  the  second  or  third 
lumbar  segments. 

(2)  The  syndrome  may  be  due  to  disseminated  sclerosis, 
foci  of  sclerosis  being  present  both  in  the  reflex  arc  for  the 
patella  and  in  the  lateral  column. 

(3)  The  syndrome  may  be  due  to  focal  lesions  like 
hemorrhage,  softening,  or  cavity  formation,  attacking  points  in 
the  reflex  arc  and  also  the  lateral  columns. 

(4)  The  syndrome  may  be  due  to  peculiar  forms  of  develop- 
mental arrest  of  the  spinal  cord,  as  for  instance,  to  defect  in  the 
gray  matter  of  the  lumbar  segments  and  in  the  lateral  columns. 

(5)  The  syndrome  may  be  due  to  a  combination  of  muscular 
and  neural  disease,  as  in  my  case,  and  as  was  probably  also  the 
case  in  the  man  suffering  from  typhoid  fever  as  recorded  by 
Fleury.  It  is  known  that  hyaline  degeneration  of  muscular 
fibers  occurs  especially  in  typhoid  fever.  Fleury's  case  was 
probably  in  its  pathology  not  unlike  my  own. 

(6)  On  theoretical  grounds  it  seems  probable  that  the 
syndrome  might  be  due  to  a  focal  lesion  in  the  cerebral  cortex, 
or  in  the  cortical  spinal  (pyramidal)  tract,  or  to  arrested  de- 
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velopment  of  the  tract,  associated  with  disease  (inflammation 
or  degeneration)  limited  to  the  crural  nerves  and  their  mus- 
cles. 

THE  SIGNIFICANCE  OF  ANKLE-CLONUS  IN  THE  DIAGNOSIS  OF 
ORGANIC  FROM  FUNCTIONAL  DISEASES,  ESPECIALLY 
HYSTERIA. 

The  second  subject  connected  with  the  study  of  the  deep 
reflexes  of  the  lower  extremities  to  which,  in  accordance  with 
the  announcement  of  this  meeting,  it  is  my  purpose  to  direct 
attention  is  one  which  some  of  those  present  may  at  first  sight 
regard  as  so  far  settled  as  not  to  be  worthy  of  special  discus- 
sion; that  this,  however,  is  not  the  case  is  forced  upon  me  by 
several  considerations.  The  discussion  of  this  subject  at  the 
Philadelphia  Neurological  Society  has  brought  out  a  striking 
difference  of  opinion  among  neurologists  of  large  experience,  a 
fact  familiar  to  those  who  have  read  the  proceedings  in  the 
Journal  of  Nervous  and  Mental  Disease.19  I  have  not 
much  to  present  in  addition  to  what  has  already  been  published 
in  these  proceedings,  but  believing  the  subject  to  be  one  still 
worthy  of  close  discussion  I  have  concluded  to  include  its 
presentation  in  this  paper,  hoping  to  get  decided  expressions 
of  opinion  from  the  members  of  the  New  York  Neurological 
Society. 

The  majority  of  neurologists,  both  in  this  country  and 
abroad,  so  far  as  I  have  been  able  to  note  their  opinions,  seem 
to  disagree,  in  part  at  least,  with  Gowers  and  the  writer  regard- 
ing ankle-clonus  in  hysteria  and  other  functional  affections. 
v.  Bechterew20  says  that  many  neurologists  still  share  the 
opinion  of  Gowers,  although  cases  of  pure  hysteria  with  ankle- 
clonus  have  been  observed.  Bechterew  says  also  that  he  has 
seen  ankle-clonus,  exactly  like  that  occurring  in  organic  disease, 
in  cases  of  myoclonus  multiplex,  and  also  he  has  seen  it  in 
cases  of  akinesia  algera.  Oppenheim21  believes  that  both  foot- 
clonus  and  paradoxical  contraction  occur  in  hysteria. 

19  Proceedings  of  the  Phila.  Neurological  Society,  Jour.  Nerv.  and 
Ment.  Dis.,  v.  24,  Nov.,  1897. 

20  Bechterew,  W.,  Neurologisches  Centralblatt,  1895,  p.  1157. 

21  Oppenheim,  H.,  Archiv.  fur  Psychiatrie,  v.  19,  pp.  524-525.  (In 
the  discussion  of  a  paper  presented  by  Mendel  to  the  Berlin  Society 
for  Psychiatry  and  Nervous  Diseases,  Nov.  8,  1886.) 
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Sternberg,22  in  his  monograph  on  the  tendon  reflexes,  says 
that  in  about  twenty  per  cent,  of  hysterical  cases  foot-clonus  is 
present. 

As  my  own  views  are  practically  in  accord  with  those  of 
Gowers,23  let  me  recall  these.  While  not  denying  the  possibil- 
ity of  a  true  uniform  clonus  in  hysterical  paraplegia,  Gowers 
holds  that  it  is  so  rare  that  it  does  not  materially  lessen  the  value 
of  this  sign  of  organic  disease.  "Certain  facts,"  he  says,  "might 
be  stated  with  confidence.  1.  In  many  cases  the  myotatic  ir- 
ritability was  perfectly  normal.  2.  In  others  there  was  distinct, 
though  slight  excess,  insufficient  to  give  a  true  clonus.  3. 
In  hysterical  contracture,  and  depending  on  it,  there  might  be 
a  clonus  like  that  which  occurred  in  health  in  standing  on  'tip- 
toe.' 4.  A  'spurious  foot  clonus'  was  common,  depending  on 
a  voluntary  contraction  in  the  calf  muscles,  pressing  down  the 
foot,  and  varying  in  degree  from  time  to  time,  the  clonus  vary- 
ing with  it.  This  was  very  characteristic  and  was  a  most  im- 
portant diagnostic  sign  of  hysterical  paraplegia. 

"Apart  from  the  slight  clonus  produced  through  a  voluntary 
depression  of  the  foot  of  the  patient  in  response  to  the  passive 
flexion  of  the  ankle,  and  readily  recognized,  and  the  true  clonus 
which  may  be  obtainable  during  hysterical  contracture,  a  true 
foot  clonus  or  a  rectus  clonus  deserves  the  greatest  weight,  as 
all  but  conclusive  evidence  of  organic  disease.  I  have  known 
many  mistakes  in  diagnosis,"  he  says,  "in  which  lateral  sclerosis 
was  mistaken  for  hysterical  paraplegia  owing  to  disregard  of 
the  evidence  afforded  by  this  symptom,  but  I  have  never  known 
the  opposite  error  from  undue  regard  to  this  symptom.  More- 
over, an  excess  of  myotatic  irritability  in  so-called  hysterical 
paralysis  must  depend  on  more  than  functional  disease.  There 
must  be  changes  in  nutrition,  and  consequent  persistent  de- 
fective control  of  the  muscle  reflex  centers." 

What  I  believe  may  be  justly  designated  a  large  clinical  ex- 
perience, extending  over  many  years,  leads  me  to  subscribe 
fully  to  the  views  thus  expressed. 

22  Sternberg,  M.,  Die  Sehnenreflexe  und  ihre  Bedeutung  fur  die 
Pathologie  des  Nervensystems,  p.  254. 

28  Gowers,  Sir  W.  R.,  Brit.  Med.  Jour.,  Nov.  7,  1885,  v.  2;  and  A 
Manual  of  Diseases  of  the  Nervous  System,  v.  1,  2d  ed.,  Phila.,  1892, 
P-  451- 
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If  I  am  right  in  following  Gowers  in  these  expressions  of 
opinion,  the  most  important  sources  of  error  in  those  who  main- 
tain the  contrary  are  (1)  the  nonrecognition  of  the  coexistence 
of  organic  lesions,  and  especially  focal  lesions  and  hysteria  in 
the  same  case;  (2)  the  misinterpretation  of  cases  in  which  tox- 
emia or  malnutrition  are  more  important  factors  than  hysteria; 
and  (3)  absolute  errors  of  diagnosis. 

The  fact  that  organic  disease,  and  especially  a  focal  lesion, 
either  cerebral  or  spinal,  is  often  associated  with  hysteria,  and 
sometimes  even  induces  grave  hysterical  manifestations,  may 
mislead  even  the  skilful  diagnostician  with  regard  to  ankle- 
clonus.  In  the  cases  reported  to  the  Philadelphia  Neurological 
Society  by  Spiller24  and  by  Burr,  this  combination  of  organic 
disease  and  hysteria  seemed  to  me  a  source  of  error.  In 
Spiller's  case  the  patient  was  paralyzed  in  his  right  arm  and  to 
a  less  degree  in  the  right  leg,  had  intention  tremor  in  the  right 
limbs,  sensation  on  the  right  side  had  been  partially  lost 
but  had  been  regained,  knee-jerk  and  quadriceps-jerk  were 
exaggerated  in  the  right  lower  extremity,  positive  and  persist- 
ent ankle-clonus  was  present  on  the  right  side  only,  other  ten- 
don and  muscle  phenomena  were  also  exaggerated  on  the  right 
side,  chin-jerk  was  present,  and  some  amnesia  for  language  was 
an  interesting  feature.  Most  of  those  who  took  part  in  the  dis- 
cussion of  this  case  leaned  to  the  view  that  it  was  one  of  hys- 
teria, although  to  my  mind  it  was  undoubtedly  one  of  organic 
hemiplegia.  The  disappearance  of  the  anesthesia  was  not  in- 
consistent with  the  view  that  it  may  have  been  a  pressure 
phenomenon  due  to  a  lesion  of  the  posterior  limb  of  the  left 
internal  capsule.  The  double  hemiplegia  may  have  been  ap- 
parent rather  than  real,  and  even  the  history  so  carefully  given 
is  susceptible  of  other  explanation  than  that  of  hysteria.  At 
the  most,  I  believe  that  a  critical  study  pf  the  entire  case  shows 
it  to  be  one  of  grave  organic  disease  probably  associated  with 
grave  hysteria.  In  the  case  recorded  by  Burr,25  the  patient  was 
a  hemiplegic  of  a  somewhat  common  motor  type,  with  great 

24  Spiller,  W.  G.,  An  Unusual  Case  of  Hemiplegia,  Jour,  Nerv.  and 
Ment.  Dis.,  v.  24,  No.  7,  July,    1897. 

25  Burr,  C.  W.,  A  Case  of  Hemiplegia  (Possibly  Hysteric")  with 
Ankle-Clonus,  in  the  Proceedings  of  the  Philadelphia  Neurological 
Society,  Jour,  of  Nerv.  and  Ment.  Dis.,  v.  24,  No.  II,  Nov.,  1897,  p.  707. 
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exaggeration  of  all  the  reflexes,  including  persistent  ankle- 
clonus;  but  in  addition,  this  man  had  a  number  of  attacks  which 
seemed  to  be  clearly  hysterical  with  motor,  emotional  and  sen- 
sory manifestations  of  a  marked  character.  At  times  he  had 
complete  left  hemianesthesia,  at  other  times  anesthesia  of  the 
segmental  type.  The  case  was  probably  organic,  with  hysteri- 
cal epiphenomena.  Seguin26  believed  that  hysterical  phenom- 
ena were  much  more  frequent  in  left  than  in  right  hemiplegics. 

With  regard  to  the  misinterpretation  of  cases  in  which 
toxemia  or  pernicious  malnutrition  plays  a  part,  I  would  only 
say  that  the  diagnosis  of  pure  hysteria  is  the  matter  of  vital  im- 
portance. Hysteria  of  pure  and  typical  form  is  a  disease  al- 
ready so  large  in  its  manifestations  as  not  to  require  us  to 
attribute  to  it  symptoms  due  to  other  causes.  As  held  by  Gow- 
ers,  profound  nutritional  disorders  may  be  present  in  hysteria 
as  in  organic  disease,  but  the  symptoms  due  to  these  nutritional 
changes  are  not  in  a  strict  sense  a  part  of  the  hysteria.  A 
patient  suffering  from  syphilis  or  from  alcoholism  may  have 
either  hysteria  or  neurasthenia,  but  it  is  syphilis  with  neuras- 
thenia, syphilis  with  hysteria,  or  perhaps  hysteria  or  neuras- 
thenia the  direct  resultant  of  the  poisonous  influence  of  syphilis 
or  of  alcohol;  and  it  is  necessary  that  the  clinician  should  sep- 
arate phenomena  due  to  the  toxemia  and  those  due  to  hysteria, 
which  is  fundamentally  a  cerebral  (psychical)  affection. 

Among  the  forms  of  organic  disease  with  ankle-clonus  in 
which  I  have  seen  absolute  errors  of  diagnosis  made  are  brain 
tumor,  hemorrhage  or  softening  of  the  brain,  disseminated 
sclerosis,  so-called  lateral  sclerosis,  ataxic  paraplegia,  syphilitic 
spastic  paraplegia,  transverse  myelitis,  and  caries  with  pachy- 
meningitis. In  some  cf  these  cases,  when  the  incorrect  diag- 
nosis was  made,  sufficient  time  had  not  elapsed  for  a  clear  de- 
cision. 

It  must  perhaps  be  admitted  that  in  one  class  of  grave  hys- 
terical cases,  marked  and  persistent  ankle-clonus  is  sometimes 
present,  although  even  in  these  cases,  as  suggested  by  Gowers, 
the  clonus  may  be  secondary  to  the  condition  of  contracture, 
or  the  myotatic  irritability  may  be  due  to  nutritional  changes. 

Rhein,  at  the  meeting  of  the  Philadelphia  Neurological  So- 

28  Seguin,  E.  C,  Opera  Minora. 
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ciety  at  which  the  report  of  Dr.  Burr's  patient  was  presented, 
spoke  of  a  case  which  seemed  from  the  history  to  be  clearly 
hysterical,  and  in  which  the  phenomena,  ankle-clonus  being 
among  them,  disappeared  under  hypnotic  suggestion.  The 
chief  symptoms  were  spasticity  in  the  legs,  general  tremor  when 
walking,  spasmodic  strabismus,  segmental  anesthesia,  and  a 
true  ankle-clonus,  which  persisted  on  one  side  but  was  easily 
exhausted  on  the  other.  This  case  upholds  the  view  that  true 
ankle-clonus  may  be  present  in  cases  with  hypertonicity  and 
the  diathesis  of  contracture.  An  interesting  medico-legal  case, 
recently  observed,  lends  confirmation  to  this  view.  Traumatic 
hysteria  was  certainly,  in  part  at  least,  the  true  explanation,  and 
in  this  case  ankle-clonus  of  the  most  marked  and  persistent  type 
was  present.  This  patient  had  met  with  an  injury  in  attempting 
to  board  a  car.  Her  chief  subjective  symptoms  were  great 
pain  in  the  head  and  left  side,  insomnia  and  general  nervous- 
ness. Examination  showed  marked  paralysis  of  the  right  upper 
extremity  with  partial  loss  of  power  in  the  lower,  analgesia  and 
thermal  anesthesia  over  the  right  half  of  the  body  and  limbs. 
She  was  unable  to  walk,  stand  erect  or  (apparently  at  least)  to 
hold  up  her  head.  Both  lower  extremities  showed  a  frequent 
tendency  to  spasticity,  and  at  times  she  had  attacks  of  severe 
spasm  in  them.  The  knee-jerks  were  exaggerated,  and  ankle- 
clonus  was  present  on  both  sides,  but  most  marked  and  persist- 
ent on  the  right,  which  was  the  side  of  the  anesthesia  and  paral- 
ysis. This,  in  very  general  terms,  was  the  condition  of  the 
patient  at  the  time  of  my  first  examination  in  October,  1897. 
She  was  last  examined  by  me  November  11,  1898,  when  I  found 
present  most  of  the  conditions  just  stated.  She  was  still  par- 
tially paralyzed  in  both  the  upper  and  lower  extremities  on  the 
right  side,  and  sensation  was  still  partially  lost  over  a  large  por- 
tion of  the  same  side  of  the  body.  The  right  leg  tended  to  ro- 
tate outward  at  the  hip,  and  she  had  some  contracture  both  in 
the  upper  and  lower  extremities.  Knee-jerks  were  still  exag- 
gerated, but  ankle-clonus  was  absent,  although  the  left  leg 
became  spastic  when  handled.  In  addition  to  the  hysteria,  a 
hemorrhagic  or  other  lesion  affecting  the  motor  tracts  may  have 
been  present,  although  the  case  was  undoubtedly  in  large  part 
one  of  hysteria. 
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In  hospital  and  private  practice  and  in  medico-legal  work, 
1  have  examined  a  very  large  number  of  cases  of  the  kind  usu- 
ally classed  under  the  head  of  hysteria,  hystero-neurasthenia, 
or  neurasthenia.  Where  the  diagnosis  has  been  clear,  that  is, 
when  the  existence  of  an  organic  lesion  could  with  confidence 
be  excluded,  ankle-clonus  of  any  type  has  been  very  rarely 
present,  and  the  persistent  form  of  ankle-clonus  has  always  been 
absent — excluding  from  this  class  only  a  very  few  cases  in 
which  hypertonicity  or  the  diathesis  of  contracture  was  present. 
I  have  examined  for  this  point  thirty  medico-legal  cases.  In 
seventeen  of  these  cases  the  diagnosis  of  traumatic  hysteria  or 
traumatic  hystero-neurasthenia,  and  in  thirteen  that  of  trau- 
matic neurasthenia  was  made.  These  cases  were  all  examined 
for  muscle-jerks,  knee-jerks  and  ankle-clonus.  In  only  three  of 
the  thirty  was  ankle-clonus  of  any  type  present,  and  in  these 
it  was  of  the  abortive  or  short  lived  form ;  in  one  of  the  three  it 
was  of  the  spurious  type. 

In  every  record  of  a  case  presumably  hysterical,  in  which 
it  is  stated  that  foot-clonus  is  present,  a  statement  should  be 
appended  describing  the  type  of  clonus.  The  cases  will  be  few, 
and  the  clonus  will  be  of  the  abortive  or  spurious  form,  except- 
ing from  this  statement  a  few  cases  with  spasticity  and  con- 
tracture. 

PATELLAR    CLONUS. 

In  examining  for  patellar  clonus  one  of  the  best  methods  of 
grasping  and  pushing  down  the  patella  is  by  means  of  the  sep- 
arated thumb  and  index  finger,  either  using  steady  pressure  or 
supplementing  this  with  occasional  strong  pushing  movements. 

As  I  sometimes  found  it  difficult  to  elicit  patellar  clonus, 
even  when  it  was  present  and  persistent,  owing  to  the  difficulty 
in  keeping  up  a  steady  traction  and  at  the  same  time  supple- 
menting this  with  light  percussions,  I  have  had  made  a  simple 
instrument  which  might  be  called  the  patella-tractor,  to  assist 
in  studying  this  clinical  phenomenon.  It  consists  of  an  oval- 
shaped,  closed  metallic  ring  with  a  shank,  the  whole  being  at- 
tached to  a  handle  which  affords  an  easy  grasp.  The  upper  seg- 
ment of  the  metallic  ellipse  is  covered  with  rubber  slightly 
roughened  on  its  inner  edge  so  as  not  to  so  readily  slip.  In 
taking  patellar  clonus  this  ring  of  metal  is  slipped  over  the 
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patella,  the  handle  of  the  instrument  being  grasped  below  the 
knee  in  such  a  manner  that  both  downward  traction  and  some 
pressure  can  be  exerted.  By  pulling  steadily  downward  on  the 
patella  tension  can  without  difficulty  be  kept  up  indefinitely. 
(Fig.  VII.) 

For  patellar  clonus  I  examined  in  all  one  hundred  cases. 
These  cases  were  chiefly  patients  in  the  wards  for  nervous  dis- 
eases of  the  Philadelphia  Hospital  and  included  the  following 
diseases: 


Secfton 
/ft rough  ftrteAB. 

Figure  VII.     Patella-tractor. 

Epilepsy,  10  cases;  hemiplegia  and  monoplegia  (from 
hemorrhage,  thrombosis  or  embolism),  19  cases;  cerebral  syph- 
ilis, 4  cases;  cerebrospinal  syphilis,  3  cases;  multiple  cere- 
brospinal sclerosis,  5  cases;  paralysis  agitans,  4  cases;  uremia, 
1  case;  cerebellar  tumor,  1  case;  chorea,  1  case;  Meniere's  dis- 
ease, 1  case;  chronic  myelitis,  3  cases;  syringomyelia,  1  case; 
progressive  muscular  atrophy,  3  cases;  senility,  2  cases;  func- 
tional tremor,  1  case;  amyotrophic  lateral  sclerosis,  2  cases; 
ataxic  paraplegia,  1  case;  Friedreich's  ataxia,  1  case;  spastic 
paraplegia  (probably  syphilitic),  2  cases;  multiple  neuritis,  5 
cases;  tabes,  28  cases;  general  paralysis  of  the  insane,  1  case; 
lead  poisoning,  1  case;  total,  100  cases. 
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Out  of  one  hundred  cases  examined  patellar  clonus  could 
be  elicited  in  only  seven  cases.  In  two  of  these  cases  it  was 
present,  but  only  slightly  marked;  in  one  case,  an  old  hemi- 
plegic,  it  was  slightly  present  on  the  paralyzed  side;  in  the 
other,  a  case  of  senility  probably  with  lacunge  of  softening  both 
in  the  brain  and  cord,  it  was  slightly  present  on  both  sides.  In 
a  case  of  syringomyelia  it  was  well  marked  on  both  sides.  It 
was  also  well  marked  in  two  cases  of  cerebro-spinal  syphilis. 
In  one  of  these  cases  some  paralysis  was  present  in  all  four  ex- 
tremities, but  most  decided  in  the  right  arm.  The  patient  had 
had  no  less  than  five  paretic  or  paralytic  attacks,  and  a  history 
of  syphilis  six  years  before  admission  to  the  hospital.  The 
lesions  were  probably  of  the  nature  of  diffuse  gummatous 
meningitis  or  meningomyelitis.  Quadriceps-jerk,  knee-jerk, 
gastrocnemius-jerk,  ankle-jerk  and  the  front-tap  phenomenon 
were  all  plus.  Patellar  clonus  was  present  on  both  sides,  and 
the  case  was  interesting  because  of  the  fact  that  while  patellar 
clonus  was  present  ankle-clonus  was  absent.  In  another  case 
of  cerebrospinal  syphilis  with  well  marked  cerebral,  cranial- 
nerve  and  spinal  symptoms  patellar  clonus  was  present  on  the 
right  side,  but  on  the  left  was  unobtainable,  apparently  because 
of  strong  contractures  in  the  flexor  muscles  of  the  thigh.  In 
this  case  also  the  quadriceps-jerk,  knee-jerk,  gastrocnemius- 
jerk  and  ankle-jerk  and  front-tap  phenomenon  were  all  pres- 
ent, but  ankle-clonus  was  absent,  although  patellar  clonus  could 
be  elicited  on  the  right  side.  These  two  cases  show  that 
patellar  clonus  may  be  present  in  the  absence  of  ankle-clonus, 
a  clinical  fact  which  would  seem  to  call  in  question  the  state- 
ment that  has  been  made  that  patellar  clonus  represents  the 
highest  grade  of  reflex  excitability  of  muscle  or  tendon  in  the 
lower  extremities.  Ankle-clonus  may  be  present  and  patellar 
clonus  absent,  and  this  is  probably  the  most  frequent  clinical 
arrangement  of  these  two  phenomena;  but  patellar  clonus  may 
be  present,  as  just  shown,  when  ankle-clonus  is  absent.  Refer- 
ence has  already  been  made  to  one  case  of  multiple  neuritis  with 
symptoms  of  erythromelalgia,  in  which  slight  patellar  clonus  on 
one  side  was  elicited  at  one  of  the  examinations. 

A  study  of  the  deep  reflexes  of  the  lower  extremities,  in- 
cluding patellar  clonus,  proved  to  be  interesting  in  a  case  of 
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acute  uremia  admitted  to  the  nervous  wards  of  the  Philadelphia 
Hospital  during  the  time  that  I  was  engaged  in  examining  the 
patients  for  most  of  the  facts  contained  in  this  paper.  This 
patient,  J.  S.,  54  years  old,  was  admitted  to  the  hospital  Decem- 
ber 18,  1898.  When  admitted  he  was  in  a  semi-conscious  state; 
his  pupils  were  contracted  and  did  not  react  to  light.  His  pu'.se 
was  50,  fairly  full  and  slightly  irregular;  temperature  99.04  F.; 
respiration  28;  his  right  arm  was  paretic;  both  legs  were  spastic. 
His  urine  was  one-sixth  albumin  and  contained  granular  casts. 
A  study  of  the  deep  reflexes  of  the  lower  extremities  shortly 
after  admission  showed  quadriceps-jerk  on  both  sides  marked, 
knee-jerk  much  exaggerated,  especially  on  the  right;  gastroc- 
nemius-jerk  present;  ankle-jerk  present  on  both  sides,  but  more 
marked  on  the  right  than  on  the  left,  a  tap  on  the  right  tendo 
Achillis  causing  slight  clonus;  on  the  right  ankle-clonus  was 
present  but  not  very  persistent,  on  the  left  it  was  absent;  patel- 
lar clonus  was  marked  on  both  sides.  Examinations  on  admis- 
sion were  made  by  my  interne,  Dr.  Merritt.  Twenty-four  hours 
later,  after  the  patient  had  been  on  active  treatment  for  uremia, 
which  consisted  chiefly  of  hot  packs,  elixir  of  gloinoin  and 
Bascham's  mixture,  all  the  tendon  and  muscle  phenomena,  in- 
cluding patellar  clonus,  were  present,  but  were  less  marked  than 
on  admission.  It  is  of  passing  interest  to  note  in  this  case  as 
in  the  last  two  mentioned  that  while  patellar  clonus  was  pres- 
ent on  both  sides,  ankle-clonus  could  be  elicited  only  on  one. 

Since  taking  up  this  subject  anew  I  have  not  had  the  oppor- 
tunity of  examining  any  considerable  number  of  functional  af- 
fections for  patellar  clonus,  but  on  analogy  and  on  theoretical 
grounds  I  would  be  inclined  not  to  expect  patellar  clonus  in 
hysteria,  neurasthenia  and  other  functional  nerve  disorders,  for 
the  same  reasons  that  I  have  given  in  stating  my  views  with 
regard  to  the  significance  of  ankle-clonus  in  the  differentiation 
of  organic  from  functional  disease.  It  is  not  improbable  that 
patellar  clonus  will  be  found  in  those  cases  of  hysteria  in  which 
hypertonicity  and  the  diathesis  of  contracture  are  present — 
cases  of  spastic  and  convulsive  hysteria;  cases  of  tetany,  and 
some  cases  with  choreic  and  athetoid  phenomena. 

v.  Bechterew27  says  that  patellar  clonus  is  very  common 

27  Bechterew,  W.,  Neurologisches  Centralblatt,  1895,  p.  1157. 
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in  cases  of  myoclonus  multiplex,  not  infrequently  the  standing 
position  alone  being-  sufficient  to  throw  the  muscles  of  the  an- 
terior part  of  the  thigh  into  clonic  contraction. 

TENDO-ACHILLIS  JERK   IN   TABETICS. 

Babinski,28  before  the  Societe  Medical  des  Hospitaux  de 
Paris,  at  the  meeting  held  October  21,  1898,  stated  that  in 
tabes  most  frequently  the  knee-jerk  and  the  tendo-Achillis 
jerk  are  both  abolished.  Sometimes  the  alterations  or  dis- 
orders in  the  reflexes  are  on  one  side  only,  but  the  phenomena 
may  be  crossed.  In  rare  cases  the  knee-jerk  is  abolished,  and 
that  of  the  tendo  Achillis  is  normal.  Finally  in  some  cases  the 
knee-jerk  is  normal,  and  that  of  the  tendo  Achillis  is  lost  or 
impaired.  Babinski  thinks  that  the  involvement  or  abolition  of 
the  reflex  of  the  tendo  Achillis  is  a  sign  as  important  in  tabes 
as  the  sign  of  Westphal.  He  believes  also  that  this  reflex 
should  be  systematically  examined,  and  that  it  is  probable  that 
in  any  of  the  cases  of  tabes  where  the  patellar  reflex  is  pre- 
served, one  can  establish  alteration  of  the  reflex  of  the  tendo 
Achillis. 

Stimulated  by  this  brief  communication  of  Babinski,  I 
have  recently  examined  twenty-eight  cases  of  tabes  and  tabu- 
lated the  results.  These  results  were,  however,  so  uniform  in 
character  that  they  can  be  expressed  in  a  few  words.  The  ankle- 
jerk  (tendo-Achillis  jerk)  was  present  in  only  three  cases  out  of 
the  twenty-eight.  In  one  case  the  Achillis-jerk  was  quite 
marked  on  both  sides.  In  this  patient  ataxia  was  present  in 
both  the  lower  and  upper  extremities.  In  a  second  case  the 
Achillis-jerk  was  present  but  slight  on  both  sides.  In  a  third 
case  the  Achillis-jerk  was  not  present  except  by  reinforcement, 
when  it  could  be  brought  out  on  the  right  side  only.  These 
three  cases  were  all  typical  illustrations  of  tabes  from  three  to 
nine  years'  standing,  with  sensory,  cranial-nerve,  and  other 
well  known  phenomena.  The  quadriceps-jerk,  knee-jerk,  and 
gastroenemius-jerk  were  present  in  all,  and  in  one  of  the  cases 
in  which  the  Achillis-jerk  was  present  the  gastrocnemius-jerk 
was  distinctly  plus.  Besides  the  twenty-eight  cases  of  tabes, 
the  other  seventy-two  cases  in  which  patellar  clonus  was  studied 

*8  Babinski,  Le  Progr6s  Medical,  3e  serie,    T.   8.    No.    44,  Oct.  29, 
1898,  p.  301. 
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were  also  examined  for  tendo-Achillis  jerk,  and  it  was  present 
on  both  sides  in  all  cases. 

In  one  case  of  tabes  the  study  of  the  tendo-Achillis  jerk  was 
of  decided  value  in  reaching  a  correct  diagnosis.  This  was  a 
case  sent  to  me  for  opinion  by  two  physicians.  The  diagnosis 
of  neurasthenia  had  been  given,  and  the  existence  of  tabes  was 
regarded  as  in  doubt,  chiefly  for  the  reason  that  both  knee- 
jerks  were  present,  although  the  patient  had  a  recent  history 
of  what  appeared  to  be  shooting  pains  and  some  evidences  of 
probable  slight  involvement  of  the  bulbar  nuclei.  Ataxia  was 
not  present,  but  the  tendo-Achillis  jerk  was  lost  on  both  sides 
— quadriceps-jerk,  knee-jerk,  and  gastrocnemius-jerk  being 
present.  I  concluded  that  the  case  was  organic,  probably  a 
somewhat  irregular  form  of  tabes. 

A  study  of  the  tendo-Achillis  jerk  may,  therefore,  be  of  con- 
siderable value  in  clinching  the  diagnosis  in  a  doubtful  case, 
and  especially  in  a  case  in  which  the  region  of  the  patellar  re- 
flex arc  in  the  cord  has,  up  to  the  time  of  the  examination, 
escaped  in  whole  or  in  part.  My  study  of  the  subject  shows  that 
the  sacral  cord  is  usually  involved  in  cases  of  well  marked 
tabes;  but  that  the  degeneration  may  in  rare  instances  be  con- 
fined for  a  considerable  time  to  the  sacral  nerves  and  sacral 
portion  of  the  cord. 

Recently  in  a  case  of  tumor  of  the  cerebellum — a  case  pre- 
sented to  the  Philadelphia  Neurological  Society,  December  19, 
1898,  by  Dr.  William  G.  Spiller,  examined  in  consultation  by 
the  writer,  and  operated  upon  later  by  Dr.  John  B.  Roberts,  a 
careful  study  was  made  of  all  the  tendon  and  muscle  phe- 
nomena. All  the  phenomena  with  which  we  are  concerned 
in  the  present  communication,  quadriceps-jerk,  knee-jerk, 
gastrocnemius-jerk  and  ankle-jerk  were  absent,  as  were  also 
front-tap,  ankle-clonus,  and  patellar  clonus.  A  superficial 
examination  of  this  case  might  have  led  to  the  diagnosis  of 
tabes,  and  the  case  is  of  interest  as  pointing  to  one  use  to  which 
the  study  of  the  muscle  and  tendon  phenomena  of  the  lower 
extremities  in  the  differential  diagnosis  of  encephalic  tumor 
from  tabes  may  be  turned.  When  the  muscle  as  well  as  the 
tendon  phenomena  are  absent  the  diagnosis  of  tumor  is  more 
probable.    What  is  the  cause  of  the  absence  of  these  phenom- 
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ena  in  tumor  cases?  While  their  absence  may  be  explicable 
on  the  theory  of  cerebellar  influence,  they  are  in  some  instances 
better  explained  on  the  theory  of  a  more  or  less 
general  toxemia  excited  by  the  growth.  This  toxic 
influence  is,  perhaps,  in  the  first  place  exerted  on  the 
posterior  roots  of  the  spinal  cord.  It  is  well  known 
that  degeneration  of  the  posterior  spinal  roots  has  been  found 
in  a  certain  percentage  of  cases  of  brain  tumor.  In  all  the 
twenty-eight  cases  of  tabes  studied  during  the  preparation  of 
this  paper,  both  the  quadriceps  and  gastrocnemius  (muscle) 
phenomena  were  present,  although  in  some  of  these  it  was  ap- 
parently below  the  normal.  Why  should  the  muscle  as  well  as 
the  tendon  phenomena  be  absent  in  these  cases  of  brain  tumor 
without  direct  involvement  of  the  spinal  cord  and  posterior 
nerve  roots,  while  in  the  vast  majority  of  cases  of  tabes  the 
muscle  response  is  preserved?  It  has  occurred  to  me  that  the 
microscopical  findings  in  the  first  case  recorded  in  this  paper 
may  have  some  bearings  on  the  explanation  of  this  fact.  It 
will  be  recalled  that  both  muscle  and  nerve  disease  were  dis- 
tinctly present,  and  in  fact  the  evidence  of  muscle  degeneration 
predominated.  The  toxic  influence  exerted  directly  on  the 
muscle  may  be  the  proper  solution  of  the  problem. 


30.  Ukber  die  infantil-juvenile  (Fruh)  Form  der'  Dementia  para- 
lytica (On  the  Infantile  Juvenile  (Early)  Form  of  General  Paresis). 
G.  M  ngazzini  (Monatschrift  f.  Psychiatrie  u.  Neurologie,  3,  1898, 
P-  53)- 

The  author  here  describes  one  of  the  first  if  not  the  first  case  re- 
ported from  Italy  of  general  paresis  of  the  young.  The  patient  was 
twenty-one  years  of  age.  Her  father  had  syphilis.  The  symptoms 
began  at  the  age  of  sixteen  with  a  gradual  dulling  of  the  mental  facul- 
ties. She  could  no  longer  read,  and  then  there  began  a  progressive 
loss  of  power  in  her  muscles  with  increasing  dementia.  Auditory  and 
optical  hallucinations  were  common.  The  deep  reflexes  were  in- 
creased, pupils  unequal,  the  right  apparently  immobile.  There  were 
no  epileptic  nor  apopleptic  attacks.  She  died  of  general  exhaustion  in 
profound  dementia.  The  pathological  findings  confirmed  the  diagno- 
sis. There  was  chronic  meningo-encephalitis,  atrophy  of  the  frontal 
lobes  and  hemorrhagic  internal  pachymeningitis.  Some  interesting 
cord  changes  are  also  noted. 


A     CONTRIBUTION     TO     THE     KNOWLEDGE     OF     THE 
STEREOGNOSTIC  SENSE. 

By  Joseph  Sailer,  M.D.,1 

ASSOCIATE   IN   THE   WILLIAM   PEPPER    LABORATORY  OF  CLINICAL  MEDICINE. 

Excepting-  Hoffmann,  almost  no  medical  writer  has  seri- 
ously studied  the  stereognostic  sense.  It  is  not  mentioned  by 
Mills,  Gowers,  Brissaud,  Oppenheim  or  Striimpell.  Even  in 
articles  devoted  to  sensory  phenomena,  as  those  by  Laehr,  it 
has  been  wholly  neglected,  and  the  word  does  not  occur  in  the 
index  of  the  first  thirty  volumes  of  the  Archiv  fur  Psychiatric 
The  following  cases,  therefore,  are  recorded,  because  in 
some  respects  they  appear  to  throw  light  upon  the  sensory  and 
psychic  elements  upon  which  this  form  of  perception  depends. 

Case  i.  B.  A.,  male,  aged  53  years,  was  admitted  to  the 
Presbyterian  Hospital,  February  24,  1897,  suffering  from  left 
hemiplegia.  He  had  a  history  of  alcoholism.  Although  con- 
siderable improvement  subsequently  occurred,-  the  patient  is 
still  a  cripple,  and  requires  constant  attention.  His  present 
condition,  December  7,  1898,  is  as  follows:  no  facial  paralysis; 
the  left  arm  is  weak,  but  capable  of  being  moved  in  all  direc- 
tions; there  is  slight  contracture  of  the  muscles  of  the  fore- 
arm, more  pronounced  in  the  flexors,  so  that  the  hand  is  habit- 
ually held  half  closed,  there  is  almost  no  control  over  the  move- 
ments of  the  fingers,  but  the  patient  can  flex  them  until  they 
almost  touch  the  palms,  and  extend  them  again  to  their  habitual 
position;  the  tendon  reflexes  and  the  muscle-jerks  are  all  exag- 
gerated. There  is  a  moderate  amount  of  resistance  to  passive 
extension  of  the  hand. 

Sensation  shows  the  following  peculiarities,  tactile  sense  is 
perfectly  normal,  the  cotton  point  being  felt  as  readily  and  iden- 
tified as  promptly  on  the  left  side  as  on  the  right;  localization  of 
contact  is  exceedingly  inaccurate,  thus — if  the  hand  is  touched, 
the  patient  will  indicate  a  point  perhaps  two  inches  away  from 
the  actual  point  of  contact;  if  one  of  the  fingers  is  touched,  he 
is  unable  to  recognize  which  one.  Upon  the  forearm,  he  usu- 
ally indicates  a  point  about  an  inch  above  the  actual  spot. 
Above  the  elbow,  however,  his  sense  of  localization  is  very 
good,  and  elsewhere  the  sense  is  well  preserved,  no  essential 
difference  being  distinguished  between  the  left  and  right  sides. 
Recognition  of  the  pain-sense  is  not,  however,  as  prompt  on 

1  Read  before  the  Philadelphia  Neurological  Society,  Dec.  19,  1898. 
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the  left  side.  Temperature-sense  is  completely  lost  in  the  hand, 
neither  hot  nor  cold  is  recognized,  or,  if  either  is  guessed,  the 
number  of  errors  is  greater  than  the  number  of  correct  results. 
Loss  of  temperature-sense  in  the  forearm  is  also  pronounced, 
but  above  the  elbow  the  number  of  correct  replies  is  in  excess 
of  the  mistakes.  The  muscle-sense  is  lost  in  the  hands.  Tricho- 
esthesia,  if  this  be  a  separate  sense,  is  everywhere  preserved. 

Neither  slight  nor  considerable  alteration  in  position  of  the 
fingers  appears  to  be  perceived  by  the  patient,  ordinarily,  he 
answers  "up"  and  "down"  alternately  without  any  reference  to. 
the  nature  of  the  movements  made.  The  same  is  true  of  motion 
at  the  wrist-joint.  At  the  elbow-joint  the  answers  are  usually 
correct,  although  occasionally  a  mistake  is  made,  even  after  a 
movement  of  considerable  amplitude.  If  the  patient  is  told  to 
close  his  eyes,  and  the  right  arm  is  moved  passively  into  some 
position,  a  not  altogether  unsuccessful  attempt  is  made  to  re- 
produce that  position  with  the  left  arm,  and  the  patient  is  even 
more  successful  when  told  to  imitate  the  position  of  the  left  arm 
with  the  right.  A  more  careful  investigation  of  tactile  sensi- 
bility shows  that  the  patient  is  unable  to  distinguish  the  number 
of  fingers  that  touch  the  left  hand.  Change  in  the  pressure  is 
only  noticed  when  very  marked.  The  patient  is  unable  in  a 
majority  of  instances  to  distinguish  between  hard  and  soft  sub- 
stances. He  has  no  perception  of  the  shape  of  objects,  nor  can 
he  guess  their  probable  nature.  The  same  objects  placed  in  the 
right  hand  are  recognized  at  once.  A  similar  loss  of  tactile 
perception  or  aster eo gnosis,  is  observed  upon  the  forearm,  that 
is  to  say,  the  patient  is  unable  to  distinguish  accurately  between 
hard  and  soft,  or  between  rough  and  smooth  surfaces.  This 
perception  is  accurate  on  the  right  forearm.  Of  the  sensory 
changes  in  the  other  parts  of  the  body,  the  fine  tactile  sense  is 
preserved  on  the  face,  pain-sense  is  preserved,  but  the  recogni- 
tion is  somewhat  delayed.  Temperature-sense  is  lost  to  a  point 
within  an  inch  of  the  median  line.  Motion  on  the  left  side  of 
the  face  is  normal.  The  sensory  phenomena- in  the  left  lower 
extremity  are  similar  to  those  in  the  left  arm.  The  patellar  re- 
flex is  greatly  exaggerated,  and  there  is  distinct  ankle-clonus. 
Motility  is  impaired,  but  not  completely  lost,  as  he  is  able  to 
walk  with  the  aid  of  a  cane  held  in  the  right  hand. 

Dr.  C.  H.  Reed  has  kindly  furnished  me  with  the  notes  of 
the  eye-examinations:  At  first  there  were  choked  disks,  con- 
jugate deviation,  unequal  pupils,  and  left  hemianopsia;  these 
disappearedy  but  the  form  fields  remained  diminished,  and  the 
right  halves  of  the  retinae  less  sensitive.  The  case  is  interesting 
because  it  enables  us  to  determine  approximately  the  sensory 
constituents  of  astereognosis. 


THE   STEREOGNOSTIC   SENSE.  1 63 

The  stereognostic  sense  is  an  exceedingly  complex  percep- 
tive phenomenon,  involving  an  intricate  correlation  of  tactile-, 
position-,  pressure-,  localization-,  and  temperature-perceptions, 
and  its  interpretation  by  the  higher  psychic  centers;  but  it  does 
not  follow  that  all  these  forms  of  sensation  are  equally  impor- 
tant and  that  none  of  them  are  dispensable.  Hoffman2 
states  that  the  stereognostic  may  be  lost  when  the 
temperature-,  contact-,  pain-,  localization-,  and  muscular- 
sense  are  preserved.  The  recognition  of  area,  pressure, 
passive  movement,  and  the  position  of  the  limbs  ap- 
pears to  be  more  important,  although  any  one  of  them  may  be 
diminished,  or  even  only  one  preserved,  without  loss  of  the 
stereognostic  sense.  The  most  important  elements  are  the 
recognition  of  space  and  of  pressure.  If  motion  is  impaired,  and 
there  is  also  anesthesia,  the  results  are  uncertain.  Largely  due 
to  Hoffman's  teaching,  it  has  been  the  fashion  to  ascribe  astere- 
ognosis  in  great  measure  to  the  loss  of  muscular  sense,  although 
he  does  not  explicitly  state  that  the  latter  is  of  such  importance. 
His  last  statement  is  difficult  to  understand.  Tactile  perception 
must,  of  course,  be  present,  for  it  is  inconceivable  that  a  person 
suffering  from  total  anesthesia  should  be  able  to  recognize  an 
object  by  touch.  Pressure-  and  temperature-sense  are  more 
concerned  in  the  recognition  of  the  density  and  nature  (by  their 
heat-abstracting  power)  of  objects.  The  relative  parts  played 
by  the  position-  (muscular)  and  the  localization-sense  are  more 
difficult  to  determine.  In  the  case  reported,  tactile  sense  is  pre- 
served, and  the  stereognostic  sense  is,  nevertheless,  lost.  We 
must,  therefore,  assume  that  if  the  lesion  is  in,  or  peripheral  to, 
the  perceptive  sensory  centers,  as  is  evident  from  the  fact  that 
the  sense  is  preserved  on  the  other  side  of  the  body,  one  of  the 
lacking  sensations,  or  a  combination  of  two  or  more  of  them,  is 
indispensable  to  its  existence. 

The  patient  had  almost  complete  loss  of  muscle-sense,  in- 
ability to  distinguish  moderate  changes  of  pressure,  failure  to 
recognize  the  consistency  of  bodies,  and  disturbance  of  the 
localizing  sense  of  the  left  hand.  Every  effort  was  made  when 
an  object  was  placed  in  his  hand,  by  manipulating  the  fingers, 

8  Hoffman,  quoted  by  Mobius,  Diagnostik  der  Nervenkrankheuen, 
Leipzig,  1894. 
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and  changing-  the  position  of  the  object,  to  obtain  some  infor- 
mation regarding  its  nature  from  him.  Occasionally,  after 
moving  the  object  about,  he  would  guess  correctly  that  it  was 
long  or  short,  thick  or  thin,  or  make  some  other  general  state- 
ment that  indicated  a  certain  degree  of  perception.  More  fre- 
quently, however,  he  would  insist  that  it  was  impossible  for  him 
to  recognize  any  of  its  features.  In  this  case  the  fingers  re- 
mained passive,  and  muscle-sense  was,  therefore,  largely  ex- 
cluded in  the  examination,  even  aside  from  the  fact  that  it  was 
lost.  The  following  cases  have  been  recorded  more  or  less  fully, 
and  aid  in  throwing  light  upon  the  subject. 

Wernicke3  records  the  case  of  a  tailor's  apprentice  who  was 
struck  upon  the  head  with  a  stick.  Immediately  afterward 
there  were  loss  of  speech,  diminution  of  power,  and  considerable 
inco-ordination  of  the  right  arm,  and  the  following  day,  after  the 
removal  of  the  splinter  of  bone,  complete  paralysis  of  the  fin- 
gers and  hand,  although  movement  of  the  forearm  and  arm  re- 
mained. The  muscle-sense,  that  is,  the  recognition  of  passive 
movement,  was  completely  lost.  There  was  diminution  of  tac- 
tile sense,  but  no  alteration  of  pain-  or  temperature-sense.  In 
the  course  of  a  few  days,  there  was  some  improvement  in  the 
power  of  the  hand,  but  a  permanent  disturbance  of  the  stereog- 
nostic  sense  was  discovered,  which  after  five  years  had  not 
greatly  improved.  No  record  is  given  concerning  the  ability  to 
localize  contact. 

von  Monakow4  reports  the  case  of  a  man,  25  years  of  age, 
who  was  struck  by  a  piece  of  wood  in  the  left  parietal  region. 
Upon  recovering  consciousness,  the  patient  noticed  that  the 
right  arm  was  paralyzed,  and  had  completely  lost  sensation.  At 
the  operation,  a  splinter  of  bone  was  found  in  the  posterior  cen- 
tral convolution.  Eight  days  later  motion  had  returned  to  a 
considerable  extent,  but  the  thumb  and  fingers  remained  par- 
etic. The  localization  of  tactile  impressions  and  the  tempera- 
ture sense  were  somewhat  diminished,  the  muscle-sense  was 
much  disturbed,  and  there  was  complete  loss  of  the  stereog- 


"Wernicke,  Arbeiten  aus  der  psychiatrischen  Klinik  in  Breslau. 
Heft  2,  page  235.  Leipsic,  1895.  Quoted  by  v.  Monakow  in  Gehirn- 
pathologie. 

4  v.     Monakow,  Gehirnpathologie,     Vienna,  1897. 
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nostic  sense.  Several  months  later,  this  loss  of  the  stereognostic 
sense  persisted,  although  it  was  no  longer  absolute,  but  the 
other  sensory  disturbances  had  diminished.  It  is  not  noted 
whether  the  recognition  of  passive  movements  was  still  lost, 
but  there  was  some  ataxia  of  the  right  arm,  especially  noticeable 
in  writing  and  drawing. 

Burr5  reports  the  case  of  a  man,  24  years  of  age,  who,  when 
10  years  old,  received  a  blow  on  the  side  of  the  head,  causing  a 
depressed  fracture  of  the  right  parietal  bone,  over  the  motor 
area.  Several  months  later  after  the  post-traumatic  paralysis 
and  anesthesia  had  disappeared,  the  patient  discovered  that  he 
had  completely  lost  the  stereognostic  sense  in  the  left  hand.  At 
the  time  of  examination,  the  tactile  sense  was  normal  on  both 
sides,  but  there  was  complete  loss  of  the  localization  of  contact 
on  the  left  side.  Temperature-  and  pain-sense  were  normal, 
and  he  was  able  to  recognize  passive  motion  promptly  and  cor- 
rectly. 

Olmsted6  reports  the  case  of  a  man,  27  years  of  age,  whose 
sickness  commenced  with  double  vision,  followed  by  numbness 
in  the  right  thumb  and  fingers.  In  the  right  hand,  the  senses 
of  touch,  pain,  heat  and  cold  were  impaired.  Later,  there  was 
marked  ataxia  in  the  right  arm  and  hand,  disturbance  of  writ- 
ing, and  dulness  of  the  sense  of  pain.  The  tactile  and  tempera- 
ture-sense were  still  normal,  but  there  was  absolute  astereog- 
nosis  of  the  right  hand.  This  loss  of  the  recognition  of  objects 
apparently  extended  over  the  whole  of  the  right  side,  that  is  to 
say>  the  patient  could  not  recognize  a  brush,  a  hard  object  or 
the  shape  of  the  object  on  this  side,  while  he  was  able  to  do  so 
perfectly  on  the  left  side.  The  pressure-sense  was  also  com- 
pletely lost.  A  bottle  containing  3  ozs.  of  mercury  appeared  as 
heavy  as  one  containing  9  ozs.  Passive  movements  were  recog- 
nized at  once. 

In  all  these  cases,  including  my  own,  the  tactile  sense  ap- 
pears to  have  been  practically  normal,  or,  at  least,  only  slightly 
diminished.  It  is  therefore  possible,  to  a  certain  extent,  to  de- 
termine what  other  elements  are  capable  of  causing  the  loss  of 

*  Burr,  Journ.  of  Nervous  and  Mental  Disease,  Jan.,  1898;  also 
Univ.  Med.  Mag.,  Oct.,  1897. 

*  Olmsted,  Journ.  of  Nervous  and  Mental  Disease,  Nov.,  1898. 
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the  stereognostic  sense.  I  have  been  unable  to  obtain  the  origi- 
nal report  of  Wernicke's  case,  but  in  the  abstract  given. by  von 
Monakow,  it  is  not  stated  whether  the  sense  of  localization  was 
lost  or  not.  In  von  Monakow's  case,  this  sense  was  diminished, 
and  in  Burr's  and  mine  completely  lost.  Olmsted  apparently 
failed  to  test  it.  The  muscle-sense  was  completely  lost  in 
Wernicke's,  disturbed  in  von  Monakow's,  and  intact  in  Burr's 
and  Olmsted's  cases.  In  mine  it  was  lost.  Olmsted  mentions 
disturbance  of  the  pressure  sense,  which  was  lost  in  my  case. 
In  regard  to  the  other  sensations,  in  Wernicke's  case  the  pain- 
and  temperature-sense  were  undisturbed;  in  von  Monakow's, 
the  temperature-sense  was  slightly  diminished;  in  Burr's  case, 
the  temperature-  and  pain-sense  were  normal;  in  Olmsted's  they 
were  slightly  impaired,  and  in  my  case  temperature-sense  was 
lost,  and  pain-sense  diminished.  It  appears,  therefore,  that  in 
all  cases  in  which  record  was  made  of  the  fact,  the  localization- 
sense  was  lost  or  greatly  impaired.  The  muscle-sense  was  lost 
in  two  cases,  normal  in  two  and  disturbed  in  one.  The  sense 
of  pain  was  disturbed  in  two  cases,  and  the  temperature-sense 
lost  in  one  and  impaired  in  another. 

In  order  to  determine  the  relative  importance  of  the  muscle- 
sense — that  is,  the  sense  of  position — and  of  the  sense 
of  localization  of  tactile  impression,  I  have  conducted, 
rather  roughly,  a  series  of  experiments  upon  normal 
persons.  These  were  in  general  performed  as  follows: 
the  subject  was  instructed  to  lay  the  hand,  back  down- 
ward, flat  upon  the  table,  and  then,  while  it  remained 
passive,  various  objects  were  placed  upon  the  palm  and  fingers. 
If  their  lower  surfaces  were  irregular,  or  if  the  objects  them- 
selves were  very  light,  pressure  was  used  to  make  the  contact 
more  distinct.  As  a  result,  in  nearly  all  cases  the  size  of  the  ob- 
ject was  correctly  given,  and  even  its  exact  nature  was  sus- 
pected. The  perception  of  size  was  slightly  better  on  the  fin- 
gers, in  some  instances,  than  upon  the  palm.  The  thumb  and 
one  of  the  fingers  were  then  brought  in  opposition,  the  object 
placed  between  them,  and  the  patient  requested  to  estimate  the 
diameter  of  the  object  included  in  the  grasp.  This  was  fre- 
quently done  with  as  great  accuracy,  but  never  with  greater 
accuracy,  than  when  the  object  was  laid  upon  the  passive  hand. 
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In  two  cases,  one  of  them  a  draughtsman,  familiar  by  occupa- 
tion with  dimensions,  it  was  distinctly  inaccurate.  The  fingers 
were  then  flexed  toward  the  palm, and  the  object  placed  between 
them  and  the  palm  of  the  hand.  Seven  subjects  expressed  a 
sense  of  decided  difference  between  the  diameter  as  estimated 
by  this  method  and  as  estimated  by  opponation;  the  diameter 
appearing  to  be  very  much  less,  sometimes  the  difference  being 
as  much  as  half  an  inch  in  two  persons  tested.  In  an  eighth  sub- 
ject, an  engineer  familiar  with  measurements,  the  diameter  by 
this  method  appeared  to  be  considerably  larger,  and  he  ex- 
pressed the  opinion  that  a  cent  held  thus  was  a  larger  coin  than 
a  five-cent  piece  held  between  the  thumb  and  finger.  When  the 
subjects  were  requested  to  separate  the  fingers  or  a  finger  and 
the  thumb  a  certain  distance,  one  of  them  was  able  to  do  so 
with  extraordinary  accuracy,  the  error  usually  being  less  than 
an  eighth  of  an  inch.  None  of  the  others,  perhaps  from  lack  of 
practice  or  on  account  of  a  less  delicate  sense  of  perception  of 
distance,  were  able  to  approach  this  result.  It  seems  from  these 
experiments,  that  the  contact-sense,  if  I  may  so  call  the  com- 
bination of  pressure-,  tactile-  and  localization-sensations,  is 
considerably  more  accurate  than  the  simple  muscular  sense, 
that  is,  a  knowledge  of  the  exact  position  of  the  finger  or  hand, 
and  these  results  coincide  with  those  obtained  by  a  study  of  the 
pathological  cases  reported. 

The  stereognostic  sense  is,  however,  not  merely  a  matter  of 
sensory  perception.  The  object  to  be  recognized  is  necessarily 
complex,  and,  as  I  have  shown,  a  variety  of  sensations  are  em- 
ployed in  its  recognition.  It  follows  that  a  correlation  of  these 
sensations  must  take  place  in  some  higher  center  or  complex 
of  centers.  This  must  then  be  compared  with  similar  correla- 
tions that  have  taken  place  in  the  past,  and  recognition  must 
be  accomplished  by  the  aid  of  memory.  It  would  seem  a  priori 
possible,  therefore,  that  cases  should  occur  in  which  there  were 
no  sensory  disturbances,  and,  nevertheless,  there  was  loss  of 
the  ability  to  recognize  the  nature  of  objects.  Such  a  case  was 
recently  admitted  to  the  Presbyterian  Hospital  under  the  care 
of  Dr.  Musser. 

Case  II. — The  patient,  a  music-teacher,  55  years  of  age,  on 
the  24th  of  December,  1898,  while  talking  with  some  friends, 
suddenly  discovered  that  the  left  side  was  paralyzed.     There 
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had  been  no  loss  of  consciousness,  and  there  were  no  symptoms 
of  shock.  When  examined,  four  days  later,  the  tactile  sense 
on  the  whole  of  the  left  side  was  greatly  impaired.  It  was  com- 
pletely lost  in  the  forearm  and  hand  and  in  the  leg  and 
foot.  Muscle-sense  was  completely  lost  in  the  left  arm,  al- 
though the  patient  seemed  to  be  able  to  recognize  the  position 
of  the  arm  to  a  certain  extent  by  its  weight.  Temperature-, 
pain-,  localization-  and  pressure-sense  were  completely  lost,  al- 
though this  loss  was  not  absolute  above  the  elbow.  On  the 
left  leg,  similar,  but  not  quite  as  severe,  disturbances  of  sensa- 
tion were  found.  The  patellar  reflex  was  present  on  the  left 
side,  but  not  exaggerated.  The  Achilles-tendon  reflex  was 
lost,  and  there  was  no  ankle-clonus.  Sinkler's  reflex,  i.  e.  toe- 
jerk,  was  present.  The  stereognostic  sense  was  naturally  com- 
pletely lost  on  the  left  side.  On  the  right  side  all  forms  of  sen- 
sation were  normal.  The  stereognostic  sense  was,  however, 
extremely  imperfect  on  this  side.  The  fields  of  vision  were 
roughly  tested,  and  the  patient  found  to  be  suffering  from 
complete  left  lateral  hemianopsia.  The  following  day,  Dr. 
Schaffner,  at  my  request,  made  an  examination,  and  was  able  to 
detect,  in  addition,  a  horizontal  hemianopsia,  so  that  the  patient 
only  perceived  the  upper  right  quadrant  of  the  normal  field  of 
vision,  and  even  this  was  considerably  contracted.  There  were 
no  changes  in  the  fundus.  On  the  following  day,  the  sensory 
phenomena  remained  unchanged  on  both  sides.  The  stereog- 
nostic sense  was,  however,  normal  on  the  right  side.  On  both 
sides  the  power  of  recognizing  writing  on  the  hand  was  lost. 
From  this  time  rapid  improvement  occurred,  and  three  weeks 
later,  the  patient  was  able  to  give  some  description  of  ob- 
jects placed  in  the  left  hand,  and  in  the  course  of  a  few  days,  he 
made  a  not  altogether  unsuccessful  attempt  to  play  the  organ. 
A  case  somewhat  similar  to  this  has  been  reported  by  BurrT. 
The  patient,  a  colored  woman,  60  years  of  age,  had  been  sud- 
denly attacked  by  partial  failure  of  vision,  which  rapidly  in- 
creased until  she  was  unable  to  distinguish  objects.  She  was 
usually  apathetic,  but  not  apparently  insane.  There  was  no* 
paralysis,  but  the  patient  staggered  slightly  when  walking. 
Speech  was  normal.  Touch-,  pain-  and  temperature-sensa- 
tions were  everywhere  normal,  and  the  point  of  contact  was 
correctly  localized.  She  was  unable  to  recognize  an  object 
placed  in  the  hand,  although  the  loss  of  the  stereognostic  sense 
was  not  absolute,  for  it  is  stated  that  she  could  recognize  a 
silver  half  dollar  and  the  finger.    Burr  regards  the  case  as  one 

7  Burr,  Journal  of  Nervous  and  Mental  Disease.  1897. 
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of  mind-blindness.  He  also  mentions  a  similar  case  that  he  saw 
in  Weir  Mitchell's  clinic,  in  which  the  patient  had  had  loss  of 
the  power  of  recognizing  coins,  but  this  had  returned  later.  In 
both  of  these  cases,  the  characteristic  feature  of  the  loss  of  the 
stereognostic  sense,  that  is  to  say,  the  loss  on  the  right  side  in 
the  case  I  report,  and  on  both  sides  in  Dr.  Burr's  case,  was  the 
preservation  of  all  the  cutaneous  sensory  perceptions,  and  it 
seems  justifiable  to  locate  the  lesion  somewhere  in  the  higher 
centers  by  which  objects  are  recognized.  This  is  not  neces- 
sarily a  definite  group  of  cells,  for  Brissaud8  contends  that  even 
such  well-organized  actions  as  writing  or  reading  are  per- 
formed, not  by  definite  centers,  but  by  a  group  of  centers,  the 
communications  between  which  have  been  rendered  more  di- 
rect by  constant  employment. 

Exner9  and  Ziehen10  have  also  suggested  a  similar  theory 
for  apperception,  basing  it  upon  the  well-known  physiological 
law,  that  the  irritation  of  a  portion  of  the  central  nervous  sys- 
tem leaves,  for  a  short  time,  an  increased  irritability  in  the  ex- 
cited part.  Indeed,  Exner  suggests  that  memory  is  largely  the 
result  of  the  increased  irritability  of  certain  complex  routes. 

Kattwinkel11  has  recently  investigated  a  somewhat  analo- 
gous subject — the  ability  of  the  patient  to  recognize  letters  writ- 
ten with  a  blunt  object  upon  the  skin.  He  finds  that  this  is  lost 
in  conditions  in  which  there  is  alexia  or  sensory  anesthesia. 
Even  in  the  former  condition,  mere  sensation  may  be  so  ac- 
curate that  the  stereognostic  sense  is- preserved;  as  occurred  in 
a  case  of  a  man  74  years  of  age,  who  suddenly  lost  his  speech 
as  the  result  of  an  accident.  There  was,  however,  no  hemi- 
paresis  and  no  disturbance  of  sensation.  Kattwinkel  suggests 
the  theory  that  this  ability  to  recognize  letters  is  due  to  the 
combined  action  of  the  tactile,  visual  and  speech-centers,  and 
it  is  highly  probable  that  a  similar  combination  of  mental  pro- 
cesses is  necessary  for  the  recognition  of  objects. 

The  following  conclusions  appear  to  be  justified: 

1  st.     The  stereognostic  sense  is  due  to  a  complex  sensory 

8  Brissaud,  La  Presse  medicale,  1898. 

*  Exner,  Physiologische  Erklarung  der  psychischen  Erscheinun- 
gen.     Leipsig,  1894. 

10  Ziehen,  Leitfaden  der  physiologischen  Psychologie,  June,  1893. 
"  Kattwinkel,  Deutsches  Archiv  fur  klin.   Med.,  Oct.  27,  1898. 
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perception,  the  impulses  of  which  are  probably  received  in  the 
parietal  lobe  of  the  brain,  and  then  recognized  in  consciousness 
by  some  higher  center  or  group  of  centers.  It  may  be  lost  if 
either  one  of  these  centers  is  disturbed. 

2d.  In  case  of  peripheral  disturbance,  that  is,  some  disturb- 
ance in  or  between  the  center  in  the  parietal  lobe  and  the  ter- 
minations of  the  sensory  nerves  in  the  skin,  stereognosis  is  lost 
if  tactile  sense  is  lost,  and  it  is  greatly  impaired  or  lost  if  lo- 
calization-sense is  lost;  it  is  usually,  but  not  always,  disturbed  if 
the  muscular  sense  is  lost,  but  may  persist  if  any  of  the  other 
forms  of  cutaneous  sensation  are  lost  or  disturbed. 

3d.  The  apperceptive  center  may  be  disturbed  as  a  result 
of  severe  injury  to  the  brain,  as,  for  example,  in  apoplexy,  and 
in  these  cases  the  stereognostic  sense  may  be  lost,  even  although 
all  forms  of  sensory  phenomena  are  preserved. 

I  desire  to  express  my  thanks  to  Dr.  John  H.  Musser,  who 
has  generously  permitted  me  to  use  the  two  cases  here  reported. 


31.     STATISTISCHE    BETRACHTUNG  UBER  ALLGEMEINE    PARALYSE,  NACH  DEM 

Material  der  oberbayrischen  Kreisirrenanstalt  Gabersee  (Sta- 
tistical Contribution  on  General  Paresis  from  Gabersee),  v.  Oscar 
Miiller  ( Allgemeine  Zeitschrif t  f .  Psychiatrie,  54.  1898,  p.  1027). 

At  the  Gabersee  institution  during  the  years  1883  to  1897  inclusive, 
there  were  admitted  some  1,158  patients,  of  which  122  or  10.6  per  cent, 
suffered  from  general  paresis.  This  number  served  as  a  basis  for  the 
author's  statistical  contribution.  A  large  number  of  these  patients 
were  women;  45  in  number,  the  men  being  77;  or  1  woman  to  every  1.7 
men,  which  is  an  unusually  high  average.  Among  the  etiological  fac- 
tors, syphilis  seemed  low,  in  the  men  being  found  in  17  per  cent,  and 
in  the  women  6.4  per  cent.  Syphilis  or  alcohol  together  gave  a 
general  average  of  some  60  per  cent.  Heredity,  especially  nervous 
disease  in  the  parents,  seemed  to  play  an  important  role.  It  was  found 
in  46  per  cent,  of  the  men  and  64  per  cent,  of  the  women.  The  aver- 
age age  of  onset  for  men  was  between  thirty-six  and  forty,  while  for 
women  two  periods  seemed  favorable,  from  twenty-six  to  thirty,  and 
from  forty-five  to  fifty.  The  duration  varied  in  the  men  from  seven 
months  to  seven  years,  in  the  women  from  one  year  to  nine  years. 
Thirty-six  cases  died  in  convulsions.  There  were  over  eighty  post 
mortem  examinations  recorded.  Among  the  statistics  given  with 
reference  to  the  findings,  it  was  shown  that  at  least  50  per  cent,  showed 
chronic  pachymeningitis  externa,  81  per  cent,  showed  distinct  granu- 
lation of  the  ependyma,  76  per  cent,  had  enlarged  ventricles,  and  in  96 
per  cent,  the  brain  showed  the  characteristic  gelatinous  serous  infil- 
tration. In  four  cases  only  were  there  any  softenings  found,  and  only 
one  case  of  new  growth  was  observed. 
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January  3,   1899. 

The  President,  Dr.  Frederick  Peterson,  in  the  chair. 

A  CASE  OF   DISSEMINATED   SCLEROSIS. 

Dr.  L.  Stieglitz  presented  a  boy,  seventeen  years  of  age,  one 
of  a  family  of  nine  children.  None  of  the  others  showed  a 
similar  condition.  When  the  patient  was  six  years  of  age,  he 
was  noticed  to  walk  peculiarly,  and  a  year  later  he  began  to 
have  attacks  of  intense  headache  and  vomiting.  About  three 
years  ago  the  headaches  became  less  severe,  but  recently  they 
have  had  their  former  intensity.  He  oftens  has  trouble  in  urin- 
ating. Examination  shows  a  fairly  well  developed  boy,  pre- 
senting the  typical  gait  of  cerebellar  ataxia.  The  muscular 
power  is  generally  diminished,  particularly  in  the  right  arm. 
There  is  a  distinct  hemiplegia,  nystagmus  in  both  eyes,  and 
divergent  squint.  The  fundi  appear  entirely  normal.  The 
speech  is  thick,  nasal  and  drawling. 

The  speaker  said,  regarding  the  diagnosis,  that  if  the  affec- 
tion had  been  more  recent,  he  would  have  been  led  to  think  of 
brain  tumor.  Syphilis  of  the  brain  could  be  excluded,  not  only 
on  account  of  the  personal  and  family  history,  but  because  of 
the  negative  results  under  antisyphilitic  treatment.  Fried- 
reich's ataxia  could  be  excluded  because  of  the  hemiplegia  and 
increased  knee-jerks.  He  looked  upon  the  case  as  one  of  dis- 
seminated sclerosis.  Plaques  in  the  cerebellum  would  account 
for  the  cerebellar  ataxia,  and  plaques  in  the  left  hemisphere 
would  account  for  the  right  hemiplegia. 

Dr.  Graeme  M.  Hammond  was  not  quite  ready  to  accept  the 
diagnosis  of  disseminated  sclerosis.  There  were  changes  in  the 
mentality,  and  a  younger  sister  exhibited  evidence  of  beginning  de- 
generation of  the  brain  He  was  inclined  to  think  that  there  was 
atrophy  of  all  parts  of  the  cerebrum. 

Dr.  Steiglitz  did  not  think  that  the  deficient  mentality  negatived 
the  view  that  the  case  was  one  of  disseminated  sclerosis.  He  had  not 
seen  the  other  children. 

INSTRUMENT   FOR   MEASURING  THE   PATELLAR 
REFLEX. 

Dr.  W.  H.  Haynes  exhibited  an  instrument  which  he  had 
devised  for  measuring  the  reflexes,  and  demonstrated  its  action. 
The  apparatus  consists  of  an  oblong  iron  stand  on  castors.    To 
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one  end  of  this  is  attached  an  upright  iron  rod  carrying  a  large 
metallic  semicircle  with  convenient  graduations.  At  the  center 
of  the  upright  rod  an  aluminum  arm  is  hinged,  and  the  other 
end  of  this  arm  swings  along  the  brass  arc  and  can  be  fastened 
by  a  screw-clamp.  The  aluminum  arm  is  placed  against  the  tip 
of  the  patient's  foot,  and  the  reflex  tested.  The  arm  is  kicked 
upward  by  the  foot  to  a  greater  or  less  extent,  and  the  spring 
clamp  is  left  clinging  to  the  point  on  the  arc  to  which  it  was 
kicked. 

Dr.  L.  Muskens  said  that  he  had  been  working  with  another  in- 
strument intended  for  the  same  purpose.  His  work  in  this  line  had 
taught  him  that  it  was  not  so  much  the  liveliness  of  the  knee-jerk 
as  its  quality  which  was  of  importance,  both  in  research  and  clinical 
work.  The  readings  in  such  an  apparatus  were  also  greatly  vitiated 
by  the  adjustment  of  the  instrument  and  the  angle  at  which  the  foot 
strikes  the  arm. 

Dr.  Charles  K.  Mills,  of  Philadelphia,  read  a  paper  with  the 
title:  "Some  points  of  special  interest  in  the  study  of  the  deep 
reflexes  of  the  lower  extremities."     (See  page  131.) 

Dr.  Charles  L.  Dana  said  that  he  did  not  recall  having  met  with 
ankle-clonus  in  connection  with  absence  of  the  knee-jerk.  He  was 
absolutely  in  accord  with  Dr.  Mills  and  Sir  Wm.  Gowers  as  to  the 
connection  of  ankle-clonus  with  hysteria.  He  did  not  believe  that 
in  true  hysterical  paralyses  there  is  any  ankle-clonus;  if  it  does  occur, 
it  is  due  to  some  toxemic  or  organic  disorder.  At  one  time  he  had 
studied  a  series  of  20  cases  of  hysterical  paralyses,  and  had  been  im- 
pressed by  the  fact  that  the  knee-jerks  were  diminished  and  the  tonus 
somewhat  lessened  in  this  form  of  paralysis.  But  there  is  a  form  of 
paralysis  which  might  be  considered,  in  which  there  is  an  ankle-clonus. 
He  had  recently  seen  a  lady  of  forty  years  who  had  had  for  a  number 
of  years  certain  neurasthenic  symptoms,  and  who  finally  suffered 
intense  pain  in  the  back,  and  developed  partial  paraplegia.  There 
was  at  this  time  a  genuine  and  persistent  ankle-clonus.  After  about 
one  month  the  patient  recovered  completely.  He  had  since  seen  a 
similar  case  in  which  were  spinal  irritation,  neurasthenic  symptoms 
and  functional  paraplegia.  These  cases,  he  thought,  were  not  true 
examples  of  the  hysterical  state,  but  of  profound  nerve  exhaustion. 
These  exceptions  do  not  vitiate  the  general  statement,  that  hysterical 
palsies  are  not  accompanied  by  ankle-clonus. 

Dr.  B.  Sachs  said  that  he  had  had  under  observation,  some  years 
ago,  a  patient  with  absolute  loss  of  knee-jerks,  but  presence  of  ankle- 
clonus,  in  whom  the  preservation  of  ankle-clonus  was  in  all  proba- 
bility due  to  the  fact  that  the  lesion  was  limited  to  the  upper  lumbar 
segment.  He  had  also  witnessed  the  same  peculiar  association  of 
symptoms  in  a  case  of  Pott's  disease  in  which  the  lower  thoracic 
vertebras  were  involved.  He  believed  that  in  this  case,  too,  the 
lower  lumbar  and  sacral  segments  had  entirely  escaped.  He  was 
disposed  to  agree  entirely  with  the  view  taken  by  Gowers  and  Mills 
regarding  the  relation  of  ankle-clonus  to  hysteria.  He  had  noted 
ankle-clonus  in  a  case  of  distinct  hysterical  paraplegia  in  a  child,  and 
had  observed  the  same  thing  once  in  a  young  man  suffering  from 
neurasthenia.  It  is  a  very  curious  fact,  showing  the  relative  value  of 
the  deep  reflexes,  that  while  the  knee-jerks  are  so  commonly  ex- 
aggerated in  neurasthenia,  ankle-clonus  is  almost  invariably  wanting. 
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As  to  the  question  of  the  dependence  of  the  absence  of  knee-jerk  upon 
the  degeneration  of  the  muscle  fiber,  it  should  be  noted  that  this  was 
probably  the  explanation  of  the  absence  of  the  knee-jerk  in  muscular 
dystrophies. 

Dr.  G.  M.  Hammond  said  that  he  agreed  with  the  last  speaker 
in  regard  to  the  absence  of  ankle-clonus  in  hysteria,  as  a  rule,  and 
yet  he  had  seen  at  least  three  or  four  cases  of  hysteria  in  which  ankle- 
clonus  had  certainly  been  present.  When  such  conditions  exist  it  is 
exceedingly  difficult  to  make  the  differential  diagnosis  between  hys- 
teria and  organic  disease.  For  some  years  he  had  been  making  ob- 
servations in  cases  of  this  kind  concerning  the  effect  of  etherization. 
The  ankle-clonus  was  found  to  be  maintained,  even  under  full  etheriza- 
tion, when  there  was  an  underlying  organic  disease,  although  this 
was  not  the  case  in  hysterical  subjects. 

Dr.  W.  M.  Leszynsky  said  that  during  the  past  summer  he  had 
had  under  observation  a  man  with  certain  symptoms  of  transverse 
myelitis.  Examination  showed  the  absence  of  both  knee-jerks  and 
presence  of  ankle-clonus  on  both  sides.  In  addition,  there  was  a 
clonus  affecting  the  gluteus  maximus  muscle  on  one  side.  He  had 
seen  ankle-clonus  at  least  three  times  in  patients  who  had  been  under 
observation  for  a  number  of  years,  and  who  had  not  developed  any 
organic  disease.  He  asked  Dr.  Mills  if  he  had  ever  noticed  ankle- 
clonus  produced  by  tapping  the  Achilles-tendon  while  the  foot  is 
flexed  in  the  usual  manner.  It  was  only  in  this  way  that  he  had  been 
able  to  demonstrate  it  in  two  or  three  instances. 

Dr.  Joseph  Collins  asked  Dr.  Mills  whether  he  believed  that  the 
actively  contractile  substance  of  the  muscle  in  his  first  reported  case 
was  in  such  a  diseased  state  that  it  was  thrown  into  clonus  by  the 
tap  on  the  tendon.  Regarding  the  occurrence  of  clonus  in  hysterical 
conditions  he  said  that  he  had  seen  cases  of  traumatic  hysteria,  in 
which  there  was  a  true  ankle-clonus,  and  in  which  recovery  had  taken 
place.     He  could  not  differentiate  such  cases  from  true  hysteria. 

Dr.  F.  Peterson  said  regarding  the  presence  of  ankle-clonus  in 
hysteria,  that  he  had  never  seen  a  genuine  clonus  in  a  case  of  pure 
hysteria. 

Dr.  Mills  closed  the  discussion.  In  answer  to  Dr.  Collins  he  said 
that  the  explanation  in  the  case  he  had  reported  was  not  very  clear, 
but  he  believed  that  the  loss  of  knee-jerk  was  due  to  a  combination 
of  muscle  and  neural  disease,  both  of  which  were  demonstrated  by 
the  microscope.  Probably  the  nerve  to  the  tendo  Achillis  had  been 
in  a  state  of  neuritis  earlier,  and  had  so  caused  an  excitation  of  the 
ankle  phenomenon.  In  the  examination  of  some  ot  the  cases  of  tabes 
for  tendo  Achillis  jerk,  slight  clonus  was  found  in  two.  He  had 
elicited  tendo  Achillis  clonus  by  tapping  on  the  tendon  when  ankle- 
clonus  could  not  be  elicited  by  simply  placing  the  foot  in  dorsal 
flexion.  The  patient's  knees  should  be  placed  close  to  the  chair  on 
which  he  leans,  and  the  tendon  should  be  percussed  near  the  heel. 
As  to  the  question  of  ankle-clonus  in  hysteria  he  would  again  em- 
phasize the  necessity  for  more  explicit  statements  regarding  it.  In 
every  case  one  should  discriminate  carefully  between  spurious,  abor- 
tive clonus  and  the  clonus  of  the  uniform  and  persistent  type.  He 
took  the  position  that  in  a  very  limited  number,  probably  less  than 
five  per  cent.,  the  abortive  or  spurious  type  of  ankle-clonus  would 
be  found.  In  one  definite  and  limited  class  of  cases  usually  regarded 
as  hysterical,  and  sometimes  with  other  stigmata  of  hysteria,  such 
as  the  sensory  changes,  one  meets  with  what  appears  to  be  ankle- 
clonus.  This  is  the  class  of  cases  characterized  by  hypertonicity. 
True  ankle-clonus  with  hemiparesis  or  hemiplegia  he  considered  al- 
most pathognomonic  of  organic  disease. 
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A  CONTRIBUTION  TO  THE  STUDY  OF  CEREBRO-SPINAL 
MENINGITIS. 

Dr.  Lewis  A.  Conner  read  a  paper  with  this  title.  The  paper 
was  based  upon  60  such  cases,  occurring  at  the  Hudson  Street 
Hospital  and  New  York  Hospital.  Every  effort  had  been  made 
to  exclude  those  in  which  the  meningitis  was  secondary  to 
other  processes.  Of  the  60,  21  occurred  in  1893,  the  year  in 
which  the  disease  was  especially  prevalent  in  various  parts  of 
the  country.  Ten  occurred  in  each  of  the  last  two  years.  One- 
half  of  all  the  cases  occurred  in  the  spring  months,  March,  April 
and  May.  Seventy  per  cent,  occurred  in  males;  32  per  cent,  in 
those  under  the  age  of  fifteen  years,  43  in  those  between  fifteen 
and  thirty,  and  25  in  those  over  thirty  years.  The  youngest 
case  was  that  of  a  child  of  two  months,  and  the  oldest  a  woman 
of  sixty-five  years.  In  only  one  was  there  a  distinct  history  of 
exposure  to  cold  immediately  preceding  the  attack.  No  two  of 
the  cases  came  from  the  same  family,  although  two  negroes 
occupying  the  same  room  were  attacked  within  a  few  hours  -of 
each  other,  and  both  died  in  a  short  time. 

Post-mortem  examinations  were  made  in  18  of  the  41  fatal 
cases.  In  the  very  acute  cases  there  was  marked  congestion 
of  the  meningeal  vessels.  The  exudate  was  often  so  slight  as 
to  be  scarcely  perceptible,  except  in  cases  that  had  lasted  two 
weeks  or  more.  The  lateral  ventricles  were  often  distended 
with  purulent  fluid.  The  greatest  involvement  of  the  cord  was 
in  the  thoracic  and  lumbar  portions,  and  always  on  the  posterior 
surface.  Microscopical  examination  showed  constant  involve- 
ment of  the  subjacent  brain  tissue,  The  common  involvement 
of  the  cranial  nerves  was  also  noted. 

Councilman,  and  his  associates,  are  convinced  that  the 
specific  cause  of  epidemic  cerebro-spinal  meningitis  is  the  dip- 
lococcus  intracellularis.  In  the  35  cases  examined  by  them  the 
organism  was  found  in  all  but  four.  Bacteriological  examina- 
tion was  made  in  ten  of  the  cases  reported  in  the  present  paper. 
In  three  autopsies  in  which  the  culture  results  were  negative 
only  ordinary  culture  media  were  used.  The  diplococcus  intra- 
cellularis was  found  in  only  four  of  the  cases,  and  the  pneu- 
mococcus  in  about  the  same  proportion. 

All  of  the  usual  types  of  cases  described  were  represented 
in  this  series.  All  of  the  fulminant  cases  were  marked  by  early 
delirium  and  coma.  Twenty-six  ran  their  course  in  two  weeks, 
and  all  ended  fatally.  There  were  two  of  the  intermittent  type. 
Thirteen  lasted  more  than  one  month,  and  of  these,  11  recov- 
ered, the  longest  being  for  three  and  a  half  months.  The  onset 
was  sudden  in  39  cases.  The  temperature  was  markedly  irreg- 
ular, but  there  were  several  distinct  types.     In  a  number  the 
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temperature  was  normal  or  subnormal  throughout  the  disease, 
or  up  to  a  short  time  before  death.  In  a  second  type  the  tem- 
perature was  moderate  most  of  the  time.  In  others,  the  tem- 
perature rose  gradually,  and  then  fell  whether  or  not  recovery 
took  place.  These  cases  resembled  somewhat  typhoid  fever, 
but  not  infrequently  the  highest  temperature  was  in  the  morn- 
ing. In  the  fulminant  cases  the  temperature  was  sometimes 
nearly  normal  for  the  first  few  hours.  The  pulse  also  varied 
greatly,  and  was  independent  of  the  variations  in  temperature. 
Retardation  of  the  pulse  was  not  common  or  marked  except 
in  two  cases.  When  the  symptoms  were  active,  an  almost  con- 
stant symptom  was  a  marked  increase  in  the  respiration-rate. 
Vomiting  was  present  at  some  time  in  over  one  half;  in  25  it 
appeared  at  the  onset,  and  in  15  only  at  that  time.  In  15  it 
remained  a  prominent  feature  throughout  the  disease.  In  no 
case  was  the  vomiting  "projectile."  There  was  more  or  less 
pain  in  all  cases,  and  it  was  usually  in  the  form  of  an  intense 
occipital  headache,  but  pain  in  the  back,  limbs  and  chest  was 
not  infrequent,  and  sometimes  was  especially  marked  on  one 
side.  The  reflexes  presented  no  constant  feature.  Greater  or 
less  rigidity  of  the  muscles  of  the  head,  neck  and  back  was 
present  in  almost  every  case.  Rigidity  of  all  the  extremities 
was  also  common.  There  was  no  uniformity  about  the  appear- 
ance of  the  pupils.  In  one  case  which  recovered  consciousness 
was  preserved  throughout  the  disease.  In  a  large  proportion  of 
the  cases  delirium  and  stupor  alternated.  Some  of  them  were 
marked  by  an  unusual  form  of  delirium,  simulating  hysteria. 
Skin  manifestations  were  observed  in  25  per  cent.,  but  the 
hemorrhagic  eruption  was  seen  in  only  three  of  the  cases.  A 
distinct  leucocytosis  was  present  in  most  of  the  cases  in  which 
the  blood  was  examined.  The  spleen  was  enlarged  in  23  per 
cent,  of  the  cases.  In  none  of  the  patients  who  recovered  was 
vision  disturbed  subsequently.  Two  patients  had  bilateral  deaf- 
ness, and  one  of  these  recovered  completely.  In  several  there 
were  involvements  of  the  joints  resembling  those  seen  in 
rheumatism.  In  seven  pneumonia  occurred,  and  in  all  it  de- 
veloped after  the  meningitis.  Albuminuria  was  generally  an 
accompaniment  of  the  disease. 

Dr.  Joseph  Collins  said  that  he  thought  the  paper  went  to  prove, 
rather  than  disprove,  the  theory  that  attacks  of  cerebro-spinal  menin- 
gitis are  entirely  distinct  in  their  causation  and  pathogeny  from  those 
which  develop  sporadically.  In  very  few  of  the  latter  cases  was  the 
diplococcus  intracellularis  found,  whereas  it  was  almost  constantly 
present  in  the  epidemic  cases  studied  by  Councilman.  The  cases  re- 
ported in  the  paper  had  been  clearly  shown  to  be  of  the  non-epidemic 
variety.  He  would,  therefore,  still  maintain  the  opinion  published 
elsewhere,  that  the  epidemic  form  is  entirely  different  in  its  causa- 
tion and  pathogeny  from  the  sporadic,  the  former  being  associated 
only  with  an   individual   organism.     It   was  true,   however,   that   the 
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latter  was  commonly  associated  with  the  diplococcus  of  pneumonia. 

Dr.  Sachs  thought  the  statistics  just  presented  in  the  paper  might 
lead  to  some  confusion.  He  did  not  think  the  diagnosis  of  epidemic 
cerebro-spinal  meningitis  could  be  made  positively  at  the  present  time 
without  post-mortem  examination.  The  prognosis  in  this  series  was 
evidently  rather  better  than  that  usually  observed  in  epidemic  cere- 
bro-spinal meningitis.  Recently  he  had  seen  a  girl  of  eighteen  who 
within  a  few  hours  was  comatose,  and  died  within  twenty-four  hours. 
The  autopsy  revealed  the  diplococcus  intracellularis.  Such  cases 
should  hardly  be  placed  in  the  same  category  with  the  epidemic  form. 

Dr.  Conner  said  that  he  had  refrained  from  using  the  term  "epi- 
demic meningitis,"  because  he  had  been  unable  to  convince  himself 
that  epidemic  and  sporadic  meningitis  were  different  diseases.  One 
or  two  of  the  cases  in  which  the  pneumococcus  was  found  occurred 
in  1893,  a  year  in  which  this  disease  was  epidemic.  A  case  which 
developed  last  summer  after  exposure  to  the  sun,  was  observed  for 
two  months,  and  was  examined  after  death,  and  the  diplococcus 
intracellularis  was  discovered.  In  this  case,  as  well  as  in  the  one 
referred  to  by  Dr.  Sachs,  the  disease  was  evidently  sporadic,  and  yet 
the  diplococcus  intracellularis  was  present.  He  could  not  therefore 
accept  the  statements  made  by  Dr.  Collins.  It  seemed  to  be  im- 
possible to  distinguish  clinically  between  the  two  forms.  The  mor- 
tality in  his  cases  was  65  per  cent.,  exactly  the  rate  found  by  Council- 
man in  the  epidemic  at  Boston. 


32.  Ueber  einen  Fall  von  juveniler  Paralyse  auf  Hereditaer 
luetischer  basis  mit  specifischen  gefaessveraenderungen.  a 
Case  of  early  Paresis  due  to  Congenital  Syphilis  with  specific 
changes  in  the  Blood  Vessels.  C.  v.  Rad.  Archiv  fur  Pschychi- 
atrie  und  Nervenkrankheiten,  30,  1898,  p.  82. 

A  young  man  who  had  previous  been  healthy,  but  whose  father 
was  syphilitic,  at  the  age  of  15  developed  attacks  of  convulsions  com- 
bined with  periods  of  unconsciousness,  an  increasing  mental  weakness 
having  begun  to  manifest  itself  for  some  time  before.  In  addition  to 
these  epileptiform  attacks  marked  decline  of  the  visual  and  mental 
powers  set  in,  and  at  the  age  of  21  had  reduced  the  patient  to  a  condi- 
tion of  absolute  idiocy.  Other  objective  symptoms  were  also  observed, 
such  as  pupillary  non-reaction,  spastic  paraplegia  of  the  legs  and  dis- 
orders of  speech.  After  7  weeks  in  the  hospital  the  patient  died  from 
an  attack  of  pneumonia. 

The  autopsy  fully  explained  the  clinical  picture.  The  thickening 
of  the  pia,  degeneration  of  the  large  pyramidal  cells  and  disappearance 
of  tangential  fibers  was  clearly  indicative  of  paresis,  while  the  capillaries 
of  the  cortex  were  thickened  and  presented  localized  dilatations  and  in 
places  were  surrounded  by  bloody  extravasations  of  various  ages.  In 
the  cord  there  was  found  a  moderate  degree  of  degeneration  of  the 
pyramidal  tracts  with  the  balance  of  the  white  matter  normal,  as  not 
infrequently  is  the  case  in  paralysis.  The  basal  vessels  were  in  a  con- 
dition of  syphilitic  endarteritis,  the  intima  being  everywhere  thickened 
and  in  the  smaller  vessels  a  peri  and  mesarteritis  were  found.  The 
author  emphasizes  the  specifically  syphilitic  changes  of  the  basal  vessels 
as  they  plainly  demonstrate  the  surmised,  but  not  yet  definitely  proven, 
connection  between  congenital  syphilis  and  paresis  in  the  young. 
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November  28,  1898. 

The  President,  Dr.  F.  X.  Dercum,  in  the  chair. 

Dr.  H.  C.  Wood  reported  three  cases  in  which  pain  was  an 
important  symptom,  and  in  two  of  the  cases  was  accompanied 
by  muscular  atrophy  and  paresis.  The  paper  will  be  published 
later  in  this  journal. 

Dr.  Charles  K.  Mills  said  that  he  had  had  the  opportunity  to  ex- 
amine the  third  case  with  Dr.  Wood.  He  was  impressed  with  the 
fact  that  although  these  three  cases  occurred  in  the  same  family,  yet 
it  was  not  improbable  that  they  did  not  represent  a  family  type.  It 
was  almost  impossible  to  make  a  diagnosis  from  the  history  of  the 
first  case,  but  the  record  did  not  seem  to  permit  of  it  being  placed 
with  the  other  two.  While  the  diagnosis  in  the  third  case  was 
difficult,  he  thought  that  Dr.  Wood's  opinion  was  as  nearly  correct 
as  any  that  could  be  formed.  In  regard  to  the  second  case,  he  was 
unable  to  come  to  a  conclusion.  In  some  of  its  features  it  looked  like 
a  case  of  anterior  poliomyelitis  with  pain.  The  history  was  peculiar 
and  unlike  that  of  the  other  two  cases. 

Dr.  William  G.  Spiller  agreed  with  Dr.  Mills  that  these  cases  need 
not  be  regarded  as  examples  of  the  same  disease.  He  could  not 
form  any  idea  of  the  nature  of  the  first  case,  as  the  history  was  in- 
complete. 

The  second  case,  he  thought,  was  probably  due  to  disease  of  the 
peripheral  neurons.  The  man  had  muscular  atrophy,  reaction  of 
degeneration,  loss  of  muscular  power,  loss  of  the  patellar  reflex  in 
the  affected  limb,  and  pain;  these  are  symptoms  which  point  to 
disease  of  the  peripheral  sensory  and  motor  neurons. 

The  diagnosis  in  the  third  case  was  much  more  difficult.  It  might 
possibly  be  a  very  atypical  case  of  amyotrophic  lateral  sclerosis.  The 
posterior  root  entrance  zones  could  hardly  be  much  altered.  It  would 
be  difficult  to  understand  how  the  reflexes  could  be  exaggerated  if 
these  zones  were  much  involved.  The  reflexes  cannot  be  increased  if 
the  sensory  portion  of  the  peripheral  arc  is  destroyed,  even  though 
the  central  motor  fibers  are  entirely  degenerated.  Some  of  the  features 
in  this  third  case  were  very  unlike  those  of  amyotrophic  lateral 
sclerosis. 

Dr.  H.  C.  Wood  said  that  he  did  not  assert  that  these  three  cases 
represented  the  same  disease,  but  where  things  are  similar  it  seemed 
probable  that  they  were  due  to  the  same  cause.  These  cases  had 
the  three  prominent  symptoms  of  pain  without  tenderness,  increas- 
ing loss  of  motility  and  wasting  of  the  muscles.  There  must  there- 
fore be  a  suspicion  that  they  were  due  to  the  same  cause. 

He  did  not  believe  that  simple  amyotrophic  lateral  sclerosis  is 
associated  with  pain  as  severe  as  that  which  occurred  in  the  third 
case;  he  therefore  believed  that  there  must  be  some  other  lesion 
present. 

A  CASE  OF  PERIODIC  FAMILY  PARALYSIS. 

Dr.  J.  K.  Mitchell  presented  a  patient,  the  subject  of  periodic 
family  paralysis.  The  patient's  mother,  an  uncle,  a  first  cousin, 
a  grandfather  and  a  first  cousin  of  the  grandfather,  all  on  the 
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maternal  side,  had  suffered  with  varying  degrees  of  the  same 
disorder.  The  patient,  aged  18,  had  his  first  attack  five  years 
ago,  since  which  time  they  have  steadily  increased  in  both  fre- 
quency and  severity,  paralysis  now  occurring  about  once  in 
eight  days„  and  usually  lasting  from  36  to  48  hours.  He  wakes 
from  sleep,  unable  to  move,  the  disability  at  first  being  imper- 
fect, but  increasing  through  the  day.  During  the  height  of  the 
seizure  he  can  move  his  head  from  side  to  side,  but  not  any 
limb.  All  reflexes  are  lost  in  severe  attacks;  plantar,  knee, 
cremaster  and  abdominal.  In  the  lighter  degrees  of  the  palsy 
the  reflexes  are  slow  an.d  small,  and  very  slightly  reinforcible. 
Electric  reactions  are  totally  absent  in  the  muscles  of  the  lower 
limbs  in  severe,  and  only  producible  by  very  strong  galvanic 
currents  in  slight  attacks.  There  is  during  the  attack  a  rough 
distinct  murmur  with  a  splitting  of  the  second  sound,  heard  at 
the  third  left  costal  cartilage,  and  less  clearly  along  the  left 
sternal  margin.  The  pulse  during  palsy  is  sometimes  slower 
than  the  patient's  normal  pulse,  sometimes  faster,  and  with  a 
good  deal  of  tension.  Voice,  breathing,  swallowing,  are  unaf- 
fected, and  the  mental  faculties  perfectly  unimpaired.  It  is 
sufficient  to  say  without  too  much  detail,  that  in  the  intervals 
the  patient  is  in  absolutely  perfect  health  and  normal  in  all  re- 
spects. Urine,  feces  and  blood  have  been  examined  with  as  yet 
little  result,  but  this  investigation  is  still  in  process. 

The  patient  being  brought  before  the  society  said  that  since 
coming  to  the  room  he  felt  the  usual  warning  of  an  attack  in 
the  form  of  slight  general  weakness.  On  attempting  to  develop 
his  reflexes  the  knee-jerk  was  found  to  be  markedly  slow  and 
small. 

Dr.  Charles  K.  Mills  remarked  that  it  seemed  impossible  to  ex- 
plain such  a  case  as  this  except  on  the  theory  of  a  temporary  toxemia. 

Dr.  E.  Lindon  Melius,  of  Baltimore,  said  that  the  history  of  this 
patient  suggested  to  him  some  of  the  cases  of  post-epileptic  paresis 
without  epileptic  paroxysms. 

Dr.   E.    Lindon   Melius,   of   Baltimore,    read   a   paper   on 

"Motor  Paths  in  the  Brain  and  Cord  of  the  Monkey."    (To  be 

published  in  this  journal.) 

Dr.  William  G.  Spiller  stated  that  he  wished  to  report  the  dis- 
covery of  a  tract  not  previously  described.  Some  time  ago,  Dr.  Hare 
reported  to  this  society  a  case  of  edema  due  to  a  hemorrhage  in  the 
external  capsule  and  the  lenticular  nucleus.  The  brain  was  given 
to  Dr.  Spiller  for  examination.  In  this  specimen  the  latter  had  found 
degenerated  fibers  that  certainly  came  from  a  level  as  high  as  the 
upper  part  of  the  thalamus.  They  passed  down  with  the  degenerated 
motor  tract  through  the  crus,  and  entered  the  pons  closely  associated 
with  the  motor  tract.  A  little  below  the  level  of  the  exit  of  the  fifth 
nerve,  a  band  of  fibers  became  separated  from  the  outermost  and 
lateral  portion  of  the  pyramidal  tract.  Lower  down  in  the  pons  this 
band  of  fibers  passed  quite  abruptly  backward  and  entered  the  trap- 
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ezoid  body.  It  took  a  position  at  the  level  of  the  junction  of  the 
medulla  oblongata  and  pons,  lateral  to  the  uppermost  portion 
of  the  inferior  olive.  As  the  inferior  olive  increased  in  size,  this 
bundle  passed  backward,  and  where  the  olive  had  its  largest  width 
the  bundle  took  a  position  on  the  posterior  and  lateral  side  of  the 
lower  olive.  Dr.  Spiller  had  traced  this  bundle  below  the  motor 
decussation  and  had  found  that  it  remained  on  the  same  side  through- 
out its  entire  length.  He  had  followed  this  band  of  fibers  from  the 
level  of  the  upper  part  of  the  lenticular  nucleus  as  far  as  the  first 
cervical  segment.  In  this  specimen  he  had  also  traced  motor  fibers 
to  the  lateral  tract  on  the  same  side  of  the  cord,  as  Dr.  Melius  had 
done  in  the  monkey. 

Dr.  Spiller  agreed  with  Dr.  Melius  in  the  statement  that  the  failure 
to  stain  the  degenerated  collaterals  of  the  pyramidal  fibers  within  the 
anterior  horns  might  be  due  to  the  fact  that  these  fibers  are  so  small 
that  the  degenerated  myelin  is  not  very  distinct;  he  did  know, however, 
that  the  medullary  sheath  remains  on  the  reflex  collaterals  of  the 
posterior  roots  after  these  collaterals  enter  the  gray  matter.  Dr. 
Dejerine  and  he  had  been  able  to  trace  collaterals  of  the  posterior 
roots  into  the  anterior  horns. 

The  black  dots  which  Dr.  Melius  had  shown  in  the  perivascular 
spaces  and  had  regarded  as  contained  within  the  cells  lining  these 
spaces,  Dr.  Spiller  had  seen  a  number  of  times,  and  believed  that  they 
were  contained  within  the  granular  bodies,  the  "corps  granuleux"  of 
the  French  writers.  . 

December  19,  1808. 

Dr.  Charles  K.  Mills    in  the  chair. 

A   CASE  OF  CEREBELLAR  TUMOR. 

Dr.  Spiller  presented  a  woman  of  43  years  who  began  to 
have  severe  headache  four  years  ago.  The  headache  lasted  two 
years,  then  disappeared,  and  during  the  last  few  weeks  had  re- 
turned over  the  left  side  of  the  head  behind  and  above  the  ear. 
This  region  was  very  sensitive  to  the  slightest  touch.  The 
woman  had  had  extreme  vertigo  during  the  past  two  years.  She 
could  lie  on  her  right  side,  but  lying  on  her  left  side  caused  unen- 
durable vertigo.  She  had  not  had  vomiting,  disturbance  of  the 
sphincters,  or  pain  in  the  limbs.  The  gait  was  extremely  cere- 
bellar in  type  and  Romberg's  sign  was  pronounced.  The  patel- 
lar reflex  was  absent  on  each  side,  and  tactile  sensation  below 
the  knees  was  diminished.  A  tendency  to  fall  backward  was 
very  evident.  The  reaction  of  the  pupils  was  normal,  and  the 
cranial  nerves  were  not  affected.  The  optic  disks  were  some- 
what congested.  A  history  of  a  discharge  of  pus  from  the  left 
ear  two  years  ago  was  given,  and  Dr.  Randall  found  healed 
perforation  of  each  ear.  No  word-deafness,  no  word-blindness, 
no  hemianopsia,  and  no  mental  disturbance  existed. 

Dr.  Spiller  regarded  this  case  as  one  of  cerebellar  disease, 
probably  tumor  or  abscess  situated  in,  or  pressing  upon,  the 
cerebellum;  although  dilatation  of  the  fourth  ventricle  or  menin- 
gitis might  cause  such  a  symptom-complex.    The  only  localiz- 
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ing  symptoms  were  the  extreme  vertigo  when  the  patient  laid 
upon  her  left  side,  and  the  great  sensitiveness  of  the  region  be- 
hind and  above  the  left  ear.  It  was  extremely  difficult,  there- 
fore, to  suggest  to  the  surgeon  the  proper  place  for  operation. 
The  sensitive  area  was  indicative  of  a  lesion  in  the  lower  part 
of  the  left  occipito-temporal  lobe;  the  extreme  vertigo  wiien 
the  patient  laid  upon  her  left  side  was  suggestive  of  a  tumor  in 
the  right  cerebellar  hemisphere,  causing  pressure  upon  the  cere- 
bellum when  the  right  side  of  the  body  was  uppermost. 

Dr.  Charles  K.  Mills  thought  that  this  case  was  one  either  of 
tumor  or  abscess  of  the  cerebellum,  with  the  probabilities  in  favor  of 
tumor.  The  pain  was  not  over  the  cerebellum  but  over  the  occipit.il 
lobe,  and  in  the  neighborhood  of  the  parieto-occipital  fissure.  The 
patient,  however,  did  not  have  the  distinctive  symptoms  of  tumor  or 
abscess  involving  the  left  occipital  lobe.  There  was  no  word-blindness 
and  no  hemianopsia.  The  position  of  the  pain  would  seem  to  in- 
dicate that  the  tumor  was  separated  anatomically  from  the  cerebellum. 
He  thought  possibly  that  some  pachymeningitis  might  be  associated 
with  the  cerebellar  tumor.  As  the  case  was  a  serious  one  and  pro- 
gressing, he  believed  that  an  exploratory  operation  was  advisable. 

In  the  study  of  such  cases  as  this,  Dr.  Mills  said  it  was  of  interest 
to  study  not  only  the  quadriceps-jerk  and  knee-jerk,  but  also  the  gas- 
trocnemius-jerk  and  ankle-jerk.  In  the  present  case,  the  muscle  and 
tendon  phenomena  in  the  lower  extremities  were  entirely  absent.  He 
had  recently  studied  the  gastrocnemius-jerk  and  ankle-jerk  in  a  num- 
ber of  cases  of  tabes.  About  twenty-eight  cases  had  been  examined, 
and  in  all  but  three  the  tendo-Achillis  jerk  was  absent.  In  one  case 
it  was  present  only  on  one  side.  In  one  case  it  was  rather  plus.  The 
gastrocnemius-jerk  was  present  in  all.  This  matter  might  be  of  some 
importance  in  the  differential  diagnosis  of  a  case  of  the  kind  pre- 
sented by  Dr.  Spiller  in  its  early  stage  from  a  case  of  tabes.  In  this 
patient  with  cerebellar  tumor  there  was  loss  not  only  of  the  patellar 
reflex  and  Achilles-jerk,  but  also  of  the  gastrocnemius-jerk  and  quad- 
riceps-jerk.  In  almost  every  case  of  tabes  which  he  had  examined  in 
this  connection,  the  quadriceps-jerk  and  gastocnemius-jerk  were  pre- 
served. 

Dr.  Spiller  remarked  that  the  question  of  the  absence  of  the  re- 
flexes in  brain  tumor  is  one  of  great  interest  and  one  that  we  under- 
stand very  imperfectly.  In  a  certain  number  of  these  cases  examined 
post  mortem,  degeneration  of  the  posterior  roots  had  been  found.  Nu- 
merous papers  have  been  written  to  show  why  this  occurs.  It  is  held 
by  some  that  the  cachexia  causes  the  degeneration  of  the  posterior 
roots.  By  others  the  theory  is  held  that  this  posterior  root  degenera- 
tion is  due  to  pressure;  that  there  is  an  increase  of  the  cerebrospinal 
fluid  and  that  the  pressure  is  exerted  especially  in  the  lower  p^rt  of 
the  cord.  Those  who  oppose  this  theory  bring  forward  the  statement 
that  the  degeneration  may  involve  the  cervical  cord  more  than  the 
lumbar,  and  contend  that  the  pressure  theory  is  not  satisfactory. 

FIVE  CASES  OF  TABES  IN  THE  NEGRO. 
Dr.  J.  W.  McConnell  stated  that  about  six  years  ago  in  con- 
cluding a  paper  read  before  this  society,  Dr.  Burr  had  said  that 
"while  the  data  given  are  not  sufficient  to  permit  one  to  say 
dogmatically  that  locomotor  ataxia  is  a  rare  disease  among 
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negroes,  still  tney  are  sufficient  to  permit  one  to  hold  such  an 
opinion  tentatively  until  further  investigation  disproves  it."  It 
was  not  Dr.  McConnell's  intention  to  gainsay  the  opinion  ex- 
pressed by  Dr.  Burr  at  that  time,  but  rather  to  emphasize  it  and 
to  add  these  cases  to  those  now  known. 

Eight  years'  service  at  the  dispensary  for  nervous  diseases 
at  the  Philadelphia  Polyclinic  had  given  him  an  opportunity  to 
see  many  cases  of  tabes  in  the  white  race,  quite  a  few  among 
the  mixed  races,  and  but  five  instances  of  the  disease  in  pure 
negroes. 

Case  I. — B.,  full  blooded  negro,  age  55  yrs.,  native  of  Virginia, 
a  sailor  by  occupation.  Earliest  symptoms  appeared  fifteen  years 
ago;  sharp,  cutting  pains  in  legs  and  thighs,  failure  of  sight  in  left 
eye,  two  years  later  right  eye  became  involved.  Condition  grew  pro- 
gressively worse.  Specific  history  acknowledged.  Examination 
showed  no  ataxia,  no  Romberg  sign,  no  paralysis  or  paresis.  Total 
blindness,  pupils  contracted  and  immovable  to  light  stimulation. 
Ophthalmologist  reported  a  condition  of  primary  optic  atrophy  in 
both  eyes.     Knee-jerks  retained,  but  diminished. 

Case  II. — G.,  full  blooded  negro,  parents  born  in  Liberia,  age 
49  yrs.  Twelve  years  ago  had  a  chancre  followed  by  secondaries. 
Weakness  in  the  legs  for  ten  years,  unsteady  on  his  feet,  snooting 
pains  in  both  lower  extremities.  Has  had  girdle  sensation,  also  a 
feeling  as  of  a  veil  over  his  face.  At  present  he  is  totally  blind  in 
the  right  eye,  partially  so  in  left.  Typical  primary  degeneration  of 
both  optic  nerves.  Knee-jerks  absolutely  lost.  He  has  sharp  pains  in 
legs,  numbness  of  the  right  hand  and  of  the  ulnar  edge  of  the  left 
hand.     No  rectal  or  vesical  trouble. 

Case  III. — L.,  negro  waiter,  born  in  Virginia,  aged  44  years;  spe- 
cific history.  Pain  in  legs  for  some  years,  with  some  difficulty  in  walk- 
ing. Lately  failing  sight.  Knee-jerks  lost;  slight  sway,  very  slightly 
ataxic  gait.     Pupils  small,  disks  show  advancing  gray  degeneration. 

Case  IV. — W.,  aged  51  yrs.,  negro  born  in  North  Carolina;  spe- 
cific infection,  twenty-four  years  ago,  secondaries  quite  free.  Pain  in 
legs  commenced  fifteen  years  ago.  Diplopia  about  ten  years  ago, 
and  soon  after  failure  of  vision.  At  present  the  patient  is  almost 
blind  in  both  eyes,  has  very  small  pupils.  He  is  not  ataxic,  does  not 
sway  abnormally.  Knee-jerks  are  abolished.  He  has  difficulty  in 
holding  his  water  and  also  in  controlling  the  sphincter  ani. 

Case  V. — T., female,  full  blooded  negress,  aged  34  (?)  years,  native 
of  Virginia,  married.  Possible  specific  infection  ten  years  ago.  Sight 
has  been  failing  for  two  years  in  the  right  eye,  for  one  year  in  the 
left.  At  present,  ataxia  of  lower  extremities,  sway  increased,  sharp 
pains  in  legs,  girdle  sensation,  feeling  as  of  a  cobweb  over  her  face, 
difficulty  in  holding  water.  Knee-jerks  absolutely  lost.  Is  almost 
blind  in  both  eyes  and  ophthalmologist  reports  complete  spinal  atrophy 
of  both  optic  nerves.     Absolute  iridoplegia. 

Some  features  of  the  cases  were  worth  emphasis. 

Four  of  the  patients  were  men  and  one  a  woman.  All  five 
were  pure  negroes.  The  parents  of  four  were  known  by  the 
respective  patients  to  have  been  negroes,  and  one  of  these  four 
was  the  son  of  parents  born  in  Liberia.  The  fifth  had  been  a 
slave,  the  son  of  a  negro  slave  father.    He  did  not  recollect  ever 
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having  seen  his  mother,  but  as  the  man  was  .very  black  Dr. 
McConnell  presumed  that  his  mother  was  a  negress. 

The  cases  were  all  of  the  amaurotic  form  of  tabes.  In  three 
instances  the  failure  of  vision  was  gradual  and  came  on  after 
the  pains,  and  affected  both  eyes  simultaneously  and  in  like 
degree.  In  the  other  two  the  vision  of  one  eye  failed  before  that 
of  the  other.  Four  were  almost  blind,  although  one  patient 
was  relatively  less  so  than  the  others.  The  fifth  was  reported 
by  the  ophthalmologist  as  "one  of  pallid  disks  which  were  very 
suggestive  of  advancing  tabetic  atrophy."  Three  of  the  patients 
were  distinctly  ataxic  in  the  lower  extremities;  the  woman  had 
also  some  difficulty  in  using  the  upper  extremities.  In  these 
three  the  Romberg  sign  was  obtainable. 

The  woman  and  one  of  the  men  presented  many  of  the 
usual  text-book  symptons  of  tabes  dorsalis.  Two  of  the  other 
three  suffered  with  lancinating  pains,  the  knee-jerks  were  abol- 
ished, the  irides  were  not  responsive  to  light,  the  optic  nerve 
was  the  seat  of  tabetic  atrophy.  One  of  the  two  had  Romberg's 
symptom.  A  fifth  patient,  most  blind  of  all,  had  shooting 
pains  and  girdle  sensation,  but  no  ataxia  and  no  Romberg's 
sign.  He  had  retained  the  knee-jerks.  These  were  perhaps 
not  as  prompt  as  in  a  normal  individual,  but  they  were  present. 
In  all  five  there  was  iridoplegia.  Two  cases  had  some  involve- 
ment of  the  vesical  sphincter;  two  complained  of  a  feeling  as  if 
the  face  was  covered  with  cobwebs  or  a  veil.  One  case  pre- 
sented numbness  of  the  ulnar  edge  of  the  left  hand  and  of  the 
whole  of  the  right  hand. 

The  four  men  admitted  specific  infection,  and  in  the  woman 
it  was  very  probable  from  her  own  statements. 

Dr.  William  G.  Spiller  said  that  three  of  the  cases  had  come  to  the 
Polyclinic  Hospital  since  he  had  been  connected  with  the  service. 
They  were  all  of  the  amaurotic  type.  If  the  negro  is  more  liable  to 
this  form  of  tabes,  it  may  explain  why  the  disease  is  considered  un- 
common in  the  negro,  inasmuch  as  the  amaurotic  form  is  at  times 
overlooked  by  the  general  practitioner.  A  year  ago,  he  presented  one 
or  two  patients  with  the  amaurotic  form,  and  at  the  time  spoke  of 
Edinger's  substitution  theory,  and  said  that  this  theory  did  not  explain 
the  amaurotic  form.  If  the  disease  occurred  in  those  who  used  their 
eyes  to  excess  we  might  understand  why  overwork  has  something 
to  do  with  it.  He  had  recently  received  a  letter  from  Prof.  Edinger 
in  which  the  latter,  in  the  spirit  of  a  true  scientist,  acknowledged  that 
his  theory  would  not  explain  every  condition  in  tabes,  but  stated 
that  it  explained  much  better  than  any  other  so  many  symptoms  that 
it  must  contain  a  "fragment  of  truth."  Prof.  Edinger  also  spoke  of 
the  great  importance  of  the  statements  regarding  the  resistance  of  the 
negro  to  tabes.  Dr.  Spiller  referred  to  the  exceedingly  interesting 
experiments  which  Prof.  Edinger  had  performed  on  rats. 

Dr.  John  K.  Mitchell  said  that  Dr.  Burr  seemed  to  assume  the 
almost  necessary  presence  of  syphilis  in  these  cases.  While  he  recog- 
nized the  frequency  with  which  syphilis  precedes  tabes,  yet  the  more 
he  saw,  the  more  he  doubted  the  supposed  necessary  relation  between 
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the  two.  A  careful  lookout  for  tabes  in  the  negro  had  been  kept  at 
the  Orthopedic  Hospital  for  twelve  or  thirteen  years,  and  not  more 
than  three  cases  had  been  found;  one  of  these  was  in  a  very  light 
mulatto. 

He  thought  that  the  blindness  might  result  in  a  certain  conceal- 
ment of  some  of  the  tabetic  symptoms:  the  blind  patient,  if  he  can 
walk  at  all,  necessarily  does  so  without  seeing  his  feet;  thus  perforce 
he  acquires  some  of  the  greater  ease  of  motion  and  improvement  in 
station  which  tabetics  acquire  by  learning  to  execute  careful  co- 
ordinate movements — not  that  they  have  changed  the  diseased  tissues 
of  the  cord,  but  that  they  use  themselves  enough  better  to  conceal 
some  of  the  symptoms  of  the  disorder. 

Dr.  Burr  replied  that  he  did  not  belive  that  syphilis  is  the  only 
cause  of  tabes  dorsalis 

Dr.  Joseph  Sailer  reported  a  case  of  hemiplegia  with 
astereognosis. 

Dr.  J.  T.  Rugh  reported  a  case  of  hysteria  simulating  as- 
cending neuritis.    (To  be  published  later  in  this  journal.) 

Dr.  F.  Savary  Pearce  said  he  believed  this  patient  had  neuritis 
with  hysteria. 

Dr.  Spiller  had  seen  this  patient  in  consultation  and  had  found  a 
very  serious  condition  of  the  left  arm.  The  arm  was  much  swollen. 
The  patient  felt  tactile  sensation  at  every  part  of  the  arm;  when  a  pin 
was  thrust  into  the  skin  she  felt  it  as  touch  and  not  as  pain;  she  had, 
therefore,  dissociation  of  sensation.  Knowing  the  great  rarity  of  as- 
cending neuritis,  especially  in  the  absence  of  pus  formation,  Dr. Spiller 
was  exceedingly  skeptical  as  to  its  presence  in  this  case.  The  elec- 
trical reactions  were  found  to  be  perfectly  normal,  except  that  a 
stronger  current  was  required  on  account  of  the  swelling.  Within 
twenty-four  hours  after  Dr.  Spiller  first  saw  the  patient  the  paralysis 
had  become  complete  and  sensation  was  lost  from  the  shoulder  down. 
The  pain,  which  had  been  intense,  had  entirely  disappeared.  He  was 
convinced  that  hysteria  was  the  cause  of  this  apparent  neuritis.  A 
purely  suggestive  treatment  was  adopted  and  in  three  or  four  days  all 
the  signs  of  the  supposed  neuritis  had  disappeared. 


33.  Un  cas  de  paralysie  generale juvenile  avec  syphilis  hereditaire 
(A  Case  of  Juvenile  General  Paresis,  with  Hereditary  Syphilis). 
A.  Saporito  (Ann.  med.  Psychol.,  6,  1898). 

General  paresis  developed  in  this  young  man  at  the  age  of  18. 
There  was  no  particular  neuropathic  nor  psychopathic  heredity,  but 
there  were  evident  signs  in  the  patient  of  hereditary  syphilis.  He 
was  poorly  developed,  had  an  infantile  head  with  Hutchinson  teeth 
and  other  characteristic  marks.  He  was  always  somewhat  peculiar, 
but  was  comparatively  bright  up  to  the  age  of  16,  when  a  gradual  de- 
mentia began  with  general  elevation  of  the  ego.  There  were  typical 
changes  in  his  speech,  fibrillary  tremors  of  face  and  tongue,  Argyll 
Robertson  pupils,  with  inequality,  epileptoid  attacks,  marasmus  and 
death.  The  pathological  findings  were  those  usually  described  as  re- 
sulting from  general  paresis. 
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ANATOMY  AND  PHYSIOLOGY. 

34.  CONSIDERAZIONI    SULLA  STRUTTURA  DEL    NUCLEO  DELLE  CELLULA  NER- 

vosi  (Considerations  of  the  Nuclear  Structure  in  Nerve  Cells).     G. 
Levi  (Rivista  di  Patologia  nervosa  e  mentale,  3,  1898,  p.  289). 

After  a  brief  summary  of  the  opinions  of  various  authors  on  the 
micro-chemical  reactions  of  the  nuclear  structures,  the  author  gives 
the  results  of  his  own  researches.  He  believes  that  in  the  nucleus  are 
found  at  least  two  distinct  substances,  the  central  portion  consisting 
of  a  substance  stained  by  acid  reagents,  the  peripheral  portions  taking 
up  basic  coloring  matters.  In  various  pathological  conditions  the 
peripheral  portions  remain  unaltered,  while  the  central  portion  of  the 
nucleus  may  show  diffuse  acidophile  coloration.  That  the  nucleus 
is  not  made  up  entirely  of  nucleins  would  seem  to  be  proven  by  the 
author's  researches.  The  acidophile  substances  change  greatly  dur- 
ing the  cellular  activities,  while  the  basophile  substances,  nucleins,  re- 
main more  or  less  stable.  In  the  mitotic  changes,  elsewhere  studied 
more  in  detail  by  the  same  author,  the  acidophile  structures  seem  to 
give  rise  in  part  to  the  centrosomes  and  in  part  to  the  spindles. 

Jelliffe. 

35.  Ueber  die  Ursachen,  welche  die  Wachsthumsrichtung  der 
Nervenfasern  bei  der  Regeneration  bestimmen  (The  Causes  That 
Determine  the  Direction  of  Growth  of  the  Peripheral  Nerve  Fibers 
During  Regeneration).  J.  Forssman  (Ziegler's  Beitrage,  24,  1898, 
p.  56). 

As  hitherto  a  mechanical  theory  was  the  only  one  generally  ac- 
cepted as  explaining  the  direction  of  growth  of  nerve  fibers,  and  yet 
is  for  many  reasons  unsatisfactory,  Forssman  undertook  to  determine 
whether  some  other  conditions  might  be  of  influence.  His  experiments 
were  performed  as  follows:  A  section  of  nerve  was  removed  and  the 
two  ends  then  placed  in  a  small  tube  of  straw,  sometimes  connected 
by  a  thread,  sometimes  allowed  to  remain  separate,  and  sometimes  a 
piece  of  nerve  resected  from  another  part  was  placed  between  them, 
either  within  or  outside  of  the  straw.  He  found  that  in  the  former  case, 
some  of  the  fibers  followed  the  thread,  but  many  became  hopelessly 
entangled  and  lost.  When,  however,  a  piece  of  nerve  was  interposed, 
even  if  it  lay  outside  the  tube,  the  nerve  fibers  grew  into  it  and  fol- 
lowed it  to  the  peripheral  portion.  He  then  filled  the  tubes  with  an 
emulsion  of  brain  or  spinal  cord  substance,  and  found  that  it  exerted 
the  same  attractive  influence,  and  he  therefore  concludes  that  nervous 
tissue  contains  some  peculiar  element  that  attracts  to  itself  regenerating 
nerve  fibers.  This  influence  he  names  positive  neuro-trophismus,  and 
ascribes  it  not  alone  to  the  disintegration  of  the  nerve  substance  but 
to  the  disintegration  in  a  peculiar  manner.  The  degenerated  nerve 
tissue  can  apparently  exert  this  influence  over  a  considerable  space,  a 
condition  that  he  names  chemo-trophismus.  Sailer. 

36.  Nucleus  diaphragms.  F,tude  sur  l'origine  reele  du  nf.rf 
dtaphragmatique  (Origin  of  the  Phrenic  Nerve).  Fr.  Sano 
(Journal  medical  de  Bruxelles,  1898,  No.  42). 

In  the  human  subject  studied  by  Nissl's  method  the  author  comes 
to  the  following  results  with  reference  to  the  phrenic  nuclei.     The 
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motor  neurons,  which  enter  into  the  constitution  of  the  phrenic  nerve, 
have  their  ganglion  cells  grouped  in  a  long  spinal  nucleus,  which  oc- 
cupies the  central  portion  of  the  anterior  horns,  from  the  lower  third 
cervical  segment  to  the  middle  of  the  sixth  segment. 

The  sensory  neurons  of  this  same  nerve  have  nuclei  of  origin 
in  small  groups  in  the  spinal  ganglia  of  the  third,  fourth,  fifth  and 
sixth  cervical  nerves. 

The  vaso-motor  neurons  are  in  relation  with  the  middle  and  in- 
ferior grand  sympathetic  and  at  times  with  the  first  thoracic  ganglion. 
The  situation  of  their  ganglion  cells  has  not  yet  been  located  with 
definiteness.  Jelliffe. 

37.  Hemorrhage  into  Pons,  Secondary  Lesions  of  Lemniscus,  Pos- 
terior Longitudinal  Fasciculi,  and  Flocculus  Cerehelli.  S. 
Gee  and  H.  H.  Tooth  (Bram,  21,  1898.  p.'i). 

The  case  here  reported  presents  noteworthy  anatomical  features. 
The  case  was  one  of  hemorrhage  into  the  pons  in  a  young  woman  of 
twenty-one  years  of  age,  associated  with  interstitial  kidney  lesions  and 
hypertrophy  of  the  left  ventricle.  The  hemorrhage  was  on  the  right 
side,  encroaching  slightly  to  the  left.  It  lay  at  about  the  junction  of 
the  middle  with  the  lower  third  of  the  pons,  and  bulged  into  the  fourth 
ventricle.  The  whole  of  the  right  sixth  nucleus  was  destroyed.  The 
hemorrhage  cephalad  followed,  and  was  limited  to  the  right  lemniscus 
which  was  almost  totally  destroyed  up  to  the  level  of  the  spinal  end 
of  the  fourth  nucleus.  The  patient  lived  nineteen  days  after  the  onset 
of  the  hemorrhage.  The  conclusions  of  the  authors  are  as  follows: 
1.  With  reference  to  the  Lemniscus,  a.  It  consists  of  fibers  which 
ascend  only,  the  lowest  origin  being  the  nucleus  cuneatus  and  nucleus 
gracilis.  It  increases  markedly  cephalad,  which  is  due  probably  to 
the  accession  of  fibers  from  the  sensory  nuclei  of  the  medulla,  b.  Its 
destination.  As  the  corpora  quadrigemina  are  approached  the  lemnis- 
cus gives  off  a  dorsal  branch,  the  lateral  lemniscus,  which  appears  to 
end  in  the  corpora  quadrigemina.  The  main  or  mesial  lemniscus  pro- 
ceeds brainwards  towards  the  optic  thalamus,  and  here  again  appears 
to  divide  into  two  bundles,  one  of  which  loses  itself  in  the  optic  thal- 
amus; the  other  mass  of  fibers  appears  to  take  a  lateral  direction 
dorsally  situated  to  the  corpus  sub-thalamicum.  These  fibers  may 
enter  the  optic  thalamus  higher  up,  or  they  may  pursue  an  uninter- 
rupted course  to  the  cortex,  c.  Its  function  is  for  the  transmission  of 
afferent  impulses,  but  it  can  scarcely  be  the  only  path  in  the  medulla 
and  pons  for  afferent  impressions. 

2.  Posterior  Longitudinal  Bundles.  These  consist  of  fibers  run- 
ning to  and  from  the  brain  in  probably  nearly  equal  proportions,  a. 
Descending  fibers  which  appear  to  serve  as  a  path  of  communication 
between  the  motor  nuclei  above  and  below  the  lesion.  The  position 
of  these  fibers  suggests  a  further  connection  between  nuclei  above 
and  the  anterior  and  lateral  horns  of  the  upper  cord,  including  there- 
fore the  nucleus  of  origin  of  another  cranial  nerve,  the  spinal  accessory. 
b.  Ascending  fibers  enter  into  close  relations  with  the  cells  of  other 
motor  nuclei  (fourth  and  third).  There  is  a  free  decussation  across 
the  middle  line  at  the  level  of  the  third  nucleus.  Though  most  of  the 
posterior  longitudinal  fibers  seem  to  be  absorbed  in  the  third,  yet  a 
considerable  number  can  be  seen  above  it,  and  these  probably  enter 
into  the  optic  thalamus. 

3.  Flocculus  of  the  Cerebellum.  Its  white  matter  consists  largely 
of  fibers  derived  frtfm  some  higher  level,  probably  the  transverse  fibers 
of  the  formatio  reticularis.  Jelliffe. 
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38.  Ein  Fall  von  Lepra  anaesthetica  mit  Sectionsbefund  (A  Case 
of  Lepra  Anaesthetica  with  Necropsy).  Samgin  (Deutsche  med. 
Wochenschrift,  30,  1898,  p.  475). 

Only  a  few  histological  investigations  of  anesthetic  leprosy  have 
been  made.  The  disease,  in  the  case  described  by  Samgin,  began  with 
chronic  rhinitis,  and  soon  pain  and  anesthesia  in  the  legs  and  arms 
were  noticed.  The  body  became  almost  entirely  anesthetic.  In  most 
anesthetic  areas  dissociation  of  sensation  existed,  and  consisted  of  com- 
plete thermoanesthesia  and  analgesia,  with  slightly  diminished  tactile 
sensation.  Toward  the  end  of  life  the  atrophic  patches  in  the  skin  be- 
came confluent.  The  skin  of  the  fingers  was  smooth  and  desquamative, 
and  scars  resulting  from  analgesic  panaris  were  observed.  No  other 
mutilations  were  found.  The  facial  nerve  was  paralyzed  on  both 
sides  in  the  upper  portion,  and  on  the  left  side  in  the  lower  portion 
also.  The  peroneal  nerves  were  paralyzed.  The  claw-hand  was  pres- 
ent. Lepra  bacilli  could  not  be  found  during  life.  The  diagnosis 
between  lepra  and  syringomyelia  was  made  from  the  thickness  and 
hardness  of  the  ulnar  nerves,  the  paralysis  of  the  facial  nerves  without 
other  bulbar  symptoms,  and  the  irregularly  located  atrophic  areas  of 
the  skin,  which  corresponded  to  the  anesthetic  regions. 

Marked  alteration  of  the  skin  was  found  after  death,  and  lepra 
bacilli  were  present  in  the  skin  and  nerves,  but  not  in  the  spinal  cord, 
posterior  ganglia  or  cerebral  cortex.  Interstitial  neuritis  existed  in  the 
ulnar  and  peroneal  nerves.  The  myelin  had  almost  entirely  disap- 
peared. The  examination  of  the  spinal  cord  in  this  case  was  especially 
valuable,  as  a  similar  examination  has  rarely  been  made.  Samgin 
found  secondary  degeneration  of  the  posterior  roots  and  of  the  col- 
umns of  Goll.  Nerve  fibers  in  the  posterior  ganglia  were  also  de- 
generated. The  cells  of  the  gray  matter  of  the  cord  were  unaltered. 
Samgin  believes  the  process  began  in  the  peripheral  ends  of  the  nerves 
of  the  skin.  Spiller. 

39.  SULLE  ALTERAZIONI  CADAVERICHE  DELLE  CELLULE  NERVOSE  RI1.EVABILI 

col  metodo  di  Nissl  (On  Post-mortem  Changes  in  Nerve  Cells  as 
Shown  by  the  Nissl  Method).  G.  Neppi  (Rivista  di  Patologia 
nervosa  e  mentale,  2,  1897). 

In  dogs  the  author  investigated  the  action  of  post-mortem  changes 
in  the  ganglion  cells  of  the  cord  and  of  the  cortex.  They  were  studied 
hourly  from  6-24  hours  after  death,  and  changes  did  not  seem  to  appear 
until  after  the  first  twenty-four  hours,  if  the  tissue  was  kept  at  a  tem- 
perature of  about  6o°  F.  The  nucleus  stained  less  intensely  after  twenty- 
four  hours.  After  forty-eight  hours  diffuse  changes  seemed  to  take 
place,  the  nucleus  stained  less  distinctly,  though  the  cell  contours  were 
fairly  well  preserved.  At  the  end  of  seventy-two  hours  distinct  changes 
were  apparent,  the  cell  contours  were  altered,  more  rounded;  the 
nucleus  seemed  atrophied.  Complete  degeneration  with  poorly  stain- 
ing cytoplasm  and  nucleoplasm  took  place  in  ninety-six  hours. 

Jelliffe. 

CLINICAL  NEUROLOGY. 

40.  Conservation  des  reflexes  patellaires  dans  le  tabes  dorsalis 
(Preservation  of  the  Patellar  Reflexes  in  Tabes  Dorsalis).  C.  Achard 
and  Leopold-Levi  (Nouvelle  Iconographie  de  la  Salpetriere,  2, 
1898,  p.  83).  x 

Six  cases  of  tabes,  without  necropsy,  and  one  with  necropsy,  in, 
which  the  knee  jerks  were  preserved,  are  reported.     The  histological 
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examination  in  the  last  case  showed  that  the  preservation  of  the  knee 
jerks  was  due  to  the  preservation  of  the  root  entrance  zones  of  West- 
phal  in  the  posterior  columns  of  the  lumbar  region.  Spiller. 

41.  Atrophie  musculaire  tabetique  a  la  periode  preataxique 
(Tabetic  Muscular  Atrophy  in  the  Preataxic  Period;.  M.  Dejerine 
(La  Medicine  moderne,  9,  1898,  p.  310;. 

Muscular  atrophy  in  ataxic  patients  is  encountered  at  all  periods 
of  the  disorder,  but  Dejerine  reports  from  the  Saltpetriere  a  case  in  the 
preataxic  period.  A  woman  of  44  came  to  the  hospital  for  clubfoot 
with  atrophy  of  the  common  extensor  and  other  related  troubles.  Two 
months  before,  during  the  night,  she  was  seized  with  sciatic  pain  of 
great  intensity.  She  perceived  the  next  day  that  there  was  a  paralysis 
of  the  muscles  supplied  by  the  left  external  popliteal  branch.  Upon 
examination,  the  sensibility  and  electrical  contractility  were  found  in- 
tact. No  knee  jerk,  no  Argyll-Robertson  pupil.  Romberg's  sign  not  to 
be  found,  owing  to  the  fact  that  the  woman  could  not  stand  upon  the 
right  foot.  From  all  these  facts  and  the  further  history  of  the  patient's 
having  had  an  attack  of  lightning  pain  six  years  before,  and  a  slight  oc- 
casional twitch  of  pain  in  the  lower  limbs,  the  diagnosis  of  tabes  was 
made.  Dejerine  does  not  think  the  paralysis  of  tabes  incurable,  al- 
though there  is  one  form  which  is  progressive  and  entirely  rebellious 
to  treatment,  the  prognosis  no  doubt  being  like  that  of  the  ocular 
paralysis  of  the  same  disorder,  dependent  upon  whether  the  lesion 
bringing  it  about  is  peripheral  or  central.  He  considers  electricity  the 
only  treatment  worth  mentioning.  Mitchell. 

42.  Ueber  eine  Bewegungsprobe  und  Bewegungsstorung  bei  Lum- 
balschmerz  und  bei  IsChias  (Concerning  a  Movement  Test  and 
Disturbance  of  Motion  in  Lumbar  Pain  and  Sciatica).  By  L.  Minor 
(Deutsche  med.  Wochenschrift,  23  and  24,  1898,  pp.  363  and  382). 

Minor  has  noticed  that  persons  not  paralyzed,  but  suffering  from 
traumatic  pain  in  the  back,  rise  from  a  sitting  position  on  the  floor  in 
the  same  manner  that  persons  do  who  are  afflicted  with  the  pseudohy- 
pertrophic form  of  muscular  dystrophy,  i.  e.,  they  turn  their  faces  to- 
ward the  ground,  extend  their  arms,  place  themselves  on  all  fours,  and 
climb  upon  themselves  by  supporting  the  hands  upon  the  lower  limbs. 
Strange  to  say,  this  fact  has  received  almost  no  attention  in  the  litera- 
ture. This  peculiar  method  of  rising  is  only  present  when  the  pain  is 
bilateral,  and  has  been  seen  in  lumbago,  and  when  the  muscles  of  the 
back  have  been  overstrained.  In  some  cases  the  pain  seems  to  be  due 
to  kidney  trouble,  or  vertebral  caries.  The  cause  of  this  method  of 
rising  is  the  attempt  to  spare  the  erector  muscles  of  the  trunk. 

Minor  speaks  of  the  frequent  occurrence  of  lumbago  and  sciatica 
together,  and  of  the  frequent  passing  of  the  former  into  the  latter. 

In  sciatica  also  the  method  of  rising  from  the  sitting  posture  is 
peculiar,  and  is  exactly  opposite  to  that  seen  when  lumbar  pain  is 
present,  though  the  object  to  be  attained — the  relief  of  the  extensor 
muscles  of  the  trunk  from  contraction — is  the  same  in  the  two  condi- 
tions. When  a  patient  with  sciatica  is  placed  on  the  ground  and  told 
to  rise,  he  extends  fully  the  sound  limb,  while  the  painful  one  is  slightly 
flexed  at  the  knee.  He  raises  himself  with  his  hands  behind  his  back 
on  the  floor,  flexes  the  knees,  shoves  the  pelvis  backward,  and  raises 
the  trunk  from  the  ground  by  leaning  on  one  hand.  When  the  lum- 
bago is  changing  to  sciatica,  the  mode  of  rising  varies  according  to  the 
preponderance  of  the  pain  in  the'limb  or  back.     In  rare  cases  this 
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method  of  rising  is  not  always  present,  and  usually  in  these  cases  the 
pain  is  not  severe,  or  is  below  the  popliteal  space;  otherwise  the  method 
is  absolutely  characteristic  of  sciatica.  Spiller. 

43.  Complete  Atrophy  of  the  Deltoid  with  Vicarious  Restoration 
of  Function.  Kennedy  (British  Medical  Journal,  June  11,  1898.  1, 
189S,  p.  1513). 

Complete  atrophy  of  the  right  deltoid  following  a  subcoracoid  dis- 
location from  a  fall.  Two  years  after  the  accident  the  muscle  was  still 
useless,  but  function  at  the  shoulder  was  almost  completely  normal, 
due  to  the  efficient  vicarious  action  of  the  trapezius,  the  supraspinatus, 
the  muscles  rotating  the  scapula  and  to  torsion  and  curvature  of  the 
vertebral  column.  Patrick. 

44.  Ueber  einen  Fall  von  Hysterie  mit  ungewohnlichen  Symptomen 
(dlathese  de  contracture)  und  deren  beeinflussung  durch 
hypnotische  Suggestion  (Concerning  a  Case  of  Hysteria  with 
Unusual  Symptoms,  etc).  A.  Lilienfeld  (Deutsche  med.  Wochen- 
schrift,  27,  1898,  p.  426). 

A  woman  of  forty-seven  years  began  in  1894  to  present,  among 
other  signs  of  hysteria,  frequently  repeated  painful  contractions  of  the 
abdominal  muscles;  later  the  condition  developed  which  is  known 
among  the  French  as  "diathese  ou  etat  d'opportunite  de  contracture." 
She  was  unable  to  walk  even  a  few  steps,  inasmuch  as  the  slightest  irri- 
tation, such  as  striking  the  foot  against  a  stone  or  the  corner  of  the 
bed,  or  an  unexpected  noise,  caused  spasm  in  both  legs,  with  the  pro- 
duction of  the  equinovarus  position  of  the  feet.  The  calf  muscles  were 
especially  liable  to  be  thrown  into  spasm.  At  times  the  shoulder 
muscles  were  involved,  and  the  arm  could  not  be  raised  or  abducted, 
or  the  muscles  of  the  fingers  were  affected.  The  contraction  of  the  ab- 
dominal muscles  alone  produced  pain.  The  spasms  were  easily  over- 
come, but  if  no  attempt  was  made  to  control  them  they  persisted.  A 
vigorous  passive  movement  of  the  part  in  the  direction  opposite  to 
that  of  the  contraction,  or  vigorous  use  of  the  faradic  current,  was 
usually  sufficient.  Hypnotism  was  most  effective,  and  rendered  the 
patient  much  less  susceptible  to  spasm,  but  did  not  produce  permanent 
results.  The  handwriting,  which  was  almost  illegible,  became  tempo- 
rarily very  distinct  by  the  employment  of  hypnotism.  The  patient  had 
great  difficulty  in  speaking,  on  account  of  spasm  of  the  tongue,  and 
at  times  was  unable  to  utter  a  word.  Spiller. 

45.  ParalysiE  radiculaire  inferieure  du  plexus  brachial;  autopsie 
( Paralysis  of  the  Inferior  Branch  of  the  Brachial  Plexus ;  Autopsy). 
M.  Apert.     (La  Medecine  moderne,  9,  1898,  p.  471). 

M.  Apert  presented  to  the  Societe  Medicale  des  Hopitaux  the  speci- 
mens from  the  autopsy  of  a  man  who  had  complete  loss  of  power  in 
the  right  arm  for  thirty-three  years  from  an  injury  received  by  being 
run  over  by  a  wagon.  He  had  previously  been  presented  to  the  society 
to  exhibit  the  remarkable  atrophy  which  extended  throughout  the 
whole  of  the  arm,  forearm,  and  hand,  except  the  long  supinator,  the 
deltoid,  and  the  biceps.  The  triceps,  the  pectoralis  major,  the  dorsalis 
major,  were  all  atrophied.  The  patient  had  also  the  ocular  difficulties 
described  by  Madame  Dejerine,  myosis,  narrowing  of  the  palpebral 
opening,  and  diminution  of  the  pupillary  reflex.  The  patient  died  of 
pulmonary  tuberculosis,  and  upon  examination  the  muscles  of  the  arm, 
except  those  mentioned,  were  found  completely  degenerated,  and  trans- 
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formed  into  fibrous  tissue  without  a  trace  of  muscular  element.  The 
nerve  trunks  at  the  first  glance  seemed  healthy  enough,  but,  upon  sec- 
tion, the  degeneration  was  observed  to  be  complete,  and  they  were  al- 
most like  empty  tubes.  In  the  spine  below  the  first  dorsal  vertebra  no 
change  was  observed,  but  at  the  level  of  the  first  dorsal  and  of  the 
eighth  cervical,  there  was  a  diminution  in  the  size  of  the  right  anterior 
cornu,  and  a  great  decrease  in  the  number  of  cells  in  this  column. 
At  the  level  of  the  seventh  cervical,  there  was  complete  disappearance 
of  the  stellate  cells  of  the  anterior  horn.  Above  this,  the  structure 
again  became  healthy;  there  was  no  sign  of  sclerosis  or  of  inflamma- 
tory processes.  The  white  substance  displayed  no  change  nor  the  bulb 
and  protuberance.  In  the  left  hemisphere  of  the  cerebrum  the  ascend- 
ing frontal  convolution  was  considerably  lessened  in  size,  being  only 
about  half  as  deep  as  that  of  the  opposite  side.  No  sign  of  disease 
could  be  found,  the  condition  being  simply  one  of  atrophy.  The 
atrophy  of  these  centers  cannot  be  considered  as  due  to  an  ascending 
degeneration  at  all,  but  simply  as  an  atrophy  from  loss  of  function  of 
an  organ,  favored  by  the  age  at  which  the  injury  to  the  arm  took  place. 

Mitchell. 

46.     Cerebellar  Localization.    J.  S.  Risien  Russell  (Clinical  Journal, 
13.  1898,  p.  5.) 

Within  the  last  six  or  eight  years  no  one  has  done  more  to  advance 
our  knowledge  of  the  cerebellum  than  has  the  above  author,  and  many 
of  the  practical  results  of  his  investigations  are  epitomized  in  this  lec- 
ture. 

Clinically,  cerebellar  localization  is  one  of  the  most  perplexing  prob- 
lems that  confront  the  diagnostician.  Besides  the  difficulties  inseparable 
from  incomplete  knowledge  of  this  part  of  the  brain,  there  is  an  added 
element  of  uncertainty  in  the  fact  that  in  cerebellar  lesions  in  man  we 
have,  as  a  rule,  to  deal  not  only  with  defects  consequent  on  destruction 
of  cerebellar  tissue,  and  which  are  strictly  comparable  to  the  effects 
which  follow  ablation  of  parts  of  the  organ  experimentally,  but  also 
with  others  the  result  of  increase  of  intra-cranial  pressure.  The  effect 
of  increase  of  intra-cranial  pressure  is  to  distort  the  clinical  picture  by 
adding  to  it  extraneous  phenomena  in  no  way  dependent  on  the  de- 
struction of  cerebellar  tissue.  This  increase  of  pressure,  however,  of- 
tentimes responsible  for  so  much  confusion,  is  not  entirely  an  unmixed 
evil,  but  under  certain  circumstances  some  of  its  effects  are  important 
aids  to  diagnosis.  The  present  lecture  concerns  only  the  signs  which 
indicate  the  existence  of  a  lesion  of  one  lateral  lobe,  exclusive  of  in- 
volvement of  the  middle  lobe. 

Inco-ordination  is  the  most  striking  feature  noted  after  experimental 
ablation  of  one-half  of  the  organ,  and  manifests  itself  in  various  ways. 

Rotation: — At  first  all  other  modes  of  its  manifestation  may  be  sub- 
servient to  rotation,  the  direction  of  which  is  best  described  in  terms 
relating  to  a  screw.  In  a  right-sided  lesion  the  rotation  of  a  subject 
is  in  the  direction  of  a  right-handed  male  screw  entering  an  object, 
while  in  a  left-sided  lesion  the  direction  of  rotation  corresponds  to  that 
of  a  similar  screw  coming  out  of  an  object.  This  phenomenon  does  not 
always  occur  after  experimental  lesions,  and  is  only  exceptionally  met 
with  in  man.  a  fact  that  is  not  surprising  in  that  it  is  much  less  pro- 
nounced in  the  monkey  than  in  the  dog. 

Titubation  is  always  obvious  when  the  tendency  to  rotation  is  suf- 
ficiently in  abeyance  to  make  sitting  up  or  standing  possible.  The  un- 
steadiness of  the  head  on  the  trunk  resembles  closely  that  seen  in  dis- 
seminated sclerosis,  and  is  increased  by  any  attempt  at  voluntary  move- 
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ment,  e.  g.,  feeding.  This  phenomenon  may  be  well  marked  in  clini- 
cal cases,  but  not  so  much  so  as  inco-ordination  or  ataxy  of  the  limbs 
best  seen  in  the  disturbance  of  the  gait  of  man.  The  subject  walks  with 
the  lower  extremities  far  apart,  on  a  wide  base,  moving  the  limbs  for- 
ward in  an  unsteady  manner,  it  may  be  tending  to  stamp  the  heels  un- 
duly, and  evincing  more  inco-ordination  of  the  limb  on  the  side  of  the 
cerebellar  lesion  than  of  that  on  the  opposite  side.  Oftentimes  this 
difference  is  only  very  slight  in  degree,  and  will  only  be  appreciated 
on  most  careful  observation.  Similarly,  the  inco-ordination  may  some- 
times be  demonstrated  as  the  patient  lies  in  bed  and  will  be  present 
in  the  upper  as  well  as  in  the  lower  extremities,  and  more  marked  on 
the  side  of  the  lesion.  Both  the  unsteadiness  which  is  seen  most  typi- 
cally in  multiple  sclerosis,  and  the  ataxia  with  loss  of  sense  of  position 
that  is  best  marked  in  tabes,  may  be  evident  on  both  sides  or  confined 
to  the  side  of  the  lesion.  When  the  defect  in  the  upper  extremity  is 
very  slight  the  test  should  be  made  with  the  whole  arm,  i.  e.,  with  the 
upper  arm  held  by  the  patient  at  a  right  angle  to  the  trunk. 

Reeling  is  another  phenomenon  which  is  much  more  constant  as  a 
result  of  experimental  lesions  than  as  one  of  the  effects  of  cerebellar 
disease  in  man,  and,  moreover,  while  its  direction  indicates  with  great 
certainty  the  side  of  the  experimental  lesion,  few  of  the  signs  on  which 
we  rely  for  the  localization  of  the  seat  of  disease  clinically  are  less  re- 
liable than  is  this  one.  Experimentally  the  subject  reels  so  as  to  fall 
away  from  the  side  of  the  lesion,  but  clinically  we  sometimes  find  the 
patient  reeling  to  the  side  of  the  lesion,  while  in  other  instances  he 
reels  to  the  opposite  side,  as  in  the  case  of  the  experimental  lesions.  This 
difference,  no  doubt,  depends  in  some  way  on  the  increased  intra- 
cranial pressure  present  in  addition  to  the  destructive  lesion  of  the 
cerebellum  in  most  of  the  cases  met  with  clinically.  In  attempting  to 
localize  a  cerebellar  lesion  the  observer  should  not  be  influenced  by 
the  side  to  which  the  patient  lurches  or  tends  to  fall,  unless  this  sign 
is  in  accord  with  the  other  phenomena  present  on  which  a  diagnosis  is 
being  based.  Where  other  signs  present  point  to  one  side  of  the 
cerebellum  being  affected,  while  the  direction  of  the  reeling  indicates 
the  other,  it  is  better  to  disregard  the  latter  sign,  and  to  be  guided  by 
the  indications  which  the  others  afford. 

The  attitude  is  very  characteristic.  The  trunk  is  curved  with  the 
concavity  to  the  side  of  the  cerebellar  lesion,  and  the  side  of  the  face 
is  approximated  to  the  shoulder  on  the  same  side;  but  in  addition  to 
this,  in  animals,  there  is  a  curious  rotation  of  the  neck,  so  that  the  side 
of  the  face  corresponding  to  the  cerebellar  lesion  is  turned  upwards, 
and  at  the  same  time  the  chin  is  directed  to  the  affected  side.  There 
has  been  this  difference,  however,  in  the  attitude  in  the  cases  in  which 
one  has  seen  this  sign  in  man,  as  compared  to  what  one  has  found  in 
animals — the  chin  appears  to  be  directed  to  the  opposite  side  instead 
of  to  the  side  of  the  lesion.  Otherwise  the  attitude  is  the  same  as  after 
experimental  lesions;  there  is  the  same  lateral  inclination  of  the  head 
to  the  side  of  the  lesion,  so  that  the  side  of  the  face  is  approximated 
to  the  shoulder,  and  there  is  the  same  lateral  curvature  of  the  spinal 
column  with  the  concavity  of  the  curve  to  the  side  of  the  lesion. 

A  one-sided  lesion  of  the  cerebellum  may  cause  rigidity  and  con- 
vulsions limited  to  muscles  on  the  same  side  as  the  lesion,  but  these 
symptoms  are  not  of  great  practical  value  because  their  occurrence  is 
comparatively  rare  and  because  a  lesion  such  as  tumor  which  may 
cause  pressure  on  the  pons  may,  because  of  such  pressure,  cause  rig- 
idity and  spasm  on  the  side  opposite  to  the  lesion  or  on  both  sides  of 
the  body. 

The  tendon-jerks  furnish  one  of  the  most  striking  differences  of  what 
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obtains  in  man  as  opposed  to  the  experimental  results  in  animals.  In 
the  latter  the  tendon-jerks  are  increased;  and  while  this  is  true  of  both 
knee-jerks,  that  on  the  side  of  the  lesion  is  the  more  exaggerated. 
Though  a  similar  state  of  things  is  met  with  in  man  in  some  instances, 
in  others  there  may  be  no  difference  on  the  two  sides,  while  in  others 
both  knee-jerks  are  abolished. 

Immediately  after  the  operation  of  removal  of  one  lateral  half  of 
the  cerebellum  the  knee-jerk  on  the  side  of  the  lesion  is  much  in- 
creased, while  that  on  the  opposite  side  is  greatly  diminished,  if  not 
abolished.  By  the  following  day  the  diminished  knee-jerk  of  the  op- 
posite side  to  the  lesion  becomes  exaggerated,  and  by  the  second  day 
it  may  be  impossible  to  say  which  of  the  knee-jerks  is  the  greater.  As 
time  goes  on,  however,  the  knee-jerks  become  less  and  less  active,  that 
on  the  side  of  the  lesion  always  remaining  brisker  than  normal  as  long 
as  the  subjects  were  kept  under  observation  (three  months),  while  the 
knee-jerk  on  the  opposite  side  usually  returned  to  or  about  normal,  so 
that  at  this  late  stage  it  is  usually  possible  to  determine  inequality  of 
the  knee-jerks,  that  on  the  side  of  the  lesion  being  increased  and 
greater  than  that  on  the  opposite  side. 

That  increased  activity  of  the  knee-jerks  may  persist  for  a  long  time 
after  a  cerebellar  lesion  is  recovered  from  in  man  was  well  illustrated 
by  a  case  in  which  Mr.  Dean  successfully  evacuated  an  abscess  in  the 
right  side  of  the  cerebellum,  for  both  knee-jerks  remained  exceedingly 
active  two  years  and  a  half  after  the  operation;  but  Mr.  Dean  was  un- 
able to  decide  which  of  the  two  jerks  was  the  more  increased. 

As  has  already  been  said,  while  exaggeration  of  the  knee-jerks  oc- 
curs in  cerebellar  disease  of  man,  it  is  as  common  to  find  them  di- 
minished or  abolished.  This  diminution  or  abolition  of  the  knee-jerks 
in  cases  of  cerebellar  tumor  in  man  must  in  some  way  be  associated 
with  the  increase  of  intra-cranial  pressure  present  in  these  cases.  This 
is  suggested  by  the  following  two  considerations:  In  the  first  place, 
in  experimental  lesions  in  animals  where  pressure  is  out  of  the  ques- 
tion, apart  from  the  temporary  depression  of  the  knee-jerk  on  the  side 
opposite  to  a  unilateral  lesion  of  the  cerebellum,  the  rule  is,  as  we  have 
seen,  that  the  knee-jerks  are  increased.  Secondly,  tumors  of  the  cere- 
bral hemispheres  attended  with  great  increase  of  intra-cranial  pres- 
sure, especially  if  the  pressure  be  rapidly  increased,  may  show  great 
diminution  or  absence  of  knee-jerks,  just  as  in  these  cerebellar  cases 
that  we  are  now  considering.  Moreover,  where  diminution  or  aboli- 
tion of  the  knee-jerks  is  met  with,  variations  in  their  exact  state  of  ac- 
tivity from  time  to  time  not  uncommonly  occur. 

Motor  paresis  is  constantly  met  with  in  slight  degree  experimentally, 
but  is  only  to  be  detected  exceptional^  in  man.  It  assumes  the  form 
of  a  hemiplegia  in  which  the  limbs  on  the  side  of  the  lesion  are  af- 
fected and  the  face  escapes;  or  perhaps  it  would  be  more  correct  to 
speak  of  it  as  a  triplegia,  in  that  experimentally  a  slight  degree  of 
paresis  is  also  present  in  the  posterior  limb  of  the  opposite  side.  Apart 
from  the  fact  that  this  motor  paresis  is  only  exceptionally  met  with  in 
man.  while  it  is  a  constant  phenomenon  after  experimental  lesions, 
another  notable  difference  exists  between  the  quadruped  and  man,  in 
that  it  appears  to  be  the  posterior  extremity  on  the  side  of  the  lesion 
that  suffers  most  in  the  former,  while  it  is  the  superior  extremity  on 
the  side  of  the  lesion  in  which  the  paresis  has  been  most  evident  in 
cases  of  the  kind  which  have  come  under  the  author's  observation  in 
man. 

Ocular  defects  are  constant  in  experimental  work,  the  most  constant 
being  a  turning  outward  and  downward  of  the  eye  on  the  side  opposite 
to  the  lesion.     Clinically,  this  variety  of  squint  is  rarely  met  with,  but 


192  PERISCOPE. 

the  author  has  seen  it  in  cases  both  of  tumor  and  of  abscess  of  the 
cerebellum.  In  consequence  of  the  increase  of  intra-cranial  pressure, 
ocular  paralyses  are  frequent  in  cerebellar  tumor  and  may  be  very  con- 
fusing if  their  true  significance  be  not  recognized.  The  opposite  sixth 
nerve  appears  more  prone  to  suffer  from  pressure  in  these  cases  than 
is  the  corresponding  nerve  on  the  side  of  the  cerebellar  disease,  so  that 
weakness  of  the  external  rectus  of  the  opposite  eye  may  be  present,  and 
the  globe  may  accordingly  turn  more  or  less  inward,  i.  e.,  to  the  side 
of  the  cerebellar  lesion.  This  phenomenon  has  been  responsible  for 
errors  in  localization,  owing  to  its  being  assumed  that  the  sixth  nerve 
on  the  side  of  the  cerebellar  disease  is  more  likely  to  suffer  from  pres- 
sure than  is  its  fellow  on  the  opposite  side,  so  that  weakness  of  one 
external  rectus  has  been  taken  to  mean  that  the  tumor  (the  most  com- 
mon condition  present  in  these  cases)  is  situated  on  the  same  side  of 
the  cerebellum. 

Another  ocular  defect  which  is  of  great  importance  in  the  localiza- 
•  tion  of  cerebellar  lesions  is  nystagmus,  either  spontaneous  or  evoked 
when  the  eyes  are  moved  from  their  resting  position.  When  the 
nystagmus  is  associated  with  ocular  displacements  consequent  on  pres- 
sure on  one  or  other  of  the  nerves  which  supply  the  muscles  of  the 
eyeballs,  the  special  features  which  characterize  nystagmus,  the  direct 
result  of  the  destruction  of  one-half  of  the  cerebellum,  can,  as  a  rule, 
no  longer  be  recognized.  Where  no  ocular  displacement  occurs  at  all 
or  where  the  displacement  met  with  is  that  characteristic  of  ablation 
of  one-half  of  the  organ,  and  where  it  is  not  necessary  to  invoke  sec- 
ondary pressure  on  any  of  the  ocular  nerves  to  account  for  the  condi- 
tion, the  nystagmus  has  very  special  characters  which  it  is  important 
to  recognize.  In  the  first  place  the  nystagmus  is  lateral;  and  in  the 
next  place  when  not  present  spontaneously  it  may  not  be  evoked  at 
all,  or  only  in  slight  degree  when  the  globes  are  voluntarily  directed 
away  from  the  side  of  the  lesion,  whereas  it  is  pronounced  when  the 
eyes  are  voluntarily  turned  to  the  side  of  the  lesion,  i.  e.,  in  the  direc- 
tion opposite  to  that  in  which  the  opposite  globe  is  displaced  as  a  di- 
rect result  of  the  unilateral  ablation  of  the  cerebellum.  If  spontaneous 
nystagmus  exists,  voluntary  turning  of  the  eyes  to  the  side  of  the 
lesion  intensifies  it,  and  the  nystagmus  may  become  coarser,  the  range 
of  movement  of  the  globes  becoming  greater.  Patrick. 

47.  Casuistischf.  Bkitrage  zur  Hirnchirurgie  und  Hirnlocalisation 
(•'linical  Contributions  to  Cerebra1  Surgery  and  Cerebral  Local- 
izator!)  H.  Liepmann  (Monatsschrift  fur  Psychiatrie  und  Neu- 
rologic Vol.  3,  1898,  p.  407). 

Liepmann  reports  a  case  of  crural  monoplegia  and  convulsions. 
Trephining  failed  to  reveal  the  tumor,  supposed  to  be  in  the  leg  center. 
The  convulsions  had  existed  for  ten  years,  but  a  number  of  cases  have 
shown  lhat  these  may  precede  the  other  symptoms  of  tumor  by  many 
years.  Inasmuch  as  the  leg  was  already  paralyzed,  it  was  determined 
to  cut  the  fibers  from  the  leg  center,  in  order  to  prevent  the  convul- 
sions. A  cut  was  made  about  three  fingers'  breadth  from  the  median 
line,  an  inch  deep,,  and  at  an  angle  bf  about  45  degrees  to  the  sagittal 
plane.  The  convulsions  did  not  return  during  the  first  five  months 
following:  the  operation,  and  later  were  infrequent,  but  the  entire  left 
side  of  the  body  was  paralyzed.  After  a  time  the  paralysis  became  par- 
tial, ard  limited  to  the  arm  and  leg.  The  senses  of  position,  movement 
ard  touch  in  the  arm  were  so  disturbed  that  the  limb  was  useless.  The 
tinner  branch  of  the  facial  was  also  paralyzed  for  a  week.  No  volun- 
tary movement  of  one  side  of  the  face  was  possible,  yet  in  laughing  and 
crying  paralysis  of  the  facial  muscles  could  not  be  seen.     Immobility 
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of  .the  eyeballs  to  the  left,  right-sided  ptosis,  incontinence  of  bladder 
and  rectum,  existed  about  two  weeks.  Intense  pain,  evidently  of  cen- 
tral origin,  was  felt  in  the  left  thigh.  Spiller. 

48.  Experimental  Researches  and  Experiences  Concerning  Infil- 
tration Anesthesia.  H.  Braun  (Archiv  fur  klinische  Chirurgie, 
Vol.  57,  No.  2,  September,  1898). 

This  very  exhaustive  investigation  begins  with  a  consideration  of 
the  general  principles  of  local  anesthesia,  of  which  the  author  dis- 
tinguishes three  separate  kinds.  The  anesthesia  may  be  purely  me- 
chanical; or  it  may  be  partly  mechanical  and  partly  due  to  the  paralyz- 
ing influence  of  the  material  employed,  or,  finally,  it  may  be  a  true 
regional  anesthesia,  due  to  the  specific  action  of  the  agent  used  upon 
the  terminal  nerve  filaments. 

In  the  course  of  these  experiments  a  number  of  the  more  recently 
proposed  local  anesthetics  were  investigated  in  conjunction  with  Dr. 
Heinze,  including  guaiacol,  guaiaryl,  aneson,  orthoform  and  eucaine 
"A."  The  author  found  most  of  them  more  or  less  irritating,  and  un- 
suitable for  the  infiltration  anesthesia,  at  all  events;  more  especially 
guaiacol,  which  was  intensely  irritating,  and  insoluble  in  water.  Eu- 
caine "A"  was  the  only  one  that  effected  a  practically  useful  regional 
anesthesia;  but  the  author  does  not  think  that  it  is  equal  to  very  dilute 
cocaine  solutions  either  in  its  local  anesthetic  effect  or  in  the  absence 
of  irritation. 

The  author  then  investigated  cocaine,  the  lower  limit  of  effective 
action  of  which  he  found  to  be  at  0.005  per  cent.  (1:20,000),  and  finally 
proceeded  to  beta-eucaine,  a  substance  closely  related  to  it.  The 
limits  of  its  effective  action  is  0.005  per  cent.;  like  cocaine  the  addition 
of  0.04  per  cent,  of  the  drug  masks  the  pain  of  the  injection,  and  equal 
percentage  solutions  of  both  drugs  have  the  same  freezing  point.  Even 
10  per  cent,  beta-eucaine  solutions  cause  no  pain  any  more  than  co- 
caine; the  intensity  and  duration  of  the  infiltration  anesthesia  is  the 
same  for  solutions  of  both  drugs  of  equal  percentages;  only  the  spread 
of  the  anesthesia  beyond  the  limits  of  the  directly  infiltrated  zone  was 
slightly  slower  with  a  1  per  cent,  beta-eucaine  solution.  "There  can 
therefore  be  no  doubt,"  the  author  says,  "that  cocaine  and  beta-eu- 
caine are  the  only  two  substances  to  be  considered  in  the  selection  of 
a  drug  for  infiltration  anesthesia;  they  alone  paralyze  without  irrita- 
tion, and  without  injury  to  the  tissues;  and  they  alone  effect  an  anes- 
thesia lasting  enough  for  practical  purposes,  even  in  extreme  dilution." 

Jelliffe. 

PSYCHIATRY. 

49.  Zur  Aetiologie  und  Therapie  der  progressiven  Paralyse.  (Etiol- 
ogy and  Therapy  of  General  Paresis).  R.  Seeligmann  (Deutsche 
Z'tschrift  f.  Nervenheilkunde,  13,  1898,  p.  233). 

From  a  statistical  study  of  cases  in  the  Constanz  Asylum  the  au- 
thor found  that  in  130  cases  in  males,  95  (73  per  cent.)  had  had  syohi- 
lis,  10  had  had  a  chancre  and  25  had  never  been  infected,  though  some 
of  these  were  not  above  suspicion.  With  reference  to  more  unusual 
general  symptomatology  he  notes  irregular  sleeping  in  the  dav  with 
persistent  insomnia  during  the  night,  and  cramp-like  pains  in  the  ab- 
domen. In  some  80  cases,  57  showed  reflex  immobile  pupils,  in  18  the 
reaction  was  normal,  and  in  those  with  immobile  pupils  the  knee  ten- 
don reflexes  were  increased  in  30  cases  and  absent  in  14;  in  those  with 
normal  eyes  a  similar  proportion  was  noted.   10  had  increased  knee 
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jerks  and  in  four  the  reflex  was  absent.    The  author  believes  that  ener- 
getic mercurial  treatment  may  be  of  benefit  in  some  cases. 

50.     SUR   UN   CAS  DE  PARALYSIE  GENERALE  JUVENILE  A  DEBUT  SPINAL  (On  a 

Case  of   Juvenile  General  Paresis  of  Spinal  Origin).     A.  Joffroy 
(Revue  de  Psychiatrie,  1898,  p.  166). 

This  communication  gives  the  clinical  history  of  a  male  24  years  of 
age  who  had  been  affected  for  three  or  four  years  past.  Difficulty  in 
speech,  Argyll  Robertson  pupils,  tremor  of  tongue  and  of  fingers  were 
pronounced.  Memory  was  impaired,  judgment  nil  and  incoherent  and 
absurd  ideas  of  grandeur  were  evidence  of  the  diagnosis.  Another 
case  in  a  male  of  19  is  described,  and  one  in  a  woman  of  23  who  had 
been  ill  for  two  years.  The  author  states  that  the  characteristic  feature 
in  these  early  cases  is  the  dementia  rather  than  delusional  ideas  of 
grandeur.  While  not  disbelieving  in  the  para-syphilitic  theory  as  ac- 
counting for  the  disease,  he  is  inclined  to  lay  more  stress  on  hereditary 
alcoholism. 

51.  Welche  Aenderung  hat  das  klinische  Bild  der  progressiven 
Paralyse  der  Irren  in  den  letzten  Decennien  erfahren 
(What  Clinical  Changes  Has  General  Paresis  Undergone  in  the 
Last  Ten  Years)?  E.  Mendel  (Neurologisches  Centralblatt, 
17,  iS 98). 

This  subject  has  received  some  attention  during  the  past  few  years, 
and  the  changes  noted  by  the  various  authors  would  seem  to  show 
that  some  alteration  in  the  type  of  the  disease  was  manifest.  The 
present  author  believes  that,  as  a  rule,  general  paresis  with  simple 
advancing  dementia  is  more  common  now  than  formerly,  and  that 
cases  with  great  impulsiveness  and  delusions  of  grandeur  are  fewer. 
His  statistics  show  that  in  and  about  the  year  1880  the  typical  cases 
observed  were  of  i8ocases,  55  in  number, while  in  1898  of  194  cases  only 
24  were  of  the  classical  order;  whereas  in  1880  only  37  of  the  demented 
cases  were  observed,  while  in  1898  there  were  70  of  this  kind. 

He  also  finds  that  remissions  are  commoner  now  than  formerly, 
and  also  that  the  disease  is,  if  anything,  on  the  increase,  in  which  par- 
ticular its  increase  among  women  is  to  be  noted,  the  proportion  in  his 
cases  being  4  to  I.  General  paresis  in  husband  and  wife  is  also  com- 
mented upon  as  well  as  the  occurrence  of  paresis  and  tabes.  Thus  in 
seven  cases  both  had  paresis;  in  six,  paresis  in  the  husband  and  tabes 
in  the  wife;  in  three,  tabes  in  the  husband  and  paresis  in  the  wife,  and 
in  four  cases  tabes  in  both  were  found.  The  author  suggests  that  a 
change  in  the  syphilitic  virus  might  account  for  this  variation  in  the 
type,  and  that  some  sort  of  a  change  in  the  virus  has  taken  place  is 
held  by  prominent  syphilographers. 

52.  L'atrophie  du  nerf  optique  par  rapport  au  tabes  et  a  la 
paralysie  generale  (Optic  Atrophy  in  Tabes  and  in  General 
Paresis).     M.  Klippel  (Revue  de  Psychiatrie,  1898,  p.  102). 

Optic  atrophy  causing  blindness  is  by  no  means  a  rare  symptom 
in  tabes,  but  the  author  states  that  in  this  respect  there  is  a  great  con- 
trast in  these  diseases  in  that  it  almost  never  occurs  in  general  paresis, 
or  if  present,  it  is  an  essentially  different  class  of  affection.  Tabes  is 
always  an  affection  of  the  peripheral  neurons,  whereas  paresis  always 
affects  the  central  neurons.  In  the  one  there  is  distinct  blindness,  in 
the  other  there  is  psychical  blindness,  dementia. 
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=  3.  LB  DIAGNOSTIC  DIFFERENTIELLE  DB  I. A  I'AKALYSIE  generals  et  d'  al- 
coomsme  parai.ytique  (Differential  Diagnosis  Between  General 
Paresis  and  Alcoholic  Paresis).  M.  de  Montyel  (Revue  de  Medi- 
cine, 18,  1898,  p.  109). 

The  author  draws  a  somewhat  fanciful  picture  of  the  differences 
occurring  in  these  two  conditions.  He  describes  the  paretic  as 
grandiose  and  open  hearted  in  his  general  feeling,  full  of  care  and 
goodness  to  his  family,  while  the  alcoholic  paretic  is  cold  and  selfish 
and  cares  nothing  for  those  that  ace  dependent  upon  him.  The  one 
begins  slowly  and  insidiously,  the  other  commences  suddenly.  These 
are  the  most  important  differences.  That  they  have  little  value  in 
actual  practice  is  evident. 

54.  Contribution  to  the  Study  of  the  Blood  in  General  Paresis. 
Smith  Ely  Jelliffe  (State  Hospitals'  Bulletin,  2,  1897,  Nos.  3  and  4). 

From  a  study  of  the  blood  in  some  twenty  cases  of  general  paresis, 
the  author  draws  general  negative  conclusions.  From  his  findings  it 
would  appear  that  the  blood  forming  organs  are  certainly  not  im- 
paired to  any  great  extent.  The  only  constant  feature  was  a  reduction 
in  the  amount  of  hemoglobin;  in  one  case  it  was  reduced  to  52  per 
cent.  The  specific  gravity  ranged  from  1047  to  1060.  There  was  no 
distinct  leucocytosis.  The  lymphocytes,  by  some  authors  regarded  as 
young  cells,  were  uniformly  diminished,  and  in  general  the  large  mono- 
nuclear leucocytes  averaged  high.  The  eosinophiles  varied  widely,  and 
in  some  cases  were  entirely  absent. 

55.  General  Paralysis  of  the  Insane  During  Adolescence,  with 
Notes  of  Three  Cases.     Purves  Stewart  (Brain,  21,  1898,  p.  39). 

The  writer  presents  the  histories  of  three  cases  of  general  paresis 
in  patients  of  seventeen,  fifteen  and  seventeen  and  one-half  years  of 
age,  respectively.  In  one  of  them  he  was  enabled  to  obtain  an 
autopsy,  and  he  here  reports  his  findings.  With  reference  to  the  vexed- 
question  of  etiology,  the  author  states  that  its  relations  to  inherited 
syphilis  have  been  well  established,  but  that  acquired  syphilis  is  rare, 
though  it  has  been  recorded  in  at  least  three  cases.  The  mental 
symptoms  in  young  adolescents  take  the  form  of  a  simple  progressive 
dementia.  The  children  become  dull  gradually,  forgetful  and  apathetic, 
sometimes  stuporose,  but  may  have  occasional  bursts  of  passion. 
Grandiose  ideas  are  usually  absent.  Mild  delusions  and  hallucinations 
may  exist,  but  they  rarely  exhibit  the  extravagant  types  of  adults. 
Growth  is  usually  arrested,  the  genital  organs  remain  infantile  in  type. 
Fits  or  "congestive  attacks"  are  common,  and  may  be  the  first  symp- 
toms of  the  disease.  These  may  not  be  attended  with  convulsive  move- 
ments, but  occasionally  there  may  be  attacks  of  general  "trembling" 
without  loss  of  consciousness.  Optic  atrophy  is  not  uncommon;  the 
pupils  resemble  those  found  in  the  adult  form.  Febrillary  tremors  of 
the  face,  tongue  and  lips  are  usually  present;  the  articulation  is 
typically  slurring  and  slovenly,  and  the  handwriting  resembles  that 
of  the  adult  paretic.  General  analgesia  has  been  noted  in  some  cases. 
Motor  symptoms  resemble  those  of  the  adult  type.  Intention  tremor 
similar  to  that  seen  in  multiple  sclerosis  has  been  observed.  Ataxia, 
spasticity  and  contractures  are  noted.  The  knee  jerks  vary  as  with 
the  disease  in  the  adult;  they  may  be  lost,  exaggerated,  or  remain  nor- 
mal.    The  superficial  reflexes  remain  normal,  and  the  sphincters  usu- 
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ally  remain  unaffected,  though  with  the  progressive  dulness  these  may- 
be involved. 

In  children  the  disease  has  varied  in  duration  from  six  months  to 
eight  and  a  half  years.  Of  twenty-eight  fatal  cases,  ten  lasted  over 
rive  years,  and  fifteen  lasted  four  years.  The  microscopical  findings 
do  not  differ  materially  from  those  found  in  the  adult.  An  excellent 
bibliography  is  appended. 

56.  La  paralysie  generale  progressive  dans  le  jeune  age  (avant 
20  ans).  General  Paresis  in  the  young  (before  the  age  of  20). 
C.  Thiry.  Gaz.  hebdomaire  de  med.  et  de  chir.  1898,  No.  45 
(Also  These  de  Paris,  \i 


A  thorough  search  through  the  literature  since  1877  has  enabled 
the  author  to  bring  together  the  histories  of  some  67  cases  of  general 
paresis  occurring  in  the  young  under  the  age  of  twenty.  In  the  ma- 
jority of  his  cases  a  neuropathic  family  history  is  to  be  found  and 
syphilis  plays  an  important  factor,  especially  in  its  effects  upon  the 
general  nutrition  of  these  young  cases  which  would  seem  to  predispose 
them  to  degeneration  of  their  nervous  tissues.  He  shows  that  the 
clinical  pictures  resemble  closely  those  found  in  the  adult  both  with 
reference  to  the  cerebral  and  spinal  symptoms.  The  general  progress 
of  the  disease,  the  author  holds,  is  so  characteristic  even  in  children, 
that  no  mistakes  need  be  made  in  the  diagnosis.  Remissions  he  thinks 
do  not  occur  in  the  young  and  the  prognosis  is  always  of  the  gravest. 
There  would  seem  to  be  no  special  therapeutic  measures  available. 
Thorough  antisyphilitic  treatment,  which,  according  to  the  author,  may 
be  of  some  avail  in  the  adult  type  of  the  disease,  in  the  young  is  un- 
availing. 

57.     UN  CASO    DI    PARALISI    PROGRESSIVA    IN    UN    BAMBINO    E    TABO   PARAI.ISI 

nella  madre  (General  Paresis  in  the  Child  and  Tabes  in  the 
Mother).  A.  Grannelli  ( Rivista  quindicinale  di  psicologia, 
psichiatria,  neuropatologia,  2,  1898,  p   213). 

The. author  here  reports  the  clinical  histories  of  mother  and  child. 
The  father  was  alcoholic  and  infected  the  mother  with  what  was  ap- 
parently syphilis  some  three  or  four  years  before  the  birth  of  the  child. 
At  the  age  of  44  the  mother  developed  a  typical  case  of  tabes  and  at 
ihe  age  of  7,  following  a  severe  attack  of  scarlatina  with  nephritis,  the 
child  showed  signs  of  beginning  dementia.  Her  disposition  soon 
underwent  a  change  and  she  developed  a  general  fine  tremor.  Later 
she  had  an  epileptiform  attack  and  subsequently  developed  into  a  more 
or  less  typical  case  of  general  paresis.  The  autopsy  which  was  in- 
complete seemed  to  verify  the  diagnosis.  Jelliffe. 
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MOTOR   PATHS  IN  THE  BRAIN  AND  CORD  OF  THE 

MONKEY.x 

1 
By  E.  Lindon  Mellus,  M.D.  f* 

JOHNS   HOPKINS   UNIVERSITY. 

These  experiments2  consisted  in  the  removal  of  a  single 
minute  portion  of  cortex  from  one  hemisphere  (invariably  the 
left).  The  animals  were  allowed  to  live  after  the  operation  for 
periods  varying  from  10  to  40  days,  when  they  were  killed, 
the  brain  and  cord  carefully  removed,  hardened  in  Muller's 
fluid  and  stained  by  the  Marchi  method.  In  each 
operation  irhe  greatest  care  was  taken  to  secure  perfect 
asepsis,  and  in  no  single  case  was  there  the  slightest  trace  of 
septic  infection.  In  all  the  experiments  here  reported  the  por- 
tion of  cortex  excised  was  taken  from  the  so-called  motor  area; 
some  from  the  face,  some  from  the  arm,  and  others  from  the 
leg  area.  The  movement  controlled  by  the  portion  removed 
was,  in  each  case,  determined  by  faradic  excitation,  the  weakest 
possible  current  being  used  to  obtain  an  uncomplicated  move- 
ment.    As  is  well  known  in  electrical  stimulation  of  the  motor 

1  Read  before  the  Philadelphia  Neurological  Society,  November 
28,  1898.     For  discussion  on  this  paper,  see  p.  178. 

2  The  experiments  here  described  were  done  in  the  Pathological 
Laboratory  of  University  College,  London,  and  in  the  Anatomical 
Laboratory  of  Johns  Hopkins  University,  Baltimore. 


198  E.  L1ND0N  MELLUS. 

cortex,  the  stronger  the  current,  or  the  longer  continued,  the 
more  complex  is  the  movement.  In  most  cases  the  removal 
of  so  small  a  portion  of  cortex,  generally  from  2  to  4  mm. 
square,  was  followed  by  no  apparent  disturbance  of  function. 
In  a  few  cases,  mostly  following  removal  of  the  area  governing 
movements  of  the  thumb,  the  operation  was  followed  by  slight 
temporary  disturbance  of  function,  rarely  persisting  more  than 
a  few  days. 

The  amount  of  degeneration  following  the  removal  of  so 
small  a  portion  of  the  cortex  was  in  some  cases  surprising,  and 
although  the  effort  was  made  to  have  the  area  removed  always 
about  the  same  size,  the  amount  of  degeneration,  or  rather  the 
number  of  degenerated  fibers,  varied  largely  in  the  different  ani- 
mals. Another  noticeable  result  was  the  difference  in  the  size 
of  the  fibers  depending  upon  the  portion  of  cortex  excised. 
The  largest  fibers  were  found  following  lesions  in  the  highest 
portion  of  the  brain  near  the  top  of  the  fissure  of  Rolando, 
that  is,  that  portion  of  the  cortex  governing  movements  of  the 
great  toe.  Fibers  coming  from  those  areas,  however,  were  not 
all  large,  but  were  mixed  with  finer  fibers  in  varying  propor- 
tions. The  average  size  of  the  fibers  appeared  to  diminish  in 
proportion  to  'the  distance  of  the  lesion  downward  on  the  con- 
vexity of  the  brain.  From  lesions  on  the  upper  border  of  the 
fissure  of  Sylvius,  near  the  lower  extremity  of  the  fissure  of 
Rolando,  the  area  controlling  movements  of  the  lips  and  mouth, 
the  fibers  were  much  finer;  while  from  areas  just  anterior  to 
this,  excitation  of  which  produces  the  rhythmical  movement 
of  mastication,  and  from  the  region  still  more  anteriorly  where 
the  center  for  laryngeal  movements  is  situated,  the  degenera- 
ting fibers  were  very  fine,  so  fine  in  fact  j:hat  it  was  almost  im- 
possible to  trace  their  course  by  the  Marchi  method.  This 
gradual  decrease  in  the  size  of  the  axis-cylinders  from  above 
downward  would  seem  to  correspond  to  a  similar  decrease  in 
the  size  of  the  pyramidal  cells,  as  well  as  to  bear  some  relation 
to  the  length  of  the  axones. 

The  degeneration  of  what  may  be  called  association  fibers 
following  all  these  lesions  was  very  considerable.  They  were 
all  subcortical,  as  it  was  impossible  to  trace  any  degeneration 
within  the  substance  of  the  cortex.     This  was  probably  be- 
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cause  intracortical  fibers  in  the  monkey  have  little  or  no  myelin. 
These  subcortical  fibers  were  both  coarse  and  fine,  and  in  some 
instances  could  be  followed  long-  distances  from  the  lesion. 
Either  coming-  from  or  passing  to  the  cortex,  they  do  not  run 
close  beneath  it,  but  some  little  distance  in  the  depth  of  the 
white  substance.  Possibly  many  of  the  finer  of  these  fibers 
represent  collaterals  of  the  pyramidal  fibers,  but  many  are  of  a 
caliber  equal  to  the  largest  pyramidal  fibers  proceeding  directly 
from  the  lesion,  and  may  rather  be  looked  upon  as  axones  aris- 
ing in  the  portion  of  cortex  removed.  Others  may  have  been 
subcortical  fibers  passing  near  the  lesion  which  came  in  the 
way  of  the  knife.  In  many  cases,  especially  when  the  lesion 
was  near  the  fissure  of  Rolando,  these  subcortical  association 
fibers  were  particularly  numerous  passing  under  that  fissure, 
connecting  the  cortex  of  the  ascending  frontal  with  that  of  the 
ascending  parietal  convolution.  In  no  other  instance  do  these 
experiments  show  such  intimate  anatomical  relations  between 
neighboring  gyri.  This  is  quite  possibly  due  to  the  fact  that 
most  of  the  lesions  were  not  far  from  the  fissure  of  Rolando. 
The  distribution  of  these  fibers  would  seem  to  bear  some  pos- 
sible relation  to  what  Beevor  and  Horsley3  termed  the  "absolute 
area  of  representation."  Thus,  in  electrical  stimulation  of  the 
cortex  there  is  a  "focus"  for  a  certain  definite  movement, 
flexion  of  the  hallux  for  example,  a  limited  area,  stimulation  of 
which  with  a  very  weak  current  produces  that  simple  un- 
complicated movement.  This  focus  is  the  center  of  a  consider- 
able cortical  area,  stimulation  of  which  produces  the  same 
movement,  but  complicated  with  other  and  more  complex 
movements.  This  larger  area  they  term  the  "absolute  area  of 
representation."  The  distribution  of  subcortical  association 
fibers  was  not,  however,  limited  to  such  areas,  but  some  fibers 
could  be  traced  beyond  the  motor  cortex  into  the  silent  areas. 
This  was  more  particularly  the  case  when  the  lesion  was  near 
the  border  of  the  motor  area.  Lesions  of  the  ascending  frontal 
convolution  were  very  likely  to  give  rise  to  some  degeneration 
in  the  frontal  gyri.  Occasionally  evidences  of  slight  degenera- 
tion were  found  in  the  tempero-sphenoidal  lobe  and  in  the 

3  Beevor  and  Horsley,  Phil.  Trans.  Roy.  Soc,  of  London,  B.  1888. 


200  E.  LIN  DON  MELLUS. 

convolutions  of  the  internal  surface,  but  never  in  the  occipital 
lobe. 

In  all  cases  scattered  degenerated  fibers  crossed  in  the 
middle  third  of  the  corpus  callosum  to  be  distributed  to  the 
convolutions  of  the  opposite  hemisphere.  This  distribution, 
though  generally  less  extensive  than  on  the  side  of  the  lesion 
and  much  less  in  amount,  was  apparently  quite  symmetrical.  In 
lesions  of  those  areas  controlling  movements  in  which  one 
would  expect  bilateral  representation,  such  as  the  rhythmical 
movement  of  mastication,  the  distribution  of  blackened  fibers 
to  the  convolutions  of  the  two  hemispheres  seemed  to  be  more 
nearly  equal.  The  proportion  of  the  blackened  fibers  cross- 
ing in  the  corpus  callosum  to  the  amount  of  degeneration  pro- 
ceeding from  the  lesion  was  not  always  constant.  The  callosal 
fibers  were  in  most  cases  both  coarse  and  fine.  Often  the 
coarser  callosal  fibers  were  quite  as  coarse  as  any  found  on  the 
side  of  the  lesion,  from  which  it  would  appear  probable  that 
the  callosal  fibers  are  not  made  up  exclusively  of  collaterals. 

Proceeding  inward  or  downward  from  the  lesion,  there  was 
in  each  case  a  tract  of  blackened  fibers  consisting  of  either  both 
coarse  and  fine  fibers  in  varying  proportions  or,  as  before 
stated,  in  some  cases  of  only  very  fine  fibers.  In  passing 
through  the  centrum  ovale  on  the  way  to  the  internal  capsule 
these  fibers  became  more  or  less  scattered  and  were  not  again 
found  as  a  distinct  and  separate  bundle,  but  were  always  more 
or  less  mixed  in  with  the  healthy  fibers.  In  the  upper  levels 
of  the  internal  capsule  their  position  seemed  to  depend  very 
much  on  the  site  of  the  lesion.  In  the  upper  levels  of  the  in- 
ternal capsule  above  the  level  where  the  fibers  begin  to  come 
in  from  the  frontal  lobe  to  form  the  anterior  limb,  levels  in 
which  the  capsule  has  no  distinct  genu  and  all  the  fibers  are 
transversely  cut  in  a  horizontal  plane,  fibers  coming  from 
lesions  in  the  upper  portions  of  the  convexity,  as  leg  and  upper 
arm  areas,  were  found  in  the  posterior  half,  while  fibers  from 
lesions  lower  down  on  the  convexity,  as  hand  or  facial  areas, 
were  in  the  anterior  half.  The  former  fibers  passed  downward 
and  slightly  forward,  while  the  latter  passed  downward  and 
rapidly  backward  until  in  the  lower  levels  of  the  internal  cap- 
sule all  the  degenerated  pyramidal  fibers  coming  from  lesions 


MOTOR  PATHS  IN  THE  BRAIN.  201 

in  this  series  of  experiments,  facial  as  well  as  lower  limb  fibers, 
were  found  well  within  the  limits  of  the  middle  third  of  the 
posterior  limb.  Within  this  area  there  was  but  slight  tendency 
to  a  grouping  of  the  fibers  coming  from  any  one  portion  of  the 
cortex  and  that  was  so  inconstant  that  it  gave  no  hint  of  a  law 
governing  their  arrangement.  Beevor  and  Horsley4  figure  a 
certain  methodical  arrangement  of  the  fibers  in  the  monkey  in 
the  internal  capsule  based  upon  the  results  of  electrical  stimula- 
tion of  the  cut  ends  of  the  pyramidal  fibers  after  the  removal 
of  successive  segments  of  the  brain  from  above  downward. 
They  group  the  fasciculi  in  the  internal  capsule  from  before 
backward,  much  in  the  same  order  and  sequence  as  the  excitable 
areas  of  the  cortex  are  arranged  from  the  fissure  of  Sylvius  up- 
ward. This  agrees  closely  with  the  results  of  electrical  stimu- 
lation of  the  capsule  obtained  by  Frank  and  Pitres5  in  the  dog, 
except  that  the  latter  investigators  obtained  facial  movements 
from  stimulation  of  the  most  posterior  as  well  as  the  most  an- 
terior of  the  excitable  fibers  of  the  capsule.  Beevor  and 
Horsley  found  constant  overlapping  of  the  excitable  areas  in 
the  capsule,  overlapping  correspondingly  as  extensive  as  that 
observed  in  cortical  areas.  This  is  explained  by  the  demonstra- 
tion in  these  experiments  of  scattered  degenerated  fibers  over 
the  whole  excitable  area  of  the  internal  capsule  following  re- 
stricted lesions  of  widely  separated  areas  of  the  motor  cortex. 
If  this  arrangement  holds  good  in  the  human  brain,  damage 
to  fibers  in  the  anterior  portion  of  the  capsule  or  about  the 
genu,  if  in  the  upper  levels  would  give  rise  to  facial  paresis; 
while  small  lesions  a  few  mm.  lower  would  be  quite  as  likely 
to  affect  the  upper  or  lower  limb. 

A  large  proportion  of  the  finer  fibers  coming  from  these 
lesions  passed  from  the  posterior  limb  of  the  internal  capsule 
into  the  thalamus,  into  which  many  of  them  could  be  followed 
for  some  distance.  That  these  fibers  are  not  collaterals  given 
off  by  the  pyramidal  fibers  as  they  passed  through  the  capsule 
is  shown  by  the  fact  that  the  fine  degeneration  in  the  capsule 
disappeared  in  proportion  to  the  amount  of  degeneration  pass- 

*  Beevor  and  Horsley,  Phil.  Trans.,  B.  1890,  p.  49. 

8  Frank  and  Pitres,  Leqons  sur  les  functions  motrices  du  cerveau, 
etc.,  par  Frank,  Paris,  1887. 
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ing  into  the  thalamus.  While  these  fine  fibers  were  very  much 
mixed  up  with  the  coarser  fibers  in  the  capsule,  they  were  much 
more  numerous  posteriorly,  often  encroaching  considerably 
upon  the  posterior  third  of  the  posterior  limb. 

From  here  on  we  will  follow  the  degeneration  from  these 
lesions  to  their  destination  in  groups  arranged  according  to  the 
location  of  the  lesion  upon  the  cortex,  taking  first  those  de- 
generations resulting  from  a  lesion  in  the  hallux  center.  The 
degeneration  had,  as  stated,  suffered  a  considerable  diminution 
by  the  passage  of  fibers,  mostly  fine,  into  the  optic  thalamus.  In 
the  eras  the  remaining  degenerated  fibers  were  situated  in  the 
middle  third,  not  in  a  compact  mass,  but  pretty  evenly  scattered 
over  the  whole  area.  Here  they  suffered  a  still  further  loss, 
many  fibers  passing  from  the  dorsal  border  of  the  crus  into 
the  substantia  nigra,  where  they  could  be  traced  but  a  short 
distance  before  they  disappeared.  The  proportion  of  fibers 
passing  to  the  substantia  nigra  varied  in  .different  cases.  The 
movement  of  these  fibers  toward  the  border  of  the  crus  ad- 
jacent to  the  substantia  nigra  suggested  an  inversion  of  the 
apex  of  the  triangle  which  is  generally  figured  as  representing 
the  position  of  the  pyramidal  fibers  in  the  middle  third  of  the 
crus  in  man.  In  other  cases  the  area  containing  degenerated 
fibers  was  more  like  an  irregular  parallelogram,  equally  ex- 
tensive on  the  border  of  the  crus  contiguous  to  the  optic  tract 
as  on  that  bordering  the  substantia  nigra.  The  remaining 
fibers  passed  on  through  the  pons  and  medulla,  scattered  over 
the  entire  cross  section  of  the  left  pyramidal  tract.  There  was 
nothing  to  suggest  any  diminution  in  the  number  of  degenerated 
fibers  in  the  passage  through  the  pons  and  medulla.  At  the 
decussation  of  the  pyramids  the  tract  clearly  divided,  the  ma- 
jority of  the  degenerated  fibers  crossing  to  the  lateral  column 
of  the  opposite  side,  while  the  remainder,  the  proportion  vary- 
ing in  different  cases,  passed  to  the  lateral  column  of  the  same 
side.  Some  blackened  fibers  clearly  remained  in  the  left  an- 
terior column.  They  retained  this  position,  bordering  the  an- 
terior longitudinal  fissure,  throughout  the  cervical  and  dorsal 
cord,  their  disappearance  in  the  lumbar  region  apparently  cor- 
responding to  that  of  the  degenerated  fibers  from  the  lateral 
columns.     None  of  these  fibers  were  observed  to  decussate. 
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Although  it  has  been  asserted  that  there  is  no  direct  pyramidal 
tract  in  animals,  these  results  show  clearly  that  it  does  exist  in 
some  monkeys,  and  it  is  quite  possible  that  it  varies  as  much  in 
individual  animals  as  Flechsig  has  shown  that  it  does  in  man. 
At  the  time  that  some  of  these  results  were  first  published  in  the 
Proceedings  of  the  Royal  Society  of  London,6  MuratofF  had 
already  published  similar  observations  upon  the  dog.  The 
division  of  the  pyramidal  tract  at  the  decussation  has  since  been 
demonstrated  in  the  cat,  dog  and  monkey  by  numerous  investi- 
gators, and  that  the  same  condition  obtains  in  man  has  now 
been  proved  by  the  observations  of  Dejerine,  Hoche  and  Risien 
Russell.  The  varying  proportion  of  pyramidal  fibers  passing 
to  the  lateral  column  of  the  same  side  (homolateral  as  they  are 
termed  by  Russell)  may  depend  upon  varying  proportions  of 
the  direct  pyramidal  tract.  Further  investigation  may  show 
that  the  number  of  homolateral  fibers  bears  some  direct  rela- 
tion to  the  size  of  the  direct  tract.  Such  relations,  however, 
would  suggest  a  participation  of  the  direct  and  homolateral 
tracts  in  bilateral  representation,  and  this  is  not  borne  out  by 
the  observations  of  Hoches  and  Risien  Russell9  in  the  ultimate 
decussation  of  the  fibers  of  the  direct  tract.  The  number  and 
relative  proportion  of  degenerated  fibers  in  the  crossed  tract  of 
each  side  remained  unchanged  throughout  the  cervical  and 
dorsal  cord.  In  the  lumbar  enlargement  they  gradually  dimin- 
ished from  above  downward.  Occasional  fibers  could  be 
traced  for  some  distance  toward  the  anterior  horn  cells,  though 
the  oblique  course  taken  by  these  fibers  as  they  left  the  pyra- 
midal tract  made  them  difficult  to  follow.  In  no  instance  could 
they  be  traced  to  the  large  cells  of  the  anterior  horn.  Through- 
out the  lumbar  enlargement  fine  fibers  were  found  leaving  the 
crossed  tract,  and  they  could  be  followed  across  the  middle  line 
into  the  gray  matter  of  the  opposite  side.  Most  of  these  fibers 
appeared  to  cross  in  the  posterior  commissure.  In  this  connec- 
tion it  may  be  remarked  that  Ramon  y  Cajal10   states  that  fibers 

8  Proc.  Roy.  Soc,  1894,  Vol.  55,  p.  208. 

7  MuratofF,  Archiv.  fur  Anat.  und  Entwickclungsgeschichte,  1893, 
P-  97- 

"Hoche,  Archiv.  fur  Psych.  Vol.  XXVIII,  p.  980. 

9  Russell.  Brain,  Summer  Number,   1898. 

10  Cajal,  L'anatomie  fine  de  la  moelle  epiniere,  Berlin,  1895,  p.  13. 
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in  the  lateral  column  give  off  collaterals  which  cross  to  the 
other  side  of  the  cord  in  the  posterior  commissure. 

The  degeneration  following  lesions  of  the  thumb  center 
was  always  proportionately  less  than  that  proceeding  from 
hallux  centers  and  consisted,  as  a  rule,  of  finer  fibers.  While 
a  certain  proportion  of  these  were  tolerably  coarse,  the  pro- 
portion of  fine  fibers  was  also  much  greater.  In  these  cases 
the  degeneration  in  the  crus  was  not  so  fairly  in  the  middle 
third.  As  a  rule  it  was  displaced  toward  the  outer  third,  often 
encroaching  on  its  limits.  The  passage  of  degenerated  fibers 
to  the  substantia  nigra  was  much  more  extensive,  in  some  cases 
complete,  so  that  below  the  crus  no  degenerated  fibers  could  be 
found.  In  those  cases  in  which  degeneration  could  be  traced 
on  through  the  pons  and  medulla,  the  number  of  these  fibers 
grew  constantly  less.  Here  and  there  single  blackened  fibers 
could  be  found  leaving  the  pyramidal  tract,  but  they  soon  disap- 
peared and  their  destination  could  not  be  demonstrated.  In 
consideration  of  the  proximity  of  the  facial  area  to  these  lesions, 
and  the  very  considerable  overlapping  of  all  motor  cortical 
areas,  as  demonstrated  in  electrical  stimulation  of  the  cortex,  it 
is  altogether  probable  that  these  lesions  destroyed  some  cells 
connected  with  the  facial  nuclei.  This  assumption  is  strength- 
ened by  the  fact  that  in  some  lesions  of  the  facial  area  as  far 
downward  as  the  upper  border  of  the  fissure  of  Sylvius,  a  few 
degenerated  fibers  were  traced  into  the  cervical  cord.  Only 
in  one  instance  was  there  a  division  of  the  degenerated  fibers 
at  the  decussation  of  the  pyramids  following  lesion  of  the 
thumb  center.  In  that  case  very  few  fibers  passed  to  the  lateral 
column  of  the  same  side,  but  there  were  also  in  the  same 
case  a  few  degenerated  fibers  in  the  direct  tract  along 
the  border  of  the  anterior  longitudinal  fissure.  The 
remaining  blackened  fibers  in  each  crossed  tract  were 
very  evenly  scattered  over  the  area  allotted  to  each. 
These  degenerated  fibers  and  the  few  remaining  in  the  direct 
tract  in  one  animal  maintained  their  numbers  and  relations  un- 
til they  reached  the  level  of  the  seventh  or  eighth  cervical  root 
where  they  began  to  disappear.  From  this  level  downward  to 
the  level  of  the  third  dorsal  root  the  degenerated  fiber's  dis- 
appeared steadily  and  gradually,  and  at  the  level  of  the  third 
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dorsal  root  there  were  none  left.  As  was  noted  in  lesions  of  the 
hallux  center,  there  was  a  movement  of  fine  blackened  fibers 
from  the  crossed  pyramidal  tract  transversely  across  the  cord, 
simultaneous  with  and  corresponding  to  the  disappearance  of 
the  degeneration  from  that  tract.  Most  of  these  fibers  could 
be  traced  nearly  to  the  median  line,  and  some  could  be  distinctly 
seen  to  cross  in  the  posterior  commissure.  Such  fibers  were 
only  seen  in  those  levels  of  the  cord  where  degenerated  fibers 
appeared  to  end,  from  which  it  would  appear  that  if  pyramidal 
fibers  do  give  off  such  collaterals,  it  is  only  just  before  their 
termination.  In  these  experiments  the  blackened  fibers  could 
be  followed  some  distance  in  the  direction  of.  but  never  as  far 
as,  the  anterior  horn  cells.  This  could  not  be  expected,  the 
Marchi  being  essentially  a  fat  stain  and  only  affecting  the  frag- 
ments of  broken-down  myelin.  The  finer  the  nerve  fibril  and 
the  more  attenuated  the  medullary  sheath,  the  smaller  and  more 
widely  separated  are  the  fat  droplets.  Thus,  the  chain  of 
blackened  fat  globules  would  probably  disappear  some  distance 
short  of  the  terminal  arborification  of  the  nerve  fiber. 

Following  lesions  of  the  facial  area  the  degenerated  fibers 
were  found  in  the  crus  as  in  the  internal  capsule  scattered  over 
the  same  area  as  those  from  other  lesions,  that  is,  in  the  middle 
third  of  the  crus.  There  was  no  apparent  grouping  of  these 
fibers  toward  the  mesial  portion  of  this  area.  In  one  case  of 
lesion  in  the  Rolandic  operculum  close  upon  the  upper  border 
of  the  fissure  of  Sylvius,  and  slightly  behind  the  lower  ex- 
tremity of  the  fissure  of  Rolando,  there  was  a  steady  migration 
of  blackened  fibers,  a  few  at  a  time,  from  the  middle  third  of 
the  crus  to  the  extreme  outer  border  of  the  lateral  pontine 
bundle,  from  whence  they  passed  into  the  capsule  of  the  corpora 
quadrigemina.  This  was  observed  in  one  instance  only.  In 
one  instance  a  few  fibers  from  a  lesion  of  the  very  uppermost 
portion  of  the  facial  area  were  observed  to  pass  from  the 
pyramidal  tract  into  the  subthalamic  region,  and  in  one  other 
case  a  few  blackened  fibers  were  traced  to  the  substantia  nigra. 

In  many  cases  degeneration  from  lesions  of  the  facial  area 
could  not  be  traced  as  far  as  the  pons,  although  in  each  case  the 
characteristic  facial  movement  was  obtained  by  electrical  stimu- 
lation before  the  removal  of  the  small  portion  of  cortex.     In 
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other  cases  the  amount  of  degeneration  in  the  pyramidal  tract 
in  the  pons  and  medulla  was  very  considerable.  The  distribu- 
tion of  degenerated  fibers  to  the  large-celled  nuclei  of  the  pons 
and  medulla  was  most  noteworthy.  These  fibers  began  to 
leave  the  pyramid  in  the  upper  levels  of  the  pons  above  the  level 
of  the  motor  nucleus  of  the  fifth,  where  a  few.  single  fibers  were 
seen  now  and  then  leaving  the  most  dorsal  of  the  pontine 
bundles  of  the  left  side  and  plunging  into  the  mesial  fillet  about 
midway  between  its  mesial  and  lateral  extremities.  These 
fibers  disappeared  before  reaching  the  dorsal  border  of  the 
fillet.  From  this  level  downward  through  the  pons-  a  few 
blackened  fibers  pursued  the  same  course,  but  the  aggregate 
number  leaving  the  area  of  degeneration  in  the  pons  was  small. 
In  the  level  of  the  exit  of  the  auditory  nerve  many  blackened 
fibers  began  to  leave  the  left  pyramid,  always  as  single  fibers, 
mostly  from  the  mesial  portion  of  its  dorsal  border.  They  en- 
tered the  tegmentum  and  turned  downward  for  a  short  distance, 
when  they  again  turned  and  ran  transversely  and  obliquely 
through  the  tegmentum  to  the  neighborhood  of  the  facial 
nucleus  of  each  side.  In  no  case  could  a  blackened  fiber  be 
shown  to  run  into  the  nucleus  or  to  come  in  contact  with  a 
motor  cell.  This,  of  course,  would  be  impossible  unless  the 
fiber  retained  its  medullary  sheath  to  its  termination.  It  was 
only  the  very  uppermost  of  these  fibers  that  turned  downward 
again  after  leaving  the  pyramid.  In  all  the  lower  levels  they 
passed  from  the  left  pyramid  directly  toward  the  facial  nucleus 
of  either  the  right  or  left  side.  The  majority  of  these  fibers 
leaving  the  pyramid  near  the  raphe  crossed  it  and  ran  to  the 
neighborhood  of  the  facial  nucleus  of  the  right  side.  A  smaller 
number  of  blackened  fibers  were  soon  found  leaving  the  pyra- 
mid near  its  external  or  lateral  border.  Most  of  these  fibers 
could  be  traced  almost  to  the  facial  nucleus  of  the  same  side, 
but  a  small  number  crossed  through  the  tegmentum  to  a  point 
in  the  raphe  considerably  dorsal  to  that  crossed  by  the  fibers 
leaving  the  pyramid  more  mesially,  where  they  crossed  and  ran 
toward  the  facial  nucleus  of  the  opposite  side.  Of  all  the 
blackened  fibers  leaving  the  pyramid  in  these  levels  the  majority 
apparently  went  to  the  nucleus  of  the  opposite  side.  As  those 
levels  were  reached  in  which  the  inferior  olive   is  well  de- 
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veloped  no  blackened  fibers  were  found  leaving  the  pyramid 
except  from  the  mesial  portion  near  the  raphe.  In  one  in- 
stance blackened  fibers  from  the  left  pyramid  crossed  the  raphe 
and  ran  transversely  through  the  right  pyramid  and  disap- 
peared. The  majority  of  these  fibers  left  the  pyramid  in  the 
levels  of  the  facial  nuclei,  but  occasional  fibers  passed  from 
the  mesial  border  of  the  pyramid  as  low  as  the  decussation 
of  the  fillet.  These  fibers  apparently  went  to  the  nucleus  am- 
biguus  of  each  side,  somewhat  in  the  same  proportion  as  to 
the  facial  nuclei,  the  majority  to  the  opposite  side.  As  before 
mentioned,  a  small  number  of  blackened  fibers  were  found  at 
lower  levels,  even  as  far  down  as  the  seventh  or  eighth  cervical 
root.  This  probably  explains  the  arm,  hand  and  finger  move- 
ments often  obtained  by  stimulation  of  the  facial  area.  The 
movements  controlled  by  the  cortex  are  entirely  associated 
movements,  and  such  movements  must  obviously  be  provided 
for  either  by  independent  fibers  communicating  directly  with 
the  spinal  centers  of  the  various  movements,  or  by  association 
fibers  connecting  cortical  areas.  It  is  altogether  probable  that 
the  latter  method  is  amply  provided  for  in  man,  where  the  de- 
velopment of  association  tracts  is  the  most  remarkable  feature 
of  brain  anatomy,  but  these  experiments  seem  to  prove  that  in 
the  monkey  pyramidal  cells  exist  in  widely  separated  portions 
of  the  motor  cortex  that  may  directly  control,  to  a  greater  or 
less  extent,  the  same  groups  of  muscles. 

LEGENDS. 

Fig.  I.  Horizontal  section  through  the  lower  level  of  the  inter- 
nal capsule,  showing  location  and  extent  of  degeneration  in  the  pos- 
terior limb  following  excision  of  a  portion  of  the  cortex  from  the 
hallux  center  of  the  left  hemisphere. 

Fig.  II.  Horizontal  section  through  the  lower  level  of  the  in- 
ternal capsule,  showing  location  and  extent  of  degeneration  in  the 
posterior  limb  following  excision  of  a  portion  of  the  cortex  from  the 
thumb  center  of  left  hemisphere. 

Fig.  III.  Horizontal  section  through  the  lower  level  of  the  in- 
ternal capsule,  showing  location  and  extent  of  degeneration  in  the 
posterior  limb  following  excision  of  a  portion  of  the  cortex  of  the 
left  hemisphere  from  the  upper  portion  of  the  facial  area  just  anterior 
to  the  Rolandic  fissure. 

Fig.  IV.  Horizontal  section  through  the  crus,  showing  location 
and  extent  of  degeneration  following  excision  of  hallux  center. 

Fig.  V.  Horizontal  section  through  the  crus,  showing  location 
and  extent  of  degeneration  following  excision  of  the  thumb  center. 

Fig.  VI.  Horizontal  section  through  the  crus,  showing  location 
and  extent  of  degeneration  following  excision  of  the  facial  center.  Same 
lesion  as  in  Fig.  III. 
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Figs.  VII,  VIII,  IX,  X,  XI.  Transverse  sections  of  the  spinal 
cord,  showing  extent  and  distribution  of  degeneration  at  the  level 
of  the  respective  spinal  roots  following  excision  of  the  hallux  center. 
(VII,  motor  decussation;  VIII,  5  c;  IX,  6  t;  X,  2  1.;  XI,  3  s.). 

Figs.  XII,  XIII,  XIV.  Transverse  sections  of  the  spinal  cord, 
showing  extent  and  distribution  of  degeneration  at  the  level  of  the 
respective  spinal  roots  following  excision  of  the  thumb  center.  (XII, 
2  c;  XIII,  6  c;  XIV,  2  t.) 


ACUTE  ANTERIOR  POLIOMYELITIS  OCCURRING  SIMUL- 
TANEOUSLY IN  A  BROTHER  AND  SISTER. 

WITH     REMARKS     UPON    ITS     ETIOLOGY.* 

Frederick  A.  Packard,  M.D. 

PHILADELPHIA. 

On  November  29,  Samuel  and  Hannah  G.,  aged  respectively 
two  and  a  half  and  one  and  a  half  years,  were  admitted  to  the 
Children's  Hospital,  having  been  sent  there  from  their  home  in 
Royer's  Ford,  Pa.  They  had  both  been  exposed  to  bad  weather 
and  seemed  to  "have  caught  a  cold"  at  the  same  time,  four 
weeks  before  admission. 

They  are  members  of  an  apparently  healthy  family,  there 
being  one  other  healthy  child  of  this  generation,  another  hav- 
ing died  of  cholera  infantum.  The  older  child,  Samuel,  had 
always  been  well  and  strong,  except  for  an  attack  of  cholera 
infantum  when  an  infant.  He  seemed  to  be  perfectly  well  until 
the  exposure  mentioned  above.  After  this  he  was  a  little  fever- 
ish, and  three  days  later  was  found  to  be  unable  to  move  his  left 
leg.  No  other  portion  of  the  body  was  affected.  For  a  few 
days  at  the  outset  of  his  illness  the  appetite  was  poor,  but  except 
for  this  symptom  and  fever  there  was  no  evidence  of  constitu- 
tional disturbance.  The  loss  of  power  remained  unchanged, 
although  his  other  symptoms  rapidly  subsided. 

On  admission  he  was  found  to  be  a  large  child,  well  nour- 
ished, but  with  a  rather  muddy  complexion.  His  head  was  not 
typically  rachitic  or  syphilitic,  yet  it  was  of  decidedly  square 
shape.  The  pupils  were  equal  and  natural,  the  tongue  was 
protruded  straight,  and  the  face  was  symmetrical.  There  was 
slight  enlargement  of  the  epiphyses  of  the  wrists  and  a  slightly 
developed  rachitic  rosary.  Examination  of  the  thoracic  and 
abdominal  viscera  showed  nothing  abnormal.  The  arms  were 
well  developed,  as  was  also  the  right  leg.  The  deep  reflexes  in 
these  extremities  were  well  preserved  and  there  was  no  atrophy. 
The  left  leg  was  distinctly  cooler  than  the  right  and  was  never 
moved  voluntarily,  and  the  muscles  all  felt  soft  and  flabby.  The 
knee-jerk  on  the  left  side  could  not  be  elicited.  Measurements 
of  the  legs  showed  the  following  differences  in  centimeters: 

The  right  limb  at  gluteal  crease  was  26  cm. ;  the  right  thigh- 
was  22^  cm. ;  the  right  leg  was  18.5  cm.  The  left  limb  was  26 \ 
cm.;  the  left  thigh  was  2o|  cm.;  the  left  leg  was  18.5  cm. 

♦Read  before  the  Philadelphia  Neurological  Society,  January  23, 
1899. 

For  discussion  on  this  paper,   see  p.   240. 
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On  standing  him  up  with  support  the  left  leg  remained  limp 
and  flaccid,  and  on  helping  him  to  walk  it  was  found  that  the 
left  leg  would  not  support  the  body,  and  was  swung  forward 
only  to  a  slight  degree  by  the  aid  of  the  trunk  muscles.  The 
faradic  current  elicited  a  faint  response  in  the  vastus  externus 
and  tensor  vagina  femoris,  but  failed  to  produce  contraction  in 
other  muscles  of  the  left  thigh  and  leg;  whereas  on  the  right 
side  reaction  was  prompt  and  vigorous. 

Hannah  had  never  been  ill  until  her  present  trouble  began. 
Following  exposure  to  bad  weather  for  a  few  hours  (at  the 
same  time  as  in  the  case  of  Samuel)  she  was  feverish  for  a  few 
days.  Three  days  after  the  exposure,  a  few  hours  after  Sam- 
uel's palsy  was  noticed,  she  was  found  to  be  unable  to  move  her 
right  arm.  She  had  no  constitutional  disturbance  aside  from 
fever  and  loss  of  appetite.  The  arm  remained  completely  pal- 
sied from  the  outset,  without  involvement  of  any  other  portion 
of  the  body. 

On  admission  she  was  found  to  be  well  developed  and  nour- 
ished. The  skin  was  slightly  muddy  in  hue,  and  her  head  was 
of  the  same  square  shape  as  was  her  brother's.  Her  expression 
was  bright,  the  pupils  were  equal  and  natural,  the  face  was 
symmetrical,  and  the  tongue  was  thrust  out  in  the  median  line. 
There  was  a  slight  rachitic  rosary  and  slight  enlargement  at 
the  lower  epiphyses  of  the  radius  and  ulna.  Thoracic  and  ab- 
dominal examination  were  negative. 

The  right  arm  hung  motionless  and  limp  with  the  fingers 
in  semi-flexion.  There  was  evident  diminution  in  bulk  of  the 
deltofd  on  the  right  side,  and  all  of  the  muscles  of  the  affected 
arm  were  soft  and  flabby.  No  distinct  difference  in  tempera- 
ture of  the  arms  could  be  detected.  The  left  arm  was  moved 
freely  and  strongly;  the  right  remained  still.  The  other  ex- 
tremities seemed  perfectly  normal,  and  the  deep  reflexes  were 
readily  elicited,  but  were  absent  in  the  left  arm.  Measurement 
of  the  two  arms  showed  no  difference  except  for  the  forearms, 
where  the  left  was  0.5  centimeters  larger  than  the  right.  On  the 
first  examination'  no  faradic  response  was  obtained  in  the  tri- 
ceps or  deltoid  of  the  right  side,  but  the  biceps  feebly  responded, 
and  the  other  muscles  (of  the  forearm)  reacted  fairlv  well. 

The  cases  were  seen  by  Dr.  Graber,  of  Royer's  Ford,  on  the 
day  of  the  development  of  the  palsy,  and  he  Writes  me  that  no 
similar  cases  have  occurred  in  the  neighborhood.  He  had  em- 
ployed electricity  on  Hannah's  arm  and  states  that  there  was 
at  first  no  response,  but  that  later  some  motion  developed. 

These  cases  are  reported  as  an  addition  to  our  still  incom- 
plete knowledge  of  the  etiology  of  acute  anterior  poliomyelitis. 
The  probably  infectious  origin  of  the  disease  is  mentioned  by 
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quite  a  large  number  of  authors,  but  definite  evidence  of  this 
theory  is  still  sufficiently  scanty  to  induce  me  to  add  the  report 
of  these  cases,  and  to  make  some  statements  regarding  the 
occurrence  of  similar  proof  of  infection  or  remarkable  coinci- 
dence as  observed  by  others. 

In  the  two  cases  reported  we  have  three  possible  explana- 
tions for  the  simultaneous  occurrence,  viz.:  accidental  coin- 
cidence, the  action  of  toxins  resulting  from  absorption  from  the 
digestive  tract,  and  infection  from  without.  The  first  of  these 
postulates  can  hardly  be  accepted;  although,  of  course,  it  can- 
not be  denied.  The  second  suggestion  can  only  be  excluded 
by  the  absence  of  any  evidence  of  common  dietary  indiscretion  r 
and  of  other  phenomena  of  intoxication.  The  third  explanation 
is  borne  out  by  the  accompanying  general  symptoms,  by  the 
length  of  time,  three  days,  elapsing  between  the  onset  of  symp- 
toms and  the  development  of  palsy,  and  by  the  occurrence  of 
endemics  under  the  observation  of  others. 

The  nature  of  the  infecting  agent  and  its  port  of  entry  can- 
not be  even  suggested  in  these  cases,  especial  inquiry  on  this 
point  having  failed  to  demonstrate  the  existence  of  any  ca- 
tarrhal condition,  wound  or  other  surface  trouble.  Dr.  Graber 
saw  the  cases  only  after  the  development  of  palsy  and  the  sub- 
sidence of  acute  general  symptoms.  He  writes  me,  in  answer 
to  my  question,  that  there  was  no  angina  at  the  time  of  his  visit 
and  no  history  of  its  previous  presence.  It  is  possible,  however, 
that  a  slight  tonsillitis  may  have  been  present  and  unnoted  at 
the  onset. 

The  occurrence  of  "family  cases"  and  the  simultaneous  oc- 
currence of  the  disease  in  many  neighboring  households  is  dis- 
cussed by  some  authors,  but  by  others  it  is  either  passed  over 
or  merely  mentioned. 

Gowers1  states  that  the  influence  of  heredity  in  the  etiology 
of  the  disease  is  slight,  but  says  nothing  as  to  endemic  or  epi- 
demic occurrence.  Leyden  and  Goldscheider2  quote  the  reports 
of  epidemics  by  Medin,  Leegard  and  Cordier,  and  state  that 
Strumpell   in  Germany   (reference  not  given)  saw  three  cases 

1  Gowers,  Diseases  of  the  Nervous  System. 

'  Leyden  and  Goldscheider,  Nothnagel's  specielle  Pathologie  und 
Therapie,  1897. 
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occurring-  within  one  month  in  the  same  village,  while  in  a  boy 
living  in  a  neighboring  village  encephalitis  with  splenic  en- 
largement followed  an  attack  of  measles  during  the  same  inter- 
val.   In  two  of  StrumpeH's  cases  the  patients  were  sisters. 

Archibald  Church3  says  nothing  as  to  heredity  or  endemic 
occurrence,  while  Sachs4  simply  records  the  occurrence  of  the 
epidemics  reported  by  Medin,  Briegleb,  Colmer  and  Caverly. 

Holt  says  that  it  is  rare  to  find  several  cases  in  the  same 
family  or  to  trace  any  relation  to  nervous  antecedents,  but  says 
nothing  as  to  endemics. 

Osier5  states  that  epidemics  have  been  described  and  refers* 
to  Medin's  report. 

Haushalter6  quotes  Cordier's,  Leegard's  and  Medin's  re- 
ports, and  also  mentions  one  recorded  by  Pierracini.  Aside 
from  this  he  does  not  add  anything  regarding  its  occurrence  in 
families  or  neighbors. 

Sinkler7  mentions  Cordier's  epidemic,  but  does  not  make 
further  comment. 

I  have  read  all  of  the  reports  of  epidemics  or  coincident 
family  occurrences,  that  were  at  my  command;  others  I  have 
quoted  from  abstract,  translations  or,  where  neither  original 
article  nor  abstract  was  available  (as  in  Briegleb's,  Meyer's, 
Simon's,  Pierracini's  and  Bergenholtz's  reports),  I  have  taken 
as  exact  the  figures  given  by  the  authors  that  I  have  found  who 
quoted  them.  In  the  case  of  some  of  these  quoted  cases  the 
reference  given  was  erroneous.  This  was  the  case  in  that  of 
Meyer  (quoted  by  Erb),  of  Simon  (quoted  by  Mary  Putnam 
Jacobi). 

Hammond8  records  the  simultaneous  occurrence  of  the  dis- 
ease in  two  brothers  after  they  had  been  lying  on  the  damp 
ground. 

Meyer  (as  quoted  by  Erb9)  records  its  occurrence  in  twin 
brothers  after  measles. 

8  Church,  Archibald,  The  American  Text-Book  of  Diseases  of  Chil- 
dren. 

*  Sachs,  Nervous  Diseases  of  Children. 
0  Osier,  Practice  of  Medicine,  p.  942. 

'  Haushalter,  Traite  des  mal.  de  l'enf,  Vol.  IV,  p.  701. 

7  Sinkler,  Keating's  Cyclopedia  of  Diseases  of  Children,  Vol.  IV. 

'  Hammond,  Diseases  of  the  Nervous  System.  6th  ed.,  1876,  p.  451.- 

*  Erb,  Ziemssen's  Cyclopedia,  Vol.  XIII,  p.  669. 
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Simon  (quoted  by  Mary  Putnam-Jacobi10)  reported  three 
cases  occurring  in  one  family  practically  simultaneously,  two 
being-  attacked  one  day  and  the  third  twenty-four  hours  later. 

The  epidemic  of  nervous  disease  reported  in  a  brief  note  by 
Colmer11  was  possibly  due  to  poliomyelitis,  although  the  note 
does  not  definitely  establish  its  nature.  It  occurred  in  a  parish 
in  Louisiana.  It  is  described  in  almost  these  words:  A  child 
was  seen  who  was  slowly  recovering  from  an  attack  of  hemi- 
plegia. The  parents  stated  that  within  the  preceding  three  or 
four  months  eight  or  ten  other  cases  had  occurred  within  a  few 
miles  of  their  residence.  All  of  the  cases  had  recovered  com- 
pletely, or  were  improving,  all  were  younger  than  two  years  of 
age,  and  all  were  teething.  It  is,  of  course,  questionable 
whether  this  was  not  an  epidemic  of  cerebro-spinal  meningitis. 
I  mention  it  here  as  it  has  been  quoted  by  various  authors. 

Cordier12  reports  an  epidemic  occurring  at  Sainte-Foy  in 
which  thirteen  cases  developed  in  a  village  of  1,400  to  1,500  in- 
habitants during  the  months  of  June  and  July,  1885.  Two  oc- 
curred in  brother  and  sister.  The  ages  of  the  patients  were  from 
one  to  "thirty  months;  no  older  children  or  adults  being  affected. 
The  palsy  appeared  on  the  second  or  third  day  of  the  illness  in 
many  of  the  cases.    Of  the  thirteen  patients  four  died. 

Medin13  in  1890  made  a  full  report  of  a  Swedish  epidemic  of 
palsy  in  children  that  is  most  striking.  Ordinarily  he  saw  but 
one  or  two'  cases  in  a  year;  but  in  1887  two  cases  were  seen  in 
May,  one  in  June,  two  in  July  and  then  thirty  cases  between 
August  1  and  September  23.  Nine  more  cases  were  seen  be- 
fore the  end  of  November.  In  other  words,  44  cases  of  paralysis 
in  children  were  seen  in  six  months  of  that  year.  In  but  one 
family  did  two  cases  occur.  His  table  of  these  cases  (somewhat 
abridged)  shows  the  following: 

Poliomyelitis  ant.  acuta,  with  paresis  of  extremities. . .  27 

Facial  monoplegia 3 

Acute  polyneuritis 6  ^^^ 

Poliomyelitis,  with  paresis  of  various  cranial  nerves. . .  7  7^1" 

Polioencephalitis,  with  paresis  of  abducens 1 

44 

10  Pepper's  System  of  Medicine,  Vol.  V,  p.  1151. 

11  Colmer,  Am.  Jour.  Med.  Sc,  1843,  n.  s.  Vol.  V,  p.  248. 

12  Cordier,  Lyon  medical,  Jan.  1,  1888. 

13  Medin,  Verhandlungen  des  x.  internationalen  medicinischen    Con- 

gresses, Aug.  7,  1890. 
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Of  these  44  cases  poliomyelitis  was  present  in  37  patients. 

In  1896  Medin14  published  a  second  paper  recording  further 
observations.  Between  the  years  1888  and  1894  he  observed 
29  sporadic  cases,  an  annual  average  of  between  3  and  4.  In 
1895  he  saw  21  cases  of  infantile  palsy,  13  of  which  were  typi- 
cally due  to  acute  anterior  poliomyelitis.  In  both  of  these  epi- 
demics nuclei  of  cranial  nerves  were  affected  in  a  remarkably 
large  number  of  cases. 

Chr.  Leegard15  (as  given  in  the  abstract,  the  original  being 
unobtainable  and  untranslatable  by  me)  quotes  cases  observed 
by  Oxholm,  and  reported  in  a  Norwegian  journal  in  1896. 
These  occurred  in  the  persons  of  five  healthy  children  living 
in  one  neighborhood,  between  the  end  of  July  and  early  in 
September.  No  more  than  a  single  case  occurred  in  any  one 
house.  Later  four  other  cases  occurred  in  the  same  neighbor- 
hood. According  to  the  abstract,  Leegard  related  many  ex- 
amples of  the  almost  simultaneous  incidence  of  the  disease  in 
two  people  in  the  same  household. 

Caverly16  reported  an  extensive  epidemic  occurring  in  1894 
in  Otter  Creek  Valley,  Vermont.  The  same  epidemic  is  also 
the  text  of  Macphail's  paper.17  In  Otter  Creek  Valley  (which 
comprises  an  area  measuring  fifteen  by  thirty  miles)  there  were 
thirteen  towns  with  an  aggregate  population  of  26,000.  Among 
these  towns  126  cases  occurred  within  a  brief  term.  In  some 
cases  an  urticarial  or  erythematous  eruption  was  present;  in 
some  (as  in  Medin's  epidemics)  cerebral  nerves  or  nuclei  par- 
ticipated. In  some  there  was  hyperesthesia.  In  only  one  in- 
stance was  there  more  than  one  case  in  a  family.  During  the 
time  of  prevalence  of  the  epidemic  many  domestic  animals 
(horses,  dogs  and  fowls)  also  died  paralyzed.  Of  the  human 
beings  18  died. 

Last  year,  one  of  our  members,  J.  Madison  Taylor,18  re- 
ported an  epidemic  occurring  in  a  village  of  1,500  inhabitants. 

"  Medin,  Nord  med.  Ark.,  1896.  N.  F.  VI,  1.  No.  I,  Abstracted  in 
Neurologisches  Centralblatt,  1896.  Vol.  XV.  p.  11 19. 

15  Leegard,  Sep.  aftryk  af  "forh.  paa  det  norske  lagemode  i  Bergen," 
Abstract  in  Neurologisches  Centralblatt,  1890,  Vol.  IX,  p.  760. 

18  Caverly,  New  York  Medical  Record,  Dec.  1.  1894,  p.  672. 

"  Macphail.  British  Medical  Journal,  Dec.  1,  1894,  p.  1233. 

18  Taylor,  Philadelphia  Medical  Journal.  Jan.  29,  1898,  p.  208. 
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Four  cases  (two  being  brothers)  were  seen,  and  three  more  were 
heard  of,  while  in  a  neighboring  town  two  other  cases  had  oc- 
curred. 

Fr.  Schultze19  has  recently  reported  a  case  of  great  interest 
in  connection  with  the  subject  of  the  etiology  of  acute  poliomy- 
elitis. The  illness  began  with  sudden  palsy  involving  both  arms. 
Thirteen  days  after  the  onset  lumbar  puncture  was  performed 
and  fluid  was  obtained  containing  the  Weichselbaum-Jager 
meningococcus,  without  leucocytes.  In  this  case  the  illness 
appeared  shortly  after  trauma. 

From  the  simultaneous  occurrence  of  cases  in  two  members 
of  the  same  family,  even  though  this  be  somewhat  rare,  and 
especially  from  the  epidemic  occurrence  of  the  disease,  it  must 
be  conceded  that  acute  anterior  poliomyelitis  may  be  due  in 
many  instances,  at  least,  to  infection.  Whether  this  infection 
is  of  a  special  or  general  kind  cannot  be  determined,  but  that 
the  action  of  toxins  could  produce  the  anatomical  changes  seen 
in  this  disease  is  not  at  all  unlikely  in  view  of  our  knowledge 
of  their  destructive  power  in  other  parts  as  well  as  in  the  central 
nervous  system. 

19  Schultze,  Munch,  med  Wochensch.,  Sept.  20,  1898. 

References  to  articles  upon  the  subject  that  were  unobtainable  by  me 
at  the  time  of  writing  were  as  follows:  Briegleb's  Inaugural  Disserta- 
tion (Jena,  1890,  referred  to  by  B.  Sachs,  Nervous  Diseases  of  Chil- 
dren, p.  303);  and  Pierracini's  (Lo  sperimentale,  September,  1895),  and 
Bucelli's  (Policlin.  Rev.,  1877)  articles,  references  to  which  are  ap- 
pended to  Taylor's  article,  and  to  the  former  of  which  Haushalter 
refers. 


58.    Les  troubles  trophiques  de  la  paralysie  generale.     P.  Cololian 
(Archives  de  Neurologie,  5,  1898,  pp.  21  and  177). 

Whereas  the  trophic  disturbances  of  general  paresis  have  often 
been  described,  there  has  been  little  systematic  work  done  upon  them 
and  much  variation  in  the  observations.  The  present  series  of  ob- 
servations were  made  upon  57  cases,  33  men  and  24  women,  all  of 
whom  had  trophic  affections.  The  most  common  affection  was 
alopecia,  which  was  present  in  61  per  cent,  of  the  cases;  the  next  fre- 
quent trouble  was  with  the  teeth,  which  were  affected  in  19  cases, 
the  nails  in  17  being  discolored  or  atrophied,  or  enlarged,  or  lost. 
Ichthyosis  was  present  in  II,  and  sacral  scars  in  8.  Bullous  and 
pemphigus  eruptions  were  noted  in  5  cases,  zona  in  3,  and  perforating 
ulcer  in  I. 


4 
A  CASE  OF  HYSTERIA  IN  WHICH  A  NEEDLE-PUNCTURE 
WAS  FOLLOWED  BY  TYPICAL  SYMPTOMS  OF  ASCEND- 
ING NEURITIS.1 

By  J.  Torrance  Rugh,  A.B.,  M.D. 

The  following  case  presents  points  of  interest  to  the 
neurologist,  dermatologist  and  the  general  practitioner.  To  the 
first,  the  chief  point  of  interest  is  the  intimate  relationship  ex- 
isting between  the  hysterical  and  the  psychic  state;  to  the 
second,  the  peculiar  character  of  the  skin  lesions;  to  the  third, 
the  marked  similarity  of  the  symptoms  to  those  of  a  traumatic 
ascending  neuritis.    The  history  is  as  follows : 

The  patient  was  a  female,  aged  twenty-two  years,  a  clerk. 
The  family  history  is  good,  both  parents  being  alive  and  well, 
though  the  mother  has  always  been  of  a  very  nervous  dis- 
position. The  patient  in  early  life  was  neurotic,  and  between 
the  eleventh  and  fourteenth  years  of  her  age  had  very 
frequent  hysterical  spasms,  following  an  injury  received  by 
being  pushed  down  a  number  of  steps  at  school.  She  suffered 
much  from  her  spine  for  several  months  afterward,  but  re- 
covered entirely  from  all  pain  and  ill-effects.  There  is  no  doubt 
as  to  the  nature  of  the  spasms  which  were  ver)  accurately  de- 
tailed by  the  patient's  mother,  who  also  stated  that  they  usually 
followed  an  outburst  of  temper  when  she  was  not  permitted  to 
do  as  she  wished.  After  puberty  these  ceased,  though  she  in- 
frequently became  very  much  excited,  and  then  she  usually 
developed  mild  delirium;  with  these  exceptions,  her  health  has 
been  good  until  the  present  illness  which  dates  from  September 
23d,  1898.  During  the  past  summer  and  fall,  she  had  been 
under  a  severe  strain  from  a  mental  and  moral  shock  at  the 
hands  of  a  valued  friend,  and  her  health  was  much  impaired 
thereby. 

On  September  23d,  while  using  the  sewing-machine,  the 
needle  pierced  the  forefinger  of  the  left  hand,  entering  on  the 
radial  side,  passing  obliquely  downward  under  the  nail  and 
having  its  exit  on  the  ulnar  side  about  three-eighths  of  an  inch 
from  the  end.  When  the  needle  was  withdrawn  there  was  no 
bleeding  and  no  pain.  A  day  or  two  later  she  heard  reports 
of  cases  in  which  a  similar  injury  resulted  seriously,  and  on 
the  evening  of  that  day  pain  began  in  the  finger  end  and 

1  Read  before  the  Philadelphia  Neurological  Society,  December  10 
1898. 
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gradually  increased  in  severity  until  in  two  days  it  was  extreme, 
and  involved  the  entire  arm  to  the  shoulder.  The  third  phalanx 
of  the  finger  became  swollen  as  did  also  the  radio-dorsal  sur- 
face of  the  hand.  These  parts  were  also  red,  hot,  tender  to  the 
touch,  and  painful  to  any  motion  or  pressure.  Her  physician 
advised  opening  the  original  wound,  but  as  that  part  was  not 
swollen,  she  would  not  consent  to  it.  Poultices  and  unguents 
were  applied,  but  to  no  advantage.  Cold  water,  however,  gave 
her  complete  relief  from  both  swelling  and  pain  for  a  week  or 
more.  During  this  time  she  could  not  work:  she  slept  poorly, 
had  no  appetite,  suffered  with  headache,  especially  in  the 
occipital  region,  and  was  generally  depressed. 

When  I  first  saw  her  (October  9th),  two  and  one  half 
weeks  after  the  accident,  she  had  just  had  a  marked  chill.  Her 
temperature 'was  1020,  her  hands  and  feet  were  cold,  and  she 
was  mildly  delirious,  but,  during  lucid  intervals,  complained 
bitterly  of  the  pain  in  the  back  of  her  neck  and  the  heaviness 
of  her  head.  Heat  to  the  head  and  extremities  and  a  mustard 
plaster  to  the  back  of  the  neck,  with  trinitrin,  gr.  1-100,  by 
mouth,  soon  relieved  her.  She  was  also  given  grs.  xx  of 
potass,  brom.  as  a  hypnotic.  On  examining  the  arm  the  follow- 
ing features  were  noted: — The  proximal  phalanx  of  the  index 
finger  was  red  but  not  swollen;  there  was  a  large,  red, 
edematous  spot,  about  two  and  one  half  inches  across,  on  the 
back  of  the  left  hand  between  the  first  and  fifth  meta- 
carpal bones ;  also  two  similar  spots  on  the  radial  and  extensor 
surfaces  of  the  forearm,  and  another  on  the  outer  side  of  the 
upper  arm.  These  were  uniformly  erythematous,  edematous, 
raised  above  the  surrounding  skin,  had  sharply  defined  edges, 
were  without  any  appreciable  thickening  or  induration,  were 
hot  and  painful  to  the  touch  and  did  not  pit  on  pressure. 
Excepting  in  the  finger,  there  was  no  disturbance  of  sensation 
or  motion  and  no  enlargement  of  the  axillary  glands  or  of  any 
of  the  lymphatics.  A  superficial  infection,  or  more  probably  an 
ascending  neuritis  of  the  peripheral  branches  of  the  radial,  was 
diagnosed  and  a  hot  solution  of  lead-water  and  laudanum  was 
applied  constantly  for  several  days  until  the  swelling  and 
soreness  had  subsided.  In  a  few  hours,  she  became  quiet  and 
rested  quite  well  the  rest  of  the  night.  The  next  day  her 
condition  was  much  the  same,  except  that  her  stomach  refused 
to  retain  anything,  even  rejecting  water  as  soon  as  swallowed. 
In  the  evening,  on  examining  the  arm,  I  was  surprised  to  find 
the  spots  changed  from  the  red  color  to  a  mottled  blue,  looking 
much  as  if  the  fingers  or  thumb  had  been  used  to  bruise  the 
parts.  There  were  within  the  area  occupied  by  the  red  spots 
five  or  six  dense  blue  marks,  or  more  properly  speaking, 
deeply  shaded  blue  marks,  for  between  these  dense  spots,  the 
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tissues  were  slightly  discolored.  She  also  directed  my  attention 
to  a  sore  spot  directly  under  the  left  breast,  which  was  the  same 
in  shape  and  color  as  those  which  had  been  on  the  hand  and 
arm.  It  also  possessed  the  same  characteristics  as  the  others, 
being  painful,  tender  on  pressure,  red  and  edematous,  but  not 
indurated.  In  all  of  these  spots,  there  was  at  first  local 
elevation  of  temperature  and  this  same  was  true  of  those  which 
appeared  subsequently.  The  same  application  was  used  on  the 
spot  beneath  the  left  breast  as  on  the  former  ones.  Sulfonal 
gave  excellent  results  as  a  hypnotic,  and  the  next  day  found  her 
much  improved  in  her  general  condition,  but  very  nervous. 

By  evening,  the  spot  under  the  left  breast  had  changed  to 
the  same  mottled  blue  color  as  the  others,  and  another  red  one 
appeared  under  the  right  breast,  running  the  same  course  as 
those  on  the  arm  had  done;  the  latter  by  this  time  had  faded 
much  and  a  few  days  later  changed  to  a  yellowish  color,  which 
persisted  for  a  week  or  ten  days.  She  remained  in  bed  for  a 
week,  using  the  lead  and  laudanum  solution  upon  the  sore 
spots  and  taking  the  compound  syrup  of  the  hypophosphites 
as  a  general  tonic. 

At  the  end  of  the  week  the  swelling  had  disappeared  from 
the  arm,  pain  was  only  occasional,  and  soreness  was  much 
lessened;  her  appetite  was  much  improved  and  she  slept  all 
night  without  any  drug.  The  arm  was  then  rubbed  every  day 
and  she  began  to  go  out  of  the  house. 

On  October  23d,  pain  again  began  in  the  hand  and  arm, 
radiating  to  the  shoulder;  and  the  finger,  dorsum  of  hand  and 
entire  arm  became  red  and  tender.  The  three  tinctures 
(tincture  of  opium,  tincture  of  belladonna,  *a  f  3  ii  ;  tincture 
of  iodine  f  1  ss)  were  applied  locally  three  times  a  day,  and 
the  arm  was  put  on  a  splint.  Improvement  was  very  decided 
under  this  treatment,  and  at  the  end  of  another  week  a  silicate- 
of-soda  splint  was  substituted  so  as  to  have  a  lighter  and  more 
serviceable  dressing.  •  At  this  time,  a  large  red  spot  appeared 
over  the  left  supra-spinatus  muscle,  and  later  changed  as  the 
others  had  done.  From  this  time  on,  the  arm  grew  steadily 
worse,  becoming  more  swollen  and  painful.  Tincture  of  iodine 
was  used  locally  to  make  more  decided  counter-irritation,  and 
on  November  2d,  a  cantharides  blister,  2x2,  was  applied  just 
below  the  elbow  on  the  radial  surface  of  the  arm.  The  arm  was 
so  swollen  that  the  silicate  splint  had  to  be  laid  aside  and  the 
board  used.  Her  sleep  was  much  disturbed  by  the  pain  and 
soreness  of  the  arm. 

On  the  day  following  the  application  of  the  blister,  there 
was  considerable  disturbance  of  sensation  in  the  entire  arm 
and  slight  loss  of  power;  the  entire  upper  limb  was  swollen  and 
angry  looking.     That  night  grs.  xx  of  sulfonal  did  not  put 
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her  to  sleep,  but  about  twelve  o'clock  all  pain  ceased  and  the 
next  day  there  was  complete  anesthesia  of  the  arm  below  a  line 
drawn  about  the  shoulder  joint  from  the  apex  of  the  acromion 
process  and  apparently  complete  loss  of  power.  She  felt  "as 
though  the  arm  was  dropping  away  from  her,"  and  it  had 
•every  appearance  of  an  infected  part,  but  there  was  no  glandu- 
lar involvement  nor  was  there  any  constitutional  elevation  of 
temperature  beyond  a  half  degree  or  so.  Dr.  Wm.  G.  Spiller 
then  saw  her  in  consultation.  He  carefully  examined  her  and 
took  the  electrical  reactions  of  the  limb,  and  finding  no  signs 
of  degeneration  and  undoubted  evidences  of  hysteria,  he  stated 
Ms  opinion  that  the  case  as  it  then  existed  was  one  of  hysteria. 
A  pin  was  introduced  into  the  arm  a  quarter  of  an  inch 
without  being  felt  by  the  patient,  and  its  withdrawal  was  not 
followed  by  any  bleeding,  the  hole  remaining  patent  for  a 
minute  or  so.  The  muscles  responded  almost  normally  to  both 
the  galvanic  and  faradic  tests,  requiring  merely  a  stronger 
current  on  account  of  the  swelling  of  the  part.  A  strong 
faradic  current  was  then  passed  through  the  arm  and  she  was 
strongly  impressed  by  the  suggestion  that  her  condition  was 
not  serious,  would  disappear  and  would  not  return.  The  splint 
was  removed  and  all  medication  stopped.  To  reinforce  the 
suggestion  of  recovery,  a  ''strong"  liniment  of  pure  olive  oil  was 
given  her  to  apply  once  a  day  without  rubbing.  Faradism  was 
used  every  day,  and  by  the  fourth  day  the  swelling  had  en- 
tirely disappeared,  sensation  was  completely  restored,  and 
muscular  power  regained.  With  the  exception  of  slight  out- 
breaks of  redness,  swelling,  or  pain,  she  has  remained  well,  and 
these  outbreaks  have  been  entirely  dissipated  within  twenty- 
four  hours  by  the  use  of  faradism  and  suggestion.  Another 
red  spot  appeared  some  weeks  later  ever  the  left  breast  but  soon 
disappeared.  She  has  resumed  her  work  in  the  office  and  is 
rapidly  regaining  good  health. 

The  several  points  of  especial  interest  in  this  case  are: 
(i)  The  hemorrhagic  eruption;  (2)  The  differentiation  of  the 
functional  neurosis  from  a  true  neuritis,  and  (3)  The  possibility 
of  the  occurrence  of  ascending  neuritis  following  a  non-sup- 
purative  traumatism. 

The  eruption  was  somewhat  out  of  the  ordinary,  though 
there  may  be  present  in  hysteria  any  of  the  lesions  of  the 
skin  seen  in  other  diseases  from  an  erythema  to  a 
localized  gangrene.  Van  Harlingen2  published  a  very  in- 
teresting classification  of  the  'hysterical  neuroses  of  the  skin, 


Van  Harlingen,  Amer.  Jour.  Med.  Sciences,  July,  1897. 
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and  cited  some  very  rare  and  interesting  cases.  According 
to  his  description,  this  case  was  one  of  localized  purpura 
or  hemorrhagic  vecchymosis,  confined  more  especially 
to  the  distribution  of  the  radial  nerve.  I  have  no  doubt, 
as  suggested  by  Dr.  Spiller,  that  severe  hemorrhages 
<;ould  be  caused  in  this  case  by  either  direct  suggestions  or  by 
auto-suggestion.  The  eruption  began  as  a  slightly  edematous 
erythema  and  changed  to  the  purpuric  variety,  the  lesions 
looking  as  if  they  were  the  result  of  traumatism.  There  were  at 
first  the  signs  we  usually  recognize  as  those  of  active  inflam- 
mation :  heat,  pain,  swelling  and  redness,  but  the  disappearance 
was  not  followed  by  desquamation  of  the  skin,  as  has  often  been 
observed  in  true  inflammation. 

Marinesco3  has  called  attention  to  the  influence  of  the  brain 
over  the  vascular  system.  He  says  that  such  an  influence  can 
not  now  be  doubted.  Centers  must  exist  in  the  Rolandic 
region  which  control  the  functions  of  the  vessels,  as  lesions 
-of  this  zone  are  followed  by  vascular  disturbances.  Hysteria 
especially  offers  evidence  of  this  fact.  The  muscular  atrophy 
of  hysteria,  the  cutaneous  or  visceral  hemorrhages  appearing 
as  the  result  of  subconscious  action,  demonstrate  the  influence 
of  the  brain  upon  the  vessels.  He  mentions  a  case  at  the  Salt- 
petriere,  in  which  to  demonstrate  the  relation  of  various  hyster- 
ical phenomena  to  auto-suggestion,  Charcot  placed  two 
hysterical  patients  side  by  side,  one  of  whom  had  blue  edema 
of  the  lower  limb.  He  ordered  the  other  patient  to  observe 
attentively  the  edematous  limb,  and  after  some  time  this  other 
patient  also  presented  a  similar  edema.  The  only  explanation 
of  such  a  phenomenon  is  that  the  brain  has  control  over  the 
circulation,  and  this  explanation  will  also  apply  to  the  other 
forms  of  disturbances  met  with  in  these  patients.  The  higher 
brain  centers  are  capable  of  influencing  the  lower  centers 
sufficiently  to  produce  marked  pathological  changes  in  the  parts 
under  the  control  of  these  lower  centers;  and  when  these  same 
higher  centers  are  stimulated  by  another  form  of  impulse  (as  by 
healthy  suggestion),  they  induce  in  the  lower  ones  regenerative 
and  reparative  processes,  as  rapidly  as  they  previously  did  the 
degenerative  and  diseased  ones. 

*  Marinesco,  Semaine  medicale,  No.  55.  p.  465. 
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The  marked  similarity  of  the  symptoms  in  this  case  to  those 
in  a  case  of  ascending  neuritis  rendered  the  diagnosis  extremely 
difficult.  As  mentioned  above,  disturbances  of  the  mental 
state,  i.  e.,  disturbance  of  the  higher  brain  centers,  may  induce 
functional  disorders  which  closely  simulate  and  are,  at  times,, 
indistinguishable  from  organic  changes  due  to  other  causes, 
and  the  differentiation  of  the  conditions  may  be  a  matter  of 
great  difficulty.  In  this  case  there  was  an  injury,  followed  in 
three  days  by  heat,  swelling,  redness,  pain  and  disturbance  of 
function,  and  the  part  involved  corresponded  almost  accurately 
with  the  cutaneous  distribution  of  the  radial  nerve.  There  was 
tenderness  on  pressure  over  the  erythematous  spots,  but  not 
elsewhere,  all  of  which  symptoms  are  characteristic  of  neuritis ; 
however,  the  mental  emotion  to  which  the  patient  had  been  sub- 
jected, the  existence  of  the  spots  under  each  breast,  the  anes- 
thesia in  sleeve  form,  the  transitory  paralysis  of  the  entire  limb, 
the  tenderness  in  the  ovarian  regions,  the  history  of  previous 
hysterical  attacks,  and  above  all,  the  recovery  within  three  or 
four  days  after  the  use  of  suggestion,  clearly  separate  the  func- 
tional from  the  organic  condition. 

In  all  cases  of  serious  results  following  injuries  of  various 
degrees  of  intensity,  the  possibility  of  hysterical  complications 
must  be  borne  in  mind,  and  the  numerous  coexistent  stigmata 
sought  as  confirmatory  evidence,  or  eliminated  in  the  cases 
of  organic  diseases  from  other  causes.  The  causes  of  the 
organic  and  functional  conditions  are  much  alike,  and  espe- 
cially so  in  that  traumatism  is  frequently  present  in  both;  but  in 
hysteria  the  severity  of  the  symptoms  is  not  in  proportion  to- 
the  injury,  but  is  commensurate  to  the  shock  or  fright  sus- 
tained. In  my  case,  the  injury  was  but  slight,  yet  the  patient's 
nervous  system  was  so  weakened  by  her  previous  experiences 
that  the  hearing  of  fatal  results  from  a  similar  injury  was  suffi- 
cient to  give  rise  to  the  subsequent  conditions. 

One  other  very  important  diagnostic  point  should  be 
mentioned,  and  that  is  suggestion.  Though  a  case  may  be 
clinically  a  typical  neuritis,  yet  if  it  yields  to  suggestion,  either 
conscious  or  hypnotic,  it  is  a  neurosis  pure  and  simple.  The  use 
of  this  agent  is  a  method  of  treatment,  but  in  a  border-line  case 
it  becomes  a  method  of  diagnosis  as  well,  and  is  to  be  employed 
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in  all  those  doubtful  cases  in  which  a  so-called  non-septic 
wound  or  injury  has  antedated  a  short  time  the  onset  of  the 
trouble. 

There  has  been  much  controversy  among  neurologists  as 
to  the  possibility  of  ascending  neuritis  following  a  so-called 
simple  non-infected  wound,  such  as  this  patient  had.  The 
earlier  writers  believed  in  traumatisms  as  an  etiological  factor  in 
producing  neuritis,  and  especially  those  injuries  of  the  nature 
of  punctures  and  stab.  Erb4  wrote:  "An  extension  of  the 
disease  [neuritis]  from  its  original  seat  not  infrequently  takes 
place,  both  downward  and  upward.  The  more  important  ex- 
tension in  the  centripetal  direction  occurs  either  uniformly  and 
continuously  or  in  a  sudden  metastatic  manner.  In  some  cases, 
again,  whilst  certain  parts  of  the  nerve  retain  their  normal 
character,  others  present  circumscribed  hyperemia,  swelling  and 
hypertrophy  of  connective  tissue  (Froriep,  Rokitansky,  Tiesler 
and  others),  and  in  this  way  the  spinal  cord  may  ultimately 
become  affected  (Tiesler,  Feinberg),"  and  he  recognized  trau- 
matism as  one  of  the  causes  of  the  original  injury.  Former 
writers,  however,  were  not  generally  particular  to  mention  the 
part  which  infection  plays  in  these  wounds,  but  recently  quite  a 
discussion  has  arisen  upon  this  point,  and  the  question  has  been 
considered  at  some  length  by  prominent  men  on  both  sides. 
Striimpell5  believes  that  ascending  neuritis  only  follows  open 
wounds,  such  as  stabs,  cuts  and  gunshots,  which  are  infected, 
and  cites  the  experiments  of  Rosenbach  and  Kast  to  prove  that 
perfectly  aseptic  wounds  never  cause  spreading  nerve-inflam- 
mation, and  that  subcutaneous  injuries,  as  blows,  pressure  or 
luxations  cause  simply  a  mechanical  disturbance  of  the  nerve- 
elements,  from  which  follow  secondary  degeneration,  over- 
growth of  connective  tissue  and  final  regeneration.  He  admits 
that  a  neuritis  may  result  from  an  aseptic  wound,  but  maintains 
that  such  a  lesion  always  subsides  and  shows  no  tendency  to 
spread  to  other  parts. 

J.  K.  Mitchell  (loc.  cit.)  calls  attention  to  the  fact  that  some 
time  always  elapses  between  the  receipt  of  the  injury  and  the 

4  Erb,  Ziemssen's    Cyclopedia. 

8  Striimpell,  quoted  by  J.  K.  Mitchell,  in  "Remote  Consequences 
of  Injuries  of  Nerves,"  1895. 
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beginning  of  the  neuritis,  and  believes  that  this  fact  is  sig- 
nificant of  an  infectious  origin.  This  statement,  however,  is 
equally  true  for  neurotic  cases  simulating  inflammation,  as  the 
above  history  shows;  for  in  most  instances  the  patient  learns 
of  serious  results  following  such  injuries  after  the  injury  has 
been  received,  and  several  days  may  elapse  before  the  charac- 
teristic symptoms  develop.  J.  K.  Mitchell  also  draws  the 
following  conclusions  in  regard  to  this  condition: 

i.  Pressure,  however  brought  about,  whether  by  inflam- 
matory exudate,  or  external  injury  by  blow  or  weight,  may  be 
looked  upon  as  a  frequent  factor,  though  not  a  constant  one, 
in  the  production  of  spreading  nerve-inflammation;  but  the 
presence  of  inflammation  in  the  surrounding  tissues,  even  in 
direct  contact  with  the  nerves,  exerts,  curiously,  little  bad  in- 
fluence. 

2.  The  larger  nerve  trunks  are  more  prone  to  present  the 
phenomena  of  spreading  inflammation  after  injury  than  small 
ones. 

3.  Neuritis  may  spread  either  centrifugally  or  centripetally, 
the  latter  in  traumatic  cases  being  much  the  more  common 
form.  He  believes  that  the  possibility  of  the  ascent  and  descent 
of  neuritis  (though  of  rare  occurrence)  must  be  remembered  in 
the  treatment  of  nerve-traumatisms. 

Drs.  Howell  and  Huber  conducted  a  series  of  experiments 
upon  animals  for  the  purpose  of  studying  the  process  of  repair 
of  nerve-tissue,  and  in  not  a  single  case  did  subsequent  exam- 
ination show  any  evidence  of  neuritis  having  followed  the  trau- 
matism occurring  in  the  course  of  their  operations,  and  this  was 
probably  due  (as  suggested  by  Mitchell,  loc.  cit.)  to  the  fact 
that  their  work  was  done  with  strict  asepsis. 

S.  G.  Webber,6  of  Boston,  recently  reported  a  series  of 
cases  of  localized  neuritis,  and  states  his  belief  that  a  traumatism 
may  excite  ascending  neuritis,  either  continuous  or  metastatic, 
but  in  his  cases  does  not  note  the  presence  or  absence  of  septic 
conditions.  He  mentions  three  cases  of  injury  to  the  hand  or 
finger  in  which  ascending  neuritis  seemed  to  follow.  The  first 
followed  a  severe  burn  of  the  hand  by  nitric  acid,  and  the  neuri- 
tis affected  the  whole  arm  and  shoulder,  and  was  followed  by 

•  Webber,  Bost.  Med.  and  Surg.  Jour.,  Vol.  CXXXIX,  No.  18. 
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loss  of  power  in  the  arm  (whether  complete  or  not  is  not 
stated).  The  second  was  one  in  which  the  symptoms  followed 
unaccustomed  pressure  on  the  radial  border  of  the  forefinger 
during  the  process  of  raising  a  window.  In  this  case,  however, 
he  states  that  a  typical  hysterical  condition  developed,  which, 
of  course,  throws  doubt  upon  the  presence  of  ascending  neu- 
ritis. The  third  case  "had  trouble  in  the  whole  arm  from 
hitting  the  end  of  the  middle  finger ;"  the  history  is  almost  too 
incomplete  to  judge  as  to  the  true  nature  of  the  trouble,  but 
as  the  patient  was  a  woman  and  the  injury  slight  and  without 
any  wound,  the  condition  may  have  been  hysterical.  Of  the 
three  cases  reported,  but  one  seems  to  be  a  true  neuritis. 

A  very  complete  record  of  a  case  of  ascending  neuritis  of 
infectious  origin  was  recently  published  by  Marinesco.7  The 
patient  suffered  from  gangrene  of  the  leg,  the  result  of  some 
irrelevant  cause,  and  sections  of  tissue  taken  from  the  gan- 
grenous area  showed  the  presence  of  streptococci  with  leuco- 
cytic  infiltration  and  inflammatory  degeneration  of  the  nerve- 
fibers.  Sections  made  from  these  nerves,  taken  from  a  region 
higher  up  the  leg,  also  showed  leucocytic  or  degenerative  infil- 
tration, but  no  streptococci.  Sections  of  the  cord  were  also 
made  and  degeneration  of  nerve-cells  with  leucocytic  infiltra- 
tion of  nerve-fibers  was  found,  but  only  in  the  region  and 
side  of  the  cord  from  which  those  nerves  had  origin.  This 
seemed  to  show  that  the  inflammation  either  had  spread 
primarily  and  continuously  along  the  nerves  of  the  part,  or  was 
secondarily  induced  by  the  action  of  the  toxins  generated  in  the 
diseased  area,  with  the  evidence  much  more  strongly  in  favor 
of  primary  spreading.  This  paper  was  read  for  Marinesco  by 
Leyden,  of  Berlin,  who  said  that  he  considered  this  case  was 
positive  evidence  of  the  existence  of  ascending  neuritis,  follow- 
ing peripheral  nerve  disturbance,  a  fact  which  has  long  been 
contested.  He  also  spoke  of  other  cases  of  ascending  neuritis 
of  purulent  origin  which  have  recently  been  reported,  as  con- 
firmatory of  the  above  observation. 

In  the  discussion  which  followed  the  reading  of  this  paper, 
Oppenheim8  said  he  believed  the  condition  a  very  rare  one;  he 

T  Marinesco,  La  Presse  medicale,  No.  96,  November  23,  1898. 
*  Published   in   the  Vereins-Beiljige,   No.   14,    der  Deutsche  mod. 
Wochenschrift,  May  12,  1898. 
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had  never  seen  a  case  of  ascending  neuritis  involving  the  spinal 
cord.  He  further  said  he  had  seen  but  few  cases  of  ascending 
neuritis,  and  even  these  were  uncertain.  He  believed  that  most 
of  these  cases  of  so-called  ascending  neuritis  were  purely 
functional,  being  neuralgic,  rheumatic,  hysterical  or  neurotic. 
He  mentioned  one  case  of  apparently  undoubted  neuritis 
ascendens  following  the  running  of  a  rusty  needle  into  the 
finger  with  subsequent  pain  along  the  course  of  the  ulnar 
nerve,  but  the  symptoms  yielded  to  suggestion.  He  knew 
cases  of  ascending  neuritis  had  recently  been  reported  follow- 
ing suppuration,  showing  that  the  condition  might  result  from 
a  focus  of  infection  from  suppuration,  and  in  these  the  cord 
might  possibly  be  secondarily  involved,  but  he  was  skeptical 
in  regard  to  such  involvement. 

Remak,  in  the  same  discussion,  said  he  was  not  so  skeptical 
as  Oppenheim  in  regard  to  the  spreading  nerve-inflammation 
following  an  infective  traumatism,  but  he  was  dubious  as  to  its 
following  a  traumatism  without  the  presence  of  suppuration. 

Toxic  substances  circulating  in  the  system  have  long  been 
recognized  as  a  cause  of  nerve-inflammation,  and  it  is  generally 
admitted  that  toxins  from  a  focus  of  infection  and  suppuration 
may  act  in  the  same  way;  when,  however,  the  affected  nerve  or 
nerves  lie  in  close  relation  to  the  focus  of  infection  or  suppura- 
tion, the  assignment  of  a  cause  (toxic  or  simply  traumatic)  may 
be  a  very  difficult  matter,  though  the  natural  inference  would 
be  that  the  toxins  had  acted  directly  upon  the  nerve  structures, 
an  inference  which  is  also  supported  by  the  anatomical  arrange- 
ment of  the  lymphatics  and  nerve  sheaths.  In  every  injury 
which  causes  a  solution  of  the  continuity  of  the  tissues,  there  is 
local  death  of  the  edges  of  the  wound,  and  while  toxins  are 
necessarily  present  in  such  a  part,  it  is  highly  improbable  that 
they  act  as  a  cause  of  neuritis  ascendens,  unless  pus  is  actually 
present.  Such  an  inflammation  from  such  a  cause  has  never 
been  observed,  though  its  possibility  must  be  admitted. 
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FROM  THE   CLINIC    OF    PROF.   M.    ALLEN    STARR,  COLUMBIA  UNIVERSITY. 
REPORTED   BY  SMITH   ELY  JELLIFFE,  M.D.,  CLINICAL  ASSISTANT. 

The  patient,  C.  O'B.,  now  aged  22,  first  entered  the 
Vanderbilt  Clinic  in  August,  1896.  His  case  at  the  time  pre- 
sented the  clinical  picture  of  an  atrophy  of  the  Aran-Duchenne 
type.  He  was  then  lost  sight  of,  and  did  not  return  to  the 
clinic  until  January  16,  1898,  after  a  lapse  of  two  and  a  half 
years,  when  he  presented  a  most  interesting  condition. 

The  family  history  is  mainly  negative.  The  father,  who  was 
a  painter,  died  at  the  age  of  52  of  some  tubercular  trouble. 
His  son  never  knew  of  his  having  any  lead  poisoning.  The 
mother  is  still  alive  and  in  good  health.  One  brother  died  of 
phthisis  and  alcoholism,  and  one  sister  died  in  childhood  of 
causes  now  unknown.  In  neither  mother's  nor  father's  side  of 
the  family  could  any  hereditary  factor  be  found. 

The  patient  had  always  been  a  healthy  boy ;  he  had  had  some 
of  the  usual  children's  diseases,  measles  and  whooping-cough, 
but  had  lost  but  little  time  from  school  up  to  his  sixteenth 
year,  when  he  went  to  work  in  a  printing  office.  Here  his  work 
was  largely  mechanical,  and  of  late  years  he  has  been  bearing 
heavy  weights  (forms)  on  his  left  shoulder,  carrying  them 
frequently  up  three  flights  of  stairs.  About  the  age  of  18  or 
19,  some  time  after  the  first  symptoms  of  the  disease  were 
noted,  he  had  an  attack  of  what  he  designated  as  "fever  and 
ague,"  but  no  positive  history  could  be  elicited.  He  is  not  a 
drinker,  denies  svphilis,  and  has  led  a  comparatively  regular 
life. 

His  present  trouble  began  three  or  four  years  ago,  though 
he  is  unable  to  localize  the  onset  with  exactness.  One  of  the 
earliest  symptoms  noted  was  a  beginning  stiffness  of  the  fingers 
of  the  left  hand.  This  prevented  him  from  closing  the  hand 
as  readily  as  formerly.  At  the  same  time  he  felt  some  pares- 
thesia of  the  ulnar  side  of  the  left  hand  and  arm,  and  the 
muscles  of  the  hand  commenced  to  "dwindle  away."  Some  dull 
pain  was  felt  in  the  hand  and  arm.  In  addition  to  this  he 
found  that  it  was  harder  to  keep  his  fingers  warm.  Sores 
formed  very  readily  upon  his  fingers  and  healed  only  after 
three  or  four  months.  He  attributed  a  beginning  curvature  of 
the  spine  to  his  work  of  carrying  the  heavy  packages  on  his 
left  shoulder.  At  the  time  of  his  admission  to  the  clinic  in 
1896  he  had  atrophy  of  the  thenar  and  hypothenar  muscles  of 
the  left  hand,  some  atrophy  of  the  biceps  and  triceps  of  the 
left  arm,  and  a  slight  scoliosis  with  convexity  to  the  left  in  the 
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dorsal  region.  Knee-jerk  of  the  left  side  was  increased;  pupils 
reacted  normally.  Pain-sense  was  somewhat  diminished  in  the 
left  arm.  Temperature-sense  was  stated  in  the  history  to  be 
probably  normal,  but  he  is  said  to  have  given  contradictory  re- 
plies in  his  testing.  At  that  time  a  loss  of  faradic  excitability 
of  the  muscles  of  the  left  hand  was  noted.    (Dr.  Caswell.) 

At  present  the  patient  is  only  fairly  well  nourished;  he  is 
unable  to  attend  to  work  on  account  of  weakness  in  the  left 
hand  and  arm  and  of  a  beginning  stiffness  in  the  right  arm. 
His  scoliosis  is  well  marked,  and  is  evidenced  by  the  photo- 
graph. 

Atrophies. — Both  upper  extremities  are  now  affected, 
though  the  atrophy  in  the  right  side  is  confined  to  the  hand. 
On  each  side  there  is  "main  en  griffe,"  though  this  is  less  ty- 
pical in  the  right  upper  limb.  Left  upper  extremity.  Complete 
atrophy  and  loss  of  function  and  of  faradic  excitability  of  the 
interossei  and  lumbricales,  with  little  or  no  galvanic  response 
are  noted.  The  muscles  of  the  thenar  eminence  are  atrophied 
and  have  lost  their  faradic  excitability.  There  is  slight  response 
to  the  galvanic  current  of  20  to  25  ma.,  but  no  qualitative 
changes  on  the  closure  contractions.  This  same  condition  is 
present  in  the  muscles. of  the  hypothenar  eminence.  The  ex- 
tensor and  flexor  groups  of  the  forearm  are  markedly  atrophied  ; 
the  flexors  more  so  than  the  extensors.  None  of  these  muscles 
have  lost  their  faradic  excitability  to  strong  currents,  though 
the  reaction  is  diminished  and  slower.  Reaction  to  galvanism 
is  much  diminished,  though  not  qualitatively  altered.  The 
supinator  longus  acts  fairly  well.  The  biceps  is  in  fair  con- 
dition; the  triceps  is  markedly  atrophied  in  all  its  divisions. 
The  deltoid,  trapezius,  supraspinatus,  infraspinatus  and  latis- 
simus  dorsi  are  in  fair  condition.  The  serratus  magnus  is  atro- 
phied. The  electrical  reactions  in  all  of  these  muscles  are 
similar  to  those  noted  in  the  preceding  groups.  In  the  right 
hand  a  beginning  atrophy  of  the  small  muscles  is  seen.  At  the 
present  time  the  faradic  excitability  has  not  been  entirely  lost 
in  the  small  muscles  of  the  right  hand,  though  the  reaction  is 
sluggish  and  is  manifest  only  with  comparatively  strong  cur- 
rents. There  are  no  atrophies  in  the  legs  and  no  functional 
disturbances  below  the  waist  that  the  patient  appreciates  or 
that  examination  can  reveal.  An  apparent  slight  atrophy  of 
the  muscles  of  the  left  side  of  the  face  is  detected,  but  since  the 
skull  is  somewhat  asymmetric  this  may  be  more  apparent  than 
real.  No  functional  disturbances  of  the  facial  muscles  have 
been  observed,  save  that  in  January,  1898,  there  was  a 
diminution  of  the  palpebral  fissure  of  the  left  side.  In  January, 
1890.  this  is  not  so  apparent,  though  still  present. 

The  left  pupil   is   slightly  myotic.     There  is  no   Argyll- 


Figure  II.     The  marks  on  the  arm  indicate  the  areas  of  analgesia. 
Jan.  18,  1898. 
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Robertson  pupil,  and  in  February,  1898,  there  were  no  changes 
in  the  fundus.  No  ocular  palsies  have  been  seen.  Slight 
lateral  nystagmus  is  found  on  extreme  lateral  movements,  espe- 
cially to  the  right. 

Elbow-jerk  and  wrist-jerk  are  completely  lost.  Some  fibril- 
lary twitching  of  a  transient  character  is  seen  in  the  muscles  of 
the  left  arm  and  forearm.  Chronic  constipation  is  marked,  and 
is  probably  due  to  bad  hygiene,  since  no  loss  of  sphincter  con- 
trol exists.  No  vesical  disturbances  are  present,  and  the 
sexual  appetite  is  not  altered.  Knee-jerks  are  about  normal; 
that  of  the  left  side  being  perhaps  increased.  Ankle-clonus  is 
not  obtained. 

Special  sensory  symptoms  consist  of  a  typical  dissociation 
of  sensation.     No  tactile  anesthesia  is  found  anywhere  in  the 


Figure  I. — The  dotted  portions  indicate  the  areas  of  analgesia  and 
dissociation  of  sensation;  the  deeper  shading  indicates  the  areas  of 
tactile  anesthesia. 

body,  except  in  the  palms  of  both  hands,  as  tested  with  cotton. 
This  does  not  appear  to  be  unusual  in  hands  which  are  hard- 
ened with  hard  work,  and  little  stress  is,  we  believe,  to  be  laid 
upon  it.  Analgesia  to  pin  pricks,  January,  1898,  was  complete 
for  the  whole  of  the  left  arm  and  shoulder,  as  marked  in  the 
photograph  taken  at  the  time.  In  January,  1899,  there  seems 
to  be  a  small  area  sensitive  to  pain  over  the  biceps  muscle.  (See 
Fig.  1.)  In  January,  1898,  the  dorsum  of  the  right  hand  was 
somewhat  analgesic,  and  this  analgesia  has  become  more  pro- 
nounced throughout  the  year.  In  February,  1898,  a  loss  of 
temperature  sense  was  found  over  the  entire  left  arm,  corre- 
sponding to  the  area  of  analgesia,  but  recent  tests  show  that  the 
temperature  sense  has  partially  returned  over  the  upper  parts  of 
this  region,  and  particularly  in  the  palmar  surfaces  of  the  hands. 


230  SMITH  ELY  JELLIFFE. 

Whether  this  return  is  due  to  actual  organic  repair  or  is  a  result 
of  educational  discrimination  as  a  result  of  many  successive 
testings  is  not  manifest.  Cold-conduction  is  slightly  better 
than  heat-conduction.  At  the  present  time  the  palmar  surface 
of  the  left  hand  is  fairly  acute  in  determining  heat  and  cold  when 
grasping  the  test-tubes.  The  percentage  of  correct  answers  for 
this  locality  being  now  (January,  1899),  18  out  of  20  tests.  In 
1898  less  than  50  per  cent,  of  the  determinations  were  correct. 
The  patient  has  often  burned  his  left  hand  with  matches,  and 
is  himself  aware  of  a  diminished  heat  sensibility.  There  are 
no  areas  of  anesthesia  or  of  analgesia  in  the  trunk  or  lower 
extremities.  The  muscular  sense  (weights)  is  not  impaired, 
and  the  sense  of  position  of  the  hands  is  within  normal  range. 
No  changes  in  gait  or  in  'the  speech  are  seen.  No  Romberg 
sign,  and  no  girdle  sensations  exist.  Mental  changes  have  not 
been  found.  The  patient  states  that  his  memory  and  other 
habits  of  mind  are  about  as  they  have  been  for  some  time. 

Trophic  disturbances.  Both  hands  are  cold  and  bluish. 
At  times  there  is  a  peculiar  velvety  edema  of  a  slight  grade. 
Ulcers  form  readily,  and  heal  slowly.  During  the  summer  of 
1898  the  patient  wore  a  plaster  jacket  for  his  scoliosis.  As  a 
result,  he  developed  pressure  ulcers  on  his  shoulders  and  hips. 
These  are  only  now  healing  after  a  lapse  of  four  months  since 
the  removal  of  the  jacket. 


59.  Du  zona  au  cours  de  la  paralysie  generai.e     (Herpes  in  Genera 
Paresis).     G.  Dupan  (Gazette  Hebdomaire,  1898,  p.  853). 

In  this  observation  the  patient  had  an  ophthalmic  zona  at  least 
seven  months  before  the  beginning  of  a  general  paresis.  The  disease 
was  distinctly  developed  in  ten  months  and  the  autopsy  showed  that 
the  trigeminus  was  adherent  to  the  dura  mater.  Thus  it  would  appear 
that  the  eruption  was  due  to  an  irritation  of  the  trigeminal  nerves  by 
the  meningeal  inflammation. 

60.  A  Case^of  Juvenile  General  Paralysis.      A.  Helen  Boyle  (Jour- 
nal of  Mental  Science,  45,  1899,  p.  99). 

This  patient  began  to  show  signs  of  the  disease  at  about  the  age 
of  fourteen  or  soon  after.  Her  family  history  was  obscure.  Tubercu- 
losis was  present  in  the  family,  congenital  syphilis  could  not  be  ruled 
out  entirely,  but  its  only  evidence  was  an  irregularity  of  child  births, 
the  first  two  children  dying  soon  after  birth.  The  symptoms  came  on 
decidedly  about  the  time  of  menstruation  and  there  would  seem  to  be  a 
distinct  relationship  with  this  factor.  The  chief  clinical  picture  was 
that  of  a  progressive  dementia  with  no  delusions  and  marked  involve- 
ment of  bladder  and  rectum.  The  post  mortem  examination  was  held 
to  be  confirmatory  of  the  diagnosis. 


ANOMALOUS      SYMPTOMS      FOLLOWING      TRAUMATIC 
HEMORRHAGE   INTO   THE   SPINAL    CORD. 

LOSS    OF    KNEE-JERK    WITH    ANKLE-CLONUS    AND    GLUTEUS-CLONUS. ' 

By  William  M.  Leszynsky,  M.D., 

CONSULTING    NEUROLOGIST    TO    THE    MANHATTAN    EYE    AND    EAR  HOSPITAL; 
NEUROLOGIST  TO  THE  DEMILT  DISPENSARY,   NEW  YORK  CITY,  ETC. 

Charles  N.,  35  years  of  age,  born  in  Sweden,  single,  car- 
penter, was  first  seen  by  me  May  26,  1898.  Soon  after,  he 
disappeared  from  observation,  but  returned  January  21,  1899, 
and  gave  the  following  history: 

He  was  in  perfect  health  until  June  2,  1896.  At  that  time  he 
fell  from  the  second  floor  to  the  basement  in  an  unfinished 
building  and  struck  on  his  buttocks.  He  was  unable  to  get  up, 
as  he  immediately  became  paralyzed  in  both  lower  extremities, 
necessitating  his  removal  to  the  Presbyterian  Hospital,  where, 
six  hours  after  the  accident,  the  following  condition  was  noted: 
"Loss  of  power  in  both  lower  extremities.  Sensation  lost  in 
the  legs  to  about  three  inches  above  the  knees;  normal  in 
thighs.  Areas  in  leg  where  tactile  sense  is  preserved,  but  pain 
sense  is  lost.  There  is  an  area  of  anesthesia  on  right  buttock, 
crescent-shaped,  extending  about  2^  inches  from  intergluteal 
fold.  Retention  of  urine.  Constipation."  A  few  days  later  there 
was  loss  of  control  over  the  anal  sphincter.  The  patient  re- 
mained in  the  surgical  ward  and  gradually  improved.  He  was 
transferred  to  the  medical  division  November  16,  1896,  where 
the  record  shows  that  there  were  "paraplegia  and  some  cystitis. 
Both  knee-jerks  were  diminished  and  marked  ankle-clonus  was 
on  both  sides."  After  a  sojourn  of  nine  months  he  was  dis- 
charged from  the  hospital,  March  to,  1897,  nearly  two  years 
ago. 

He  now  complains  of  frequent  and  almost  constant  numb- 
ness, of  a  burning  sensation  in  both  feet  and  legs,  and  of 
weakness  in  both  lower  extremities.  He  can  only  walk  with  the 
aid  of  two  crutches.  He  has  frequent  incontinence  of  urine, 
and  exaggerated  bladder  reflex.  His  bowels  are  regular  and 
he  has  good  control  of  the  sphincter.  Sexual  power  is  not 
decreased,  and  he  has  never  suffered  from  priapism.  He  sleeps 
well,  and  his  appetite  and  digestion  are  good.  No  previous 
history  of  alcoholism  or  syphilis. 

Status  Praesens. — He  is  a  well  developed  and  healthy  look- 
ing man.  The  heart,  lungs  and  upper  extremities  are  normal. 
With  slight  assistance  he  is  able  to  stand  for  a  few  moments. 

1  The  patient  and  report  were  presented  before  the  New  York 
Neurological  Society,  February  7,   1899.  1 
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While  doing  so  there  is  considerable  hyper-extension  at  left 
knee-joint.  In  his  effort  to  stand,  marked  clonus  and  trepida- 
tion of  both  lower  extremities  occur.  There  is  incomplete 
paraplegia  with  slight  spasticity,  affecting  the  adductors  of  both 
thighs  and  the  calf  muscles.  Evidence  of  local  atrophy  is  absent, 
but  there  is  general  diminution  in  the  consistency  and  bulk  of 
all  muscles,  equally  distributed  in  both  limbs,  as  compared  with 
the  highly  developed  and  muscular  upper  extremities. 

Measurement. — Circumference  of  lower  extremities,  6£ 
inches  above  patella,  R.  18  inches,  L.  18  inches;  6|  inches 
below  patella,  R.  I2f  inches,  L.  12:}  inches. 

In  the  sitting  position  he  is  able  to  fully  extend  both  legs. 
In  recumbency  he  can  elevate  the  right  limb  to  its  full  height, 
while  the  left  can  only  be  raised  about  three-fourths  of  the 
same  distance.  Both  feet  are  in  a  condition  of  talipes  equinus, 
but  there  is  neither  ankylosis  nor  contracture.  In  the  right 
foot  there  is  only  slight  power  in  dorsal  flexion.  In  the  left 
there  is  none.  While  lying  in  the  prone  position  voluntary 
flexion  of  legs  upon  thighs  is  impossible.  There  is  no  evidence 
of  deformity  of  vertebral  column.  Muscular  resistance  to 
passive  movement  is  quite  feeble  in  the  posterior  thigh  muscles, 
the  crural  group  and  the  ilio-psoas  on  both  sides.  The  power 
of  abduction  (gluteus  medius  and  gluteus  minimus)  is  only 
slightly  impaired,  while  the  outward  rotation  of  both  thighs 
(gluteus  maximus)  is  feeble.  All  of  the  paretic  muscles  are 
flaccid. 

Electrical  Examination. — Shows  quantitative  decrease  in 
faradic  irritability.  Anterior  crural  nerve  and  muscles,  R.  32 
mm.,  L.  52  mm.;  peroneal  nerve,  R.  25  mm.,  L.  25  mm.;  tibial 
group  of  muscles,  R.  50  mm.,  L.  55  mm.;  biceps,  R.  50  mm., 
L.  50  mm. ;  gluteus  maximus,  R.  50  mm.,  L.  50  mm.  All  con- 
tractions are  slow.  The  reaction  to  the  galvanic  current  pre- 
sents nothing  abnormal. 

Both  plantar  reflexes  are  active.  The  Achilles-reflex  is 
highly  exaggerated  on  both  sides.  Ankle-clonus,  which  is 
quickly  elicited  in  the  usual  manner,  is  equally  well  marked 
and  persistent  on  both  sides.  « It  is  also  readily  produced  by 
percussion  over  the  Achilles-tendon,  with  or  without  dorsal 
flexion  of  the  foot,  and  while  the  patient  is  kneeling.  In  fact, 
the  irritability  of  the  gastrocnemius  muscle  itself  is  so  exalted 
that  a  gentle  tap  upon  it  will  at  times  produce  the  same  degree 
of  clonus,  especially  on  the  left  side.  This  is  not  influenced  in 
its  activity  by  forced  flexion  of  the  great  toe.2    The  left  knee- 

2  From  a  series  of  experiments  on  dogs  and  rabbits  Sternberg 
has  shown  (Sitzungs-bericht  der  Kais.  Akademie  der  Wissensch  in 
Wien,  1891,  Vol.  C.,  Part  3)  that  on  percussion  over  the  Achilles- 
tendon  the  contraction  is  not  limited  to  the  gastrocnemius,  but  also 
includes  the  soleus  and  plantaris  muscles. 
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jerk  is  absent.  The  right  knee-jerk  is  hardly  perceptible,  if 
present  at  all,  with  the  strongest  reinforcement.  Percussion 
just  above  or  below  the  patellar  tendon  on  either  side  produces 
slight  contraction  of  the  vastus  externus  only,  but  no  knee- 
jerk  (except  as  above  mentioned).  The  contraction  of  this 
muscle  alone  is  manifestly  too  weak  to  produce  extension 
of  the  leg,  and  thus  verify  the  claim  of  Sherrington3  that  the 
vastus  externus  is  the  chief  muscle  involved  in  the  production 
of  the  knee-jerk.  Sternberg  has  also  demonstrated  that  there 
is  no  necessary  relationship  between  increase  of  tendon  reflexes 
and  increased  muscular  tonus,  and  this  latter  conclusion  would 
seem  to  apply  in  this  case,  as  the  mechanical  irritability  of  the 
vastus  externus  is  increased  while  the  knee-jerk  is  absent. 

From  the  fact  that  voluntary  extension  of  the  leg  upon  the 
thigh  is  possible,  it  would  seem  that  the  reflex  arc  is  interrupted 
in  its  sensory  portion  within  the  cord.  It  is  an  open  question 
in  this  particular  case  as  to  whether  the  contraction  of  the 
vastus  externus  is  purely  reflex  or  of  an  idiomuscular  type. 

Sudden  and  forcible  pressure  downward,  or  percussion 
below  the  origin  of  the  gluteus  medius  muscle  on  both  sides, 
produces  a  distinct  and  persistent  clonus  which  is  difficult  to 
suppress,  but  ceases  when  the  patient  forcibly  flexes  the  trunk 
upon  the  thighs.  The  cremasteric  reflex  is  present,  but  feeble, 
on  both  sides.  The  abdominal  reflex  is  present  on  the  right 
and  absent  On  the  left  side.    The  anal  reflex  is  preserved. 

Examination  of  the  urine  indicates  the  presence  of  a  mild 
degree  of  cystitis.  (Sp.  gr.,  1029;  acid.  Excess  of  phosphates. 
Muco-pus.) 

The  only  objective  disturbance  of  cutaneous  sensibility  is 
found  almost  symmetrically  situated  in  both  lower  extremities, 
as  outlined  in  the  accompanying  chart.  In  this  area  tactile 
sensibility  is  preserved,  while  there  is  complete  analgesia  and 
marked  impairment  of  temperature  sense.  A  very  strong 
faradic  current  with  the  wire  brush  applied  over  the  region 
produces  a  very  slight  sensation  of  pain.  The  muscular  sense 
is  normal  in  both  lower  extremities. 

It  will  be  observed  that  while  this  area  of  analgesia  and  ther- 
moanesthesia does  not  accurately  correspond  with  the  picture 
of  sensory  disturbance  resulting  from  a  complete  destruction 
of  the  third  and  fifth  lumbar  segments,  it  is  sufficiently  well 
defined  to  enable  us  to  say  with  some  degree  of  certainty,  that 
the  lesion  producing  it  is  located  in  these  segments.  The  dis- 
sociation of  sensibility,  as  manifested  in  the  preservation  of 
the  tactile  sense,  and  its  bilateral  and  symmetrical  distribution, 
substantiates  the  conclusion  as  to  its  spinal  origin. 

*  Brit.  Med.  J.,    1892,  Vol.  I.,  p.  654. 
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It  is  also  interesting  to  note  that  the  area  of  anesthesia  cor- 
responds to  the  anatomical  peripheral  distribution  of  the  sciatic 
(peroneal)  and  anterior  crural  (long  saphenous)  nerves,  which 
innervate  respectively  the  muscles  paralyzed  in  this  case,  i.  e., 
the  biceps  and  tibial  group,  and  the  crural  group.  From  a* 
study  of  the  functions  of  the  various  spinal  segments,  it  has 
been  assumed  that  these  muscles  are  represented  in  the  second 
and  fourth  lumbar  segments. 

The  only  reflexes  that  are  absent  are  the  knee-jerk  and  the 
abdominal   reflex   on    the   left    side,    while    both    cremasteric 


The  shaded  areas  in  the  lower  limbs  indicate  the  regions  of 
preserved  tactile  sensibility,  complete  analgesia,  and  marked  impair- 
ment of  temperature  sense. 

reflexes  are  weak.  This  would  indicate  involvement  of  their 
spinal  centers,  situated  between  the  two  lowest  dorsal  and  the 
fourth  lumbar  segments. 

The  most  unusual  feature  in  this  case,  however,  is  the 
absence  of  the  knee-jerk  and  the  presence  of  ankle-clonus.  It 
seems  that  this  condition  occurs  in  spinal  cord  lesions  limited 
to  the  lumbar  segments  containing  the  reflex  center  for  the 
knee-jerk,  which  at  the  same  time  cut  off  or  damage  the  so- 
called  inhibitory  fibers  in  the  motor  tract  communicating  with 
the  lower  reflex  centers. 
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If  we  would  accustom  ourselves  to  look  upon  ankle-clonus 
as  concurrent  with  an  exaggerated  Achilles-reflex,  and  an- 
alogous to  patella-clonus,  which  is  so  frequently  associated  with 
a  highly  exaggerated  knee-jerk,  the  anomalous  condition  of 
ankle-clonus  with  loss  of  knee-jerk  would  become  more  com- 
prehensible. 

From  a  study  of  1900  cases  observed  in  the  psychiatric 
clinic  at  Jena,  Ziehen4  found  that  excessive  increase  of  the 
Achilles-reflex  without  foot-clonus  was  exceedingly  rare.  Foot- 
clonus  without  distinct  increase  in  the  Achilles-reflex  he  ob- 
served only  twice.  All  of  the  other  reflexes  in  my  case  whose 
spinal  centers  are  in  the  sacral  portion  of  the  cord  are  either 
active  or*  exaggerated. 

The  pronounced  and  excessive  clonus  affecting  the  deeper 
gluteal  muscles  is  a  condition  that  is  rarely  observed,  and 
probably  indicates  an  irritative  character  of  the  cord  lesion,  as 
well  as  damage  to  the  inhibitory  fibers. 

It  is  a  common  experience  to  note  the  loss  or  diminution  of 
sexual  power  in  traumatic  lesions  affecting  the  lower  portion 
of  the  cord.  The  preservation  of  function  in  this  case  may  be 
explained  by  the  escape  from  damage  of  the  genital  centers 
in  the  sacral  segments.  From  the  foregoing,  we  may  conclude 
that  primarily,  there  was  a  traumatic  hemorrhage  into  the 
lumbar  cord,  with  irregular  disintegration  of  structure  in  the 
upper  lumbar  segments.  This  has  probably  resulted  in  a 
secondary  degeneration  affecting  symmetrically  the  motor 
tract  below  this  area,  and  in  the  formation  of  a  cavity  in  this 
region.  The  lesion  evidently  extends  irregularly  from  about 
the  tenth  dorsal  to  the  upper  sacral  segments. 

4  Ziehen,  Deutsch.  med.  Woch.,  1894,  Nos.  33  and  34. 


61.  Ueber  Pruritus  als  Symptom  her  progressiven  Paralyse  (Pru- 
ritus as  a  Symptom  of  General  Paresis).  A.  Sarbo  (Pester  med. 
chirurg.  Presse,  33,  1897. 

In  two  cases  the  author  observed  a  persistent  and  intense  pruritus 
as  an  early  symptom  of  general  paresis.  This  symptom  disappeared  as 
the  disease  progressed. 

62.  Beitrag  zur  ^EnoLoruR  der  progressiven  Paralyse  (Contribution 
to  the  Etiology  of  General  Paresis).  W.  Eccard  (Ver.  Bl.  der 
pfalx.  ^Erzte,  13,  1897,  No.  11). 

The  author  believes  that  without  syphilis  there  can  be  no  general 
paresis.  In  a  study  of  35  cases,  24  men  and  11  women,  in  the  men  a 
positive  history  was  obtained  for  22,  91.9  per  cent.,  in  the  women, 
8  cases  had  been  infected,  72  per  cent. 


JcrcieiB  &tpoxt*. 


v-  NEW  YORK  NEUROLOGICAL  SOCIETY. 

February  7,  1899. 
Vice-President,  Dr.  Joseph  Collins,  in  the  chair. 
CASES  OF  PARTIAL  SPINAL  CORD  INJURY. 

Dr.  Pearce  Bailey  presented  two  cases  of  this  kind.  The 
first  was  that  of  a  man  who  on  December  9,  1898,  fell  several 
feet,  struck  on  his  head,  and  became  unconscious.  On  recover- 
ing- consciousness  he  had  tingling-  in  both  upper  and  lower 
extremities,  but  no  disturbances  of  the  bladder  or  rectum,  and 
no  real  paralysis.  He  soon  afterward  left  the  hospital,  but 
since  then  had  been  troubled  with  pain  and  stiffness  in  the 
neck,  and  with  numbness  in  the  extremities  on  the  right  side. 
Examination  at  the  time  of  presentation  showed  anesthesia 
of  the  right  forearm  and  right  leg,  more  marked  in  the  latter, 
and  a  difference  in  the  palpebral  fissures.  The  left  pupil  was 
the  smaller  and  less  responsive.  No  clonus,  no  paralysis  and 
no  twitchings  were  observed.  A  distinct  prominence  was  seen 
in  the  cervical  region,  but  the  stiffness  of  the  neck  was  rapidly 
diminishing.  The  case  was  looked  upon  as  one  of  slight  uni- 
lateral hemorrhage  in  the  sixth  cervical  segment,  with  possibly 
some  contusion. 

The  second  case  was  that  of  a  man,  forty-three  years  of 
age,  who  had  been  squeezed  between  two  heavy  masses  in  an 
elevator  shaft  last  November,  and  while  thus  caught  the  ele- 
vator had  descended  upon  his  head,  and  pressed  him  down  to 
the  floor.  He  had  not  regained  consciousness  until  after  reach- 
ing the  hospital.  He  had  then  severe  pain  in  the  neck  and 
tingling  in  the  fingers,  but  had  control  over  the  bladder  and 
rectum.  Examination  at  the  time  of  presentation  showed 
anesthesia  over  the  right  deltoid  region,  and  exaggeration  of 
all  the  reflexes,  but  the  right  patellar  reflex  was  not  as  lively 
as  that  on  the  left  side  and  a  left  foot-clonus  had  been  noted. 
The  case  was  an  incomplete  type  of  Brown-Sequard's  paralysis, 
In  view  of  the  forcible  flexion  of  the  neck  it  was  almost  certain 
that  a  hemorrhage  into  the  cord  had  occurred. 

Dr.  Edward  D.  Fisher  said  that  he  had  under  observation  a  case 
in  which  his  diagnosis  had  been  meningeal  hemorrhage,  and  possibly 
a  slight  hemorrhage  into  the  spinal  cord,  but  because  of  the  history 
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he  could  not  feel  that  a  very  serious  loss  of  substance  in  the  spinal 
cord  had  occurred.  The  condition  of  the  reflexes  seemed  to  indicate 
the  existence  of  some  compression  outside  of  the  cord,  either  the  result 
of  hemorrhage  or  of  slight  dislocation  of  the  vertebrae.  Three  months 
had  elapsed  since  the  accident,  yet  the  boy  was  only  just  able  to  move 
around.  Unless  paralyses  were  associated  with  atrophy  he  did  not 
feel  sure  of  the  existence  of  a  large  hemorrhage  in  the  cord. 

Dr.  George  W.  Jacoby  believed  that  cases  of  this  kind  were  ex- 
amples of  subarachnoid  hemorrhage,  and  that  the  diagnosis  could  be 
made  by  lumbar  puncture.  If  pure  fluid,  free  from  admixture  with 
blood,  were  drawn  off,  there  was  evidently  no  subarachnoid  hemor- 
rhage. He  also  thought  that  this  procedure  possessed  some  thera- 
peutic value. 

Dr.  Bailey  stated  that  the  diagnosis  in  his  cases  had  been  based 
mainly  on  collateral  evidence.  The  records  of  autopsies  showed  that 
extradural  hemorrhages  were  extremely  rare,  except  when  associated 
with  mutilation  of  the  cord.  In  the  examinations  that  he  had  made 
on  spinal  cords  of  several  persons  who  had  met  violent  death  from 
general  traumatisms,  he  had  found  small  hemorrhages  into  the  cord 
without  any  fracture  of  the  vertebra?.  This  was  particularly  true  of 
injuries  in  the  cervical  region. 

Dr.  W.  M.  Leszynsky  presented  a  case  of  spinal  cord  lesion 
with  anomalous  symptoms.    (See  p.  231.) 

DEMONSTRATION  OF  THE  BRAIN  OF  A  CASE  OF  SEN- 
SORY APHASIA. 

Dr.  Joseph  Collins  reported  the  case  of  a  negress,  who  had 
sensory  aphasia.  The  patient  when  first  seen  had 
hemiplegia,  not  entirely  typical,  and  at  intervals  of  eight 
months  had  had  attacks  of  epilepsy.  The  most  striking  defects 
of  spontaneous  speech  were  amnesia  of  words,  particularly  of 
nouns,  and  paraphasia.  She  could  usually  tell  her  name,  but 
not  the  names  of  members  of  her  family  or  her  residence.  It 
was  impossible  for  her  to  repeat  the  simplest  sentence  after  it 
had  been  spoken.  She  could  sing  the  airs  of  popular  tunes,  but 
could  not  get  the  words  in  right.  She  had  lost  the  comprehen- 
sion of  written  and  printed  words.  After  repeated  examinations 
right  lateral  hemianopsia  had  been  demonstrated.  She  had  had 
a  slight  degree  of  word-deafness,  which  became  more  apparent 
the  longer  the  case  was  studied;  it  was  due  apparently  to  func- 
tional word  degradation.  A  lesion  of  the  visual  center  and  sub- 
jacent white  substance  was  believed  to  be  present.  If  she  were 
asked  to  say  "B,"  she  might  say  "C"  instead,  and  in  other  ways 
she  presented  many  instructive  contrasts  in  connection  with  her 
aphasia.    She  died  about  two  months  ago. 

On  post-mortem  examination,  the  brain  was  extremely 
small,  and  the  left  hemisphere  was  distinctly  smaller  than  the 
right.  There  were  also  three  areas  of  softening  in  the  left 
hemisphere — one  involving  the  middle  third  of  the  ascending 
parietal  convolution;  a  second  area  situated  in  the  posterior  end 
of  the  inferior  parietal  convolution,  and  involving  the  entire 
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angular  gyrus,  except  its  inferior  portion,  and  a  third  area  in 
the  posterior  end  of  the  supratemporal  convolution.  The  first 
area  of  softening  measured  3  cm.  perpendicularly,  and  1.6  cm. 
at  the  widest  part.  The  second  area  was  the  largest,  measuring 
in  its  antero-posterior  diameter  2  em.,  and  1.5  cm.  vertically. 
The  most  conspicuous  alteration  of  the  superior  temporal  con- 
volution was  its  shrinkage,  so  that,  as  compared  with  the  other 
side,  it  looked  like  a  ribbon.  The  pia  was  not  adherent  except 
at  one  portion  on  the  left  side,  and  over  the  posterior  end  of  the 
fissure  of  Sylvius.  When  the  pia  was  stripped  from  the  fissure 
of  Sylvius,  the  destruction  of  tissue  in  the  areas  referred  to  was 
seen  to  be  greater  than  had  appeared  at  first  sight.  The  cuneus 
had  remained  intact.  The  base  of  the  brain  showed  no  abnor- 
malities, except  the  relative  smallness  of  the  left  hemisphere. 
The  optic  nerve  and  chiasm  were  normal,  the  blood  vessels 
were  not  thickened,  and  there  was  no  evidence  of  meningeal 
inflammation.  The  medulla  oblongata  and  cerebellum  were 
normal  in  appearance  and  relationship.  These  findings  seemed 
to  him  exceedingly  interesting  in  view  of  the  clinical  history 
and  the  diagnosis  made  during  life.  He  expected,  on 
dividing  the  brain,  to  find  that  the  optic  radiations  had  been 
severed,  thus  giving  rise  to  the  homonymous  hemianopsia. 

Dr.  Fisher  expressed  his  surprise  that  in  a  case  lasting  only  three 
years  there  should  have  been  such  a  marked  difference  in  the  two 
hemispheres. 

Dr.  William  Hirsch  read  a  paper  on  the  relation  of  infantile 
spinal  paralysis  to  spinal  diseases  of  later  life.  (To  be  published 
in  this  journal.) 

Dr.  Edward  D.  Fisher  agreed  with  the  reader  of  the  paper  that 
the  case  was  not  one  of  amyotrophic  lateral  sclerosis.  The  point 
had  been  very  clearly  brought  out  that  many  cases  formerly  diagnos- 
ticated as  systemic  diseases  were  really  various  forms  of  diffuse  mye- 
litis. He  said  that  many  cases  of  poliomyelitis  were  met  with  which 
extended  over  a  long  period,  and  yet  they  did  not  give  rise  to  the 
condition  found  in  the  case  just  reported;  hence,  the  direct  relation  of 
the  inflammatory  condition  to  the  original  poliomyelitis  could  not  be 
definitely  established.  The  theory  of  Strumpell  that  a  virus  could 
remain  latent  for  many  years  and  then  exert  its  influence  seemed  to 
him  very  far-fetched.  He  would  like  to  ask  whether  there  was  any 
direct  connection  between  the  bulbar  symptoms  and  the  spinal  symp- 
toms which  were  present  primarily.  The  clinical  picture  of  poliomye- 
litis was  almost  perfect,  so  that  no  other  diagnosis  could  be  expected 
under  the  circumstances. 

Dr.  Leszynsky  said  that  he  had  had  under  observation  for  eight 
years  a  lady  now  of  forty-eight  years,  who  during  her  childhood  had 
had  a  poliomyelitis.  This  had  left  her  with  an  incompletely  paralyzed 
limb.  Some  years  later,  she  had  developed  loss  of  power  in  both 
lower  extremities,  and  when  first  seen  by  him  some  years  ago  all  of 
the  signs  of  a  progressive  chronic  poliomyelitis  in  both  lower  ex- 
tremities were  present.  The  disease  had  progressed,  although  very 
slowly,  since  that  time.     This  seemed  to  indicate  the  possibility  of  a 
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direct  relationship  between  the  old  lesion  and  the  later  one,  but  this 
was  the  only  case  of  the  kind  that  he  had  ever  encountered. 

Dr.  George  W.  Jacoby  asked  if  cases  of  encephalitis  occurred 
frequently  or  at  all  in  later  life  after  cerebral  hemorrhage  in  child- 
hood. He  had  seen  one  such  case,  in  which  an  encephalitis  occurred 
in  an  adult  who  had  had  a  cerebral  hemorrhage  in  childhood.  There 
seemed  to  be  an  analogy  between  this  and  the  case  reported  in  the 
paper. 

Dr.  Joseph  Collins  did  not  think  that  there  was  any  relation  be- 
tween the  poliomeylitis  and  the  diffuse  myelitis  occurring  later  in  life 
in  Dr.  Hirsch's  case.  He  could  not  imagine  how  the  previous  scar 
could  have  anything  to  do  with  starting  the  later  inflammation  from 
which  the  patient  died.  According  to  clinical  experience,  with  the 
bare  exception  of  keloid,  scars  were  not  the  starting-point  of  such 
pathological  processes.  The  whole  thing  seemed  to  him  a  mere  coin- 
cidence. In  spite  of  the  great  care  exercised  in  the  examination  he 
had  not  been  convinced  that  any  definite  relation  between  the  two 
diseases  had  been  demonstrated.  It  was  naturally  very  gratifying  to 
him  that  Dr.  Hirsch's^  study  had  confirmed  his  own  observations 
regarding  the  allocation  of  function  of  the  posterior  group  of  cells  in 
the  eighth  dorsal  segment.  The  explanation  offered  by  the  reader  of 
the  paper  for  the  absence  of  changes  in  the  Rolandic  cortex  also 
seemed  very  plausible  and  trustworthy.  He  certainly  agreed  with  Dr. 
Fisher  that  it  was  ridiculous  to  suppose  that  a  scar  could  lock  up  a 
poison  for  half  a  lifetime,  and  then  allow  it  to  come  out  and  produce 
disease. 

Dr.  Hirsch  closed  the  discussion.  Regarding  the  connection  of 
the  bulbar  symptoms  and  the  spinal  cord  symptoms,  and  the  relation 
between  the  infantile  spinal  paralysis  and  the  later  disease,  he  said 
that  he  had  quoted  theories  largely,  but  it  seemed  to  be  an  actual 
fact  that  the  pathologic  process  started  from  where  the  so-called  scar 
of  the  poliomyelitis  had  been.  This  had  been  proved  both  by  the 
clinical  symptoms  and  the  pathological  findings.  The  fan-like  pro- 
liferation of  connective  tissue  into  the  pyramidal  tract  accounted  for 
the  rigidity  of  the  limbs  at  the  beginning  of  the  later  disease.  The 
order  of  development  of  the  symptoms  seemed  to  point  to  the  origin 
of  the  later  disease  from  the  left  anterior  horn.  Strumpell  had  com- 
pared the  "scar"  to  a  tubercular  focus — evidently  not  an  absurd  com- 
parison. He  had  found  the  report  of  a  case  of  infantile  poliomyelitis 
in  which  encephalitis  occurred  in  later  life. 


63.  Fo  Filfalde  af  Landrv's  Paralyse  (Two  Cases  of  Landry's 
Paralysis).  A.  Schultz  (Nordsk.  Mag.  f.  Laegevidensk,  59,  1898, 
No.  6). 

One  of  the  cases  here  reported  is  of  interest  in  that  it  presented 
all  of  the  clinical  features  of  an  acute  ascending  neuritis,  resulting  in 
death  by  paralysis  of  respiration  at  the  end  of  two  weeks,  and  yet  the 
microscopical  findings,  by  modern  methods,  were  entirely  negative. 
The  second  case  followed  a  multiple  neuritis  in  a  chronic  alcoholic 
patient.  Here  there  was  a  diffuse  parenchymatous  myelitis  and  a 
parenchymatous  degeneration  of  the  nerves.  Jelliffe. 
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January  23,  1899. 

The  President,  Dr.  F.  X.  Dercum,  in  the  chair. 

Dr.  F.  A.  Packard  read  a  paper  with  the  title  "Acute  An- 
terior Poliomyelitis  Occurring-  Simultaneously  in  a  Brother  and 
Sister."     (See  p.  210.) 

Dr.  Charles  K.  Mills  said  that  in  recent  years  he  had  come  to  the 
conclusion  that  anterior  poliomyelitis  is  an  infectious  disease,  but  that 
he  had  very  little  experience  with  its  occurrence  in  members  of  the 
same  family.  The  fact  that  the  disease  frequently  occurs  in  healthy 
children  with  a  good  family  history  would  seem  to  lend  strength  to 
the  view  that  it  is  of  infectious  origin. 

Dr.  Charles  W.  Burr  remarked  that  a  disease  occurs  in  pigs  which 
probably  is  an  anterior  poliomyelitis.  The  disease  begins  with  slight 
fever,  the  animal  appears  to  be  sick,  then  it  becomes  palsied,  and  later 
the  muscles  waste.  He  knew  nothing  as  to  the  condition  of  the  re- 
flexes. Sometimes  the  hind  legs  are  affected,  sometimes  four  legs 
and  sometimes  three.  Sensory  symptoms  seem  to  be  absent.  If  the 
pig  is  pinched,  it  squeals.  Sometimes  all  the  pigs  in  a  pen  are  affected, 
sometimes  only  one  is  attacked.  This  disease  is  certainly  infectious 
and  he  thought  that  it  was  the  same  as  that  which  occurs  in  children. 

Dr.  F.  X.  Dercum  presented  a  case  of  chronic  poliomyelitis 
of  the  adult,  affecting  the  entire  cord  and  involving  also  the 
medulla. 

The  patient  was  a  farmer,  69  years  of  age,  who  one  year 
previously  had  noticed  occasional  huskiness  in  his  voice.  This 
huskiness  had  gradually  increased  and  finally  led  to  an  examin- 
ation of  the  throat  by  a  laryngologist,  who  stated  that  the 
patient  presented  a  paresis  of  the  vocal  cords.  The  patient  was 
then  referred  to  the  nervous  clinic  of  the  Jefferson  Hospital  on 
December  12,  1898.  The  symptoms  of  bulbar  palsy  were  at 
once  noted.  Phonation  was  extremely  difficult.  There  was 
marked  paralysis  with  atrophy  of  the  tongue  and  marked 
inability  to  move  the  lips,  especially  to  imitate  the  movements 
of  pouting. 

On  stripping  the  patient,  marked  muscular  wasting  was 
found  in  the  arms  and  legs  of  both  sides  and  also  in  the  trunk. 
The  atrophy  was  most  marked  in  the  muscles  of  the  shoulder 
girdle;  the  deltoids  and  supraspinatus  and  infraspinatus 
muscles  showing  the  greatest  degree  of  change.  Fibrillary 
tremors  were  widely  diffused  and  noticeable  not  only  in  the 
muscles  in  which  atrophy  had  become  pronounced  but  also  in 
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numerous  other  groups.  Distinct  atrophy  was  also  present  in 
the  gluteal  regions,  thighs  and  legs.  Fibrillary  tremors  were 
also  noted  in  these  situations.  The  knee-jerks  and  elbow-jerks 
were  distinctly  minus.  No  sensory  phenomena  were  observed, 
nor  were  there  any  ocular  manifestations. 

Dr.  Dercum  stated  that  in  his  experience  cases  of  polio- 
myelitis in  the  adult,  so  extensively  diffused,  were  comparatively 
rare.  The  more  common  syndrome  observed  is  that  in  which 
atrophy  is  first  manifested  in  the  hands,  in  the  thenar  and 
hypothenar  eminences,  and  as  the  case  progresses,  spastic 
symptoms  make  their  appearance  in  the  legs ;  the  legs  not  show- 
ing atrophy  as  do  the  arms,  but  on  the  contrary  presenting  more 
or  less  rigidity  with  exaggeration  of  the  knee-jerks.  In  other 
words  the  syndrome  of  amyotrophic  lateral  sclerosis,  with  or 
without  involvement  of  the  medulla,  is  the  more  common  form 
of  muscular  atrophy  of  spinal  origin  in  the  adult. 

Dr.  Dercum  also  placed  on  record  a  case  of  organic  hemi- 
plegia with    hemianesthesia,  extending  over  five  years. 

J.  B.,  male,  aged  49;  a  mulatto;  an  inmate  of  the  wards  of 
the  Philadelphia  Hospital,  had  suffered  from  an  apoplectic 
seizure  five  years  ago,  the  attack  being  followed  by  hemiplegia 
of  the  left  arm  and  leg,  together  with  a  sharply  defined  and  per- 
sistent hemianesthesia  of  the  same  side.  The  man  presents 
to-day  signs  of  a  spastic  hemiplegia  of  the  left  side,  moderate 
in  severity,  together  with  a  moderate  degree  of  contracture 
of  the  left  arm  and  spastic  rigidity  and  exaggeration  of  the 
knee-jerk  of  the  left  leg.  The  hemianesthesia  at  present  is 
sharply  delimited  by  the  middle  line  of  the  body  and  appears 
to  be  everywhere  complete.  A  right  sided  homonymous  hemi- 
anopsia is  associated  with  this  hemianesthesia.  There  is  no 
impairment  of  hearing  upon  the  left  side  nor  is  there  any 
involvement  of  taste  or  smell.  The  sensory  symptoms  are 
limited  to  those  concerned  in  the  various  forms  of  cutaneous 
sensibility  and  the  visual  phenomena  just  stated.  There  can  be 
no  doubt  that  in  the  present  instance  the  lesion  was  so  situ- 
ated as  to  involve  not  only  the  fibers  of  the  anterior  two-thirds 
of  the  posterior  limb  of  the  internal  capsule,  but  also  the  pos- 
terior third  of  the  posterior  limb  and  the  fibers  of  the  optic 
radiations.  Cases  of  hemiplegia,  even  of  organic  origin,  with 
persistent  hemianesthesia  are  in  the  experience  of  Dr.  Dercum 
comparatively  rare.  Hemianesthesia  and  hemianopsia  are  not 
infrequently  observed  during  an  apoplectic  seizure,  or  immedi  - 
ately  subsequent  to  a  seizure,  but  it  is  quite  common  for  these 
symptoms  to  disappear  at  a  relatively  early  period,  and  they 
are  therefore  to  be  regarded  as  distance  symptoms.  Actual 
lesions  of  the  posterior  portion  of  the  internal  capsule  and  of  the 
optic  radiations  must  be  a  rather  rare  occurrence. 
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Dr.  W.  G.  Spiller  spoke  of  the  recent  views  regarding  the  loca- 
tion of  the  sensory  fibers.  It  had  been  believed  that  the  external 
bundle  of  the  peduncle  was  sensory,  because  it  did  not  degenerate 
downward  after  lesions  of  the  inner  capsule.  Dejerine  had  shown  by 
several  cases  that  this  view  was  incorrect,  and  that  this  bundle  of 
fibers  has  its  origin  in  the  second  and  third  temporal  convolutions, 
and  does  degenerate  downward  if  the  lesion  in  the  internal  capsule 
extends  downward  sufficiently  to  cut  these  fibers.  Mills  and  Spiller 
had  confirmed  the  observations  of  Dejerine,  to  the  extent  of  showing 
that  the  external  bundle  of  the  cerebral  peduncle  does  not  arise  in  the 
first  temporal  convolution,  and  Spiller  had  published  the  report  of 
another  case  establishing  the  same  fact.  The  case  of  Mills  and  Spiller 
was  one  of  abscess  in  the  first  temporal  convolution  with  absence  of 
all  degeneration  in  the  external  bundle  of  the  peduncle  by  Marchi's 
method.  The  case  of  Spiller  was  one  of  infantile  hemiplegia  of  many 
years  duration,  with  destruction  of  the  first  temporal  convolution  and 
integrity  of  the  external  bundle  of  the  peduncle. 

Dr.  Spiller  referred  to  the  views  of  Dejerine  regarding  the  ab- 
sence of  a  distinct  band  of  fibers  for  the  conduction  of  general  sen- 
sation in  the  area  posterior  to  the  posterior  limb  of  the  internal 
capsule.  He  stated  that  Dejerine  and  Long  had  observed  two  cases 
in  which  a  lesion  was  found  in  the  posterior  limb  of  the  internal 
capsule,  the  thalamus  was  intact  and  sensation,  therefore,  had  not 
been  altered. 

Dr.  Charles  K.  Mills  thought  that  it  was  not  unusual,  although 
not  common,  to  find  persistent  hemianesthesia  with  hemiplegia  in 
organic  cases.  He  had  seen  a  number  of  such  cases.  One  of  these 
was  a  patient  who  had  been  under  observation  for  many  years  in 
the  Philadelphia  Hospital.  The  case  was  interesting  in  that  it  pre- 
sented hemiplegia  and  hemianesthesia  without  hemianopsia.  The  case 
however  throws  no  positive  light  upon  the  part  played  by  lesions  of 
the  internal  capsule  in  the  causation  of  hemianesthesia,  as  the  lesion 
involved  both  the  thalamus  and  the  posterior  part  of  the  internal 
capsule.  The  anesthesia  was  probably  due  to  the  lesion  of  the  thala- 
mus. He  thought  it  probable  that  in  Dr.  Dercum's  case  a  lesion 
involved  both  the  posterior  part  of  the  capsule  and  the  thalamus,  and 
that  perhaps  the  hemiplegia  was  due  to  the  lesion  of  the  capsule  and 
the  anesthesia  to  the  lesion  of  the  thalamus.  He  thought  that  the 
question  of  the  passage  of  sensory  fibers  through  the  posterior  ex- 
tremity of  the  posterior  limb  of  the  internal  capsule  was  not  yet 
settled,  as  some  physiological  and  pathological  observations  seemed 
to  support  the  older  view  of  the  sensory  functions  of  a  portion  of  the 
capsule. 

A  CASE  OF  ANOMALOUS   DYSTROPHY. 

Dr.  S.  Sol  is  Cohen  presented  a  woman,  48  years  of  age, 
with  a  peculiar  enlargement  of  the  hands  and  feet.  The  meno- 
pause had  occurred  6  years  ago.  The  hands  had  always  been 
rather  large,  but  during  the  past  three  months  they  had 
steadily  increased  in  size,  and  at  the  time  the  patient  was  pre- 
sented were  much  larger  than  they  had  been  a  year  ago.  They 
were  broadened  and  deflected  to  the  ulnar  side,  and  the  fingers 
presented  a  conical  outline  rather  than  the  sausage-shape  of 
acromegaly.  The  feet  had  also  increased  in  size.  Skiagraphs 
showed  that  the  enlargement  of  the  hands  was  due  to  hyper- 
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trophy  of  the  soft  tissues,  and  not  of  bone.    Some  wasting  was  . 
noticed  in  the  first  interosseous  space.    The  nails  were  normal. 
The  grip  of  the  hands  was  weak.    The  forearms  were  normal, 
but  pads  apparently  of  fat  were  found  on  the  arms.    Paresthesia 
was  felt  in  the  hands  and  feet  only  during  wet  weather. 

The  feet  were  symmetrically  enlarged,  except  that  the  in- 
crease of  size  was  more  noticeable  over  the  malleoli.  The 
enlargement  was  confined  to  the  soft  tissues. 

The  patellar  reflex  was  much  exaggerated,  but  ankle-clonus 
was  not  obtained.  All  forms  of  sensation  were  normal.  Slight 
kyphosis  was  observed  in  the  cervical  region.  Headache  was 
not  constant.  The  bones  of  the  face  were  not  enlarged.  Over 
the  lower  jaw  was  a  freely  movable  fatty  mass  giving  a  pointed 
appearance  to  the  chin.    Hemianopsia  was  not  observed  . 

Dr.  Guy  Hinsdale  agreed  with  Dr.  Burr  and  Dr.  Cohen  that  the 
case  did  not  present  the  physiognomy  of  acromegaly.  The  absence 
of  enlarged  and  prognathous  jaw,  the  character  of  the  fields  of  vision, 
the  absence  of  exophthalmos,  the  absence  of  disease  of  the  thyroid, 
the  absence  of  history  of  disturbance  of  the  menstrual  function  and 
the  appearance  shown  by  the  skiagraphs  would  indicate  a  disease  not 
related  to  acromegaly.  He  thought  that  the  history  of  two  attacks 
of  typhoid  fever  was  of  interest  as  it  is  well  known  that  the  toxins 
produced  in  typhoid  fever  may  cause  remarkable  changes  in  nutrition. 
Possibly  this  might  prove  to  be  the  ultimate  cause  of  the  trophic 
changes  in  the  extremities. 

Dr.  A.  A.  Eshner  referred  to  the  possibility  of  this  being  some 
form  of  adiposis  or  lipomatosis.  As  the  skiagraphs  showed  and  as 
physical  examination  indicated,  the  changes  were  confined  to  the  soft 
tissues.  It  seemed  to  him  that  there  might  be  a  series  of  dystrophies 
with  myxedema  and  cretinism  at  the  one  end  and,  perhaps,  acromegaly 
at  the  other,  not  necessarily  related.  Whether  or  not  simple  obesity 
is  related  to  this  group  of  diseases  is  of  interest.  With  regard  to  the 
apparent  condition  of  the  thyroid,  he  did  not  consider  that  a  matter  of 
much  importance,  for  it  is  possible  for  the  thyroid  to  be  outwardly 
and  grossly  normal,  while  its  function  is  seriously  deranged. 

Dr.  David  Riesman  was  reminded  by  this  case  of  one  reported 
recently  by  Lunz — the  case  of  a  woman  with  syringomyelia,  who  had 
marked  enlargement  of  the  right  upper  extremity,  and  a  hand  much 
like  those  of  Dr.  Cohen's  patient.  Lunz,  following  Marie,  called  the 
hypertrophy  cheiromegaly.  Dr.  Riesman  believed  Schlesinger  had 
reported  a  similar  condition  in  syringomyelia  under  the  name  of 
macrosomia.  He  was  unable  to  say  whether  Lunz's  case  threw  any 
light  on  the  case  of  Dr.  Cohen. 

Dr.  William  G.  Spiller  said  that  distinct  atrophy  of  certain  of 
the  interossei  muscles  in  one  of  the  patient's  hands  had  been  noticed. 
Muscular  atrophy  is  common  in  joint  disease,  and  Dr.  Cohen  had  ob- 
tained crepitation  in  some  of  the  joints  of  the  hand.  It  had  occurred 
to  Dr.  Spiller  that  perhaps  the  hands  in  this  patient  corresponded  to 
some  extent  to  the  main  succulent  described  by  Marinesco  as  pathog- 
nomonic of  syringomyelia.  Several  cases  have  shown  that  this  con- 
dition is  not  pathognomonic  of  syringomyelia  and  that  it  may  be 
found  in  other  diseases. 

Dr.  Wharton  Sinkler  thought  that  the  hands  of  this  patient  were 
strikingly  like  the  hands  of  a  patient  at  the  Philadelphia  Hospital  who 
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had  syringomyelia.  The  question  arises,  however,  can  we  conceive 
of  syringomyelia  without  any  sensory  changes  whatever. 

Dr.  Spiller  remarked  that  a  case  of  syringomyelia  without  sensory 
disturbance  and  with  necropsy  had  been  reported  by  Dejerine  and 
Thomas. 

Drs.  Musser  and  Sailer  reported  8  cases  of  meralgia  paraes- 
thetica; 4  in  males  and  4  in  females.  The  apparent  causes  of  the 
condition  were:  pressure  of  an  army  belt  followed  by  severe 
infectious  disease;  a  neuropathic  tendency,  with  history  of  a 
similar  condition  in  the  grandfather;  neurasthenia;  pregnancy 
in  2  cases;  influenza;  and  vesicular  eczema.  One  of  the  cases 
occurred  in  a  woman  suffering  from  neurasthenia  who  seemed 
to  be  worse  during  the  menstrual  period. 


64.     POLYNEVRITE    OURLIENNE  AU    COURS  DE  LA  GROSSESSE  (Multiple  NeU- 

ritis  from  Mumps  Occurring  During  Pregnancy).     Louis  Galla- 
vardin  (Lyon  Medical,  89,  1898,  p.  97). 

Paralysis  occurring  in  the  course  of  or  following  mumps  may  be 
divided  into  three  categories: 

1.  Facial  paralysis  caused  by  the  direct  invasion  of  the  facial 
trunk  by  the  parotitis. 

2.  Paralysis  of  central  origin,  cerebral  or  meningeal,  of  which 
Lannois  and  Lemoine  have  reported  four  examples.  To  these  Glene- 
rau  and  Liegeois  have  each  added  one  case. 

3.  Paralysis  due  to  peripheral  neuritis  such  as  may  be  caused 
by  any  infectious  disease.  It  is  an  example  of  this  last  class  that  the 
author  reports. 

A  woman  of  thirty  years,  seven  and  a  half  months  pregnant,  was 
perfectly  well  up  to  three  weeks  before  admission  to  hospital  when 
she  was  taken  with  mumps  affecting  both  parotids.  The  swelling  of 
these  glands  had  disappeared  at  the  end  of  a  week  when  she  began 
to  suffer  from  pruritis  of  the  entire  body,  but  especially  of  the  ex- 
tremities, which  lasted  four  or  five  days  and  was  succeeded  by  pains 
in  arms  and  legs.  Soon  thereafter  general  weakness  made  its  ap- 
pearance and  increased  until  she  was  bedfast. 

Examination  revealed  paresis,  almost  amounting  to  paralysis, 
affecting  the  entire  body,  loss  of  muscular  sense  and  diminution  of 
cutaneous  sensibility  increasing  from  the  trunk  towards  the  ends  of 
the  extremities.  Knee-jerk  and  plantar  reflex  were  abolished,  the 
sphincters  unaffected  and  mentality  normal. 

The  patient  grew  worse  for  the  next  two  weeks  when  labor  came 
on  and  she  was  delivered  of  a  living  child,  at  the  end  of  the  eighth 
month.  After  the  confinement,  improvement  was  gradual!  but  prac- 
tically continuous,  and  two  months  later  muscular  power  was  very 
good,  but  co-ordination  was  so  bad  that  she  was  absolutely  unable 
to  walk.  Nearly  three  months  later  there  still  remained  marked 
ataxia  of  arms  and  legs  and  the  knee-jerks  were  absent.        Patrick. 


'gzxi&topc. 


65.  Ueber  die  Leitungsbahnen  und  Pathogenese  der  Rindeneimi.ep- 
sie  (Concerning  the  Conducting  Tracts  and  the  Pathogenesis 
of  Cortical  Epilepsy).  Johann  Prus  (Wiener  klin,  Wochenschrift, 
38,  1898,  p.  857). 

Prus  has  made  over  a  hundred  experiments  on  dogs  to  determine 
the  nature  of  cortical  epilepsy. 

The  cortical  epilepsy  does  not  become  generalized  by  the  irrita- 
tion extending  throughout  the  cerebral  cortex,  similar  to  the  formation 
of  concentric  waves  following  the  falling  of  a  stone  into  water,  as 
Unverricht  believed;  and  Unverricht's  "irradiation  law"  is  incorrect. 
When  the  cortical  centers  of  certain  muscles  were  extirpated,  these 
muscles  participated  in  the  general  convulsions  after  other  parts  of 
the  cortex  were  strongly  irritated,  and  removal  of  almost  an  entire 
hemisphere  did  not  prevent  bilateral  convulsions.  When  a  glass  tube 
of  about  2  cm.  in  diameter  was  driven  into  the  motor  area  of  the  brain, 
and  the  cortex  so  enclosed  was  irritated,  a  general  convulsion  fol- 
lowed, although  the  irritation  could  not  be  transmitted  through  the 
glass  wall. 

Prus'  experiments  seem  to  prove  that  division  of  both  pyramidal 
tracts  in  dogs,  at  any  level,  does  not  prevent  general  convulsions  from 
irritation  of  either  cerebral  hemisphere.  The  pyramidal  tracts,  there- 
fore, have  no  part  in  the  generalization  of  the  cortical  epilepsy. 

Prus  found  that  when  he  cut  through  the  midbrain  at  the  level 
of  the  posterior  quadrigeminal  bodies,  without  involving  the  pyramidal 
and  pontile  tracts  in  the  crusta,  he  could  not  produce  epileptic  attacks, 
even  by  the  strongest  irritation  of  the  motor  cortex,  although  he  could 
produce  spasm  of  the  muscles  whose  centers  were  irritated,  but  only 
during  the  time  the  electrode  was  applied.  The  tracts,  therefore,  which 
convey  the  irritation  necessary  for  the  production  of  epileptic  convul- 
sions are  not  the  pyramidal,  or  the  other  tracts  in  the  crusta,  but  are 
"extrapyramidal"  tracts,  and  they  pass  through  the  tegmentum  or  sub- 
stantia nigra  of  the  mesencephalon. 

Prus  found  that  electrical  irritation  of  the  motor  cortex,  after  it 
had  been  painted  with  a  ten  per  cent,  solution  of  cocaine,  did  not  pro- 
duce epileptic  convulsions,  although  it  did  cause  spasm  of  the  muscles 
represented  in  this  area,  and  of  all  other  muscles  of  the  body  when  the 
current  was  sufficiently  strong;  these  spasms  ceased,  however,  as  soon 
as  the  electrode  was  removed.  No  loss  of  consciousness  was  pro- 
duced under  those  conditions.  Bilateral  epileptic  convulsions  could 
be  obtained  when  the  electrical  irritation  was  applied  to  the  motor 
area  of  the  hemisphere  which  had  not  been  painted  with  cocaine,  pro- 
vided the  attempt  was  made  soon  after  the  application  of  the  drug. 
The  anesthetic  applied  to  one  hemisphere  affected  both  after  a  time, 
and  epileptic  convulsions  could  not  be  obtained  by  irritation  of  either 
hemisphere.  These  experiments,  Prus  thinks,  prove  that  sensory  fibers, 
especially  their  end  ramifications,  are  present  in  the  motor  areas,  and 
that  the  end  ramifications  of  the  sensory  fibers  or  the  sensory  ganglion 
cells  of  the  cortex — and  not  the  motor  cells  or  the  motor  fibers  of  the 
cortex —  give  origin  to  the  cortical  epilepsy. 

Motor  "extrapyramidal"  tracts  undoubtedly  exist.     Prus  cut  com- 
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pletely  both  pyramidal  tracts  in  the  anterior  pyramids,  or  in  the  cere- 
bral peduncles — in  the  latter  case  cutting  also  the  so-called  pontile 
tracts  of  the  crusta — after  he  had  anesthetized  the  motor  cortex,  and 
he  then  obtained  contraction  of  the  muscles  by  cortical  irritation  with 
the  faradic  current.  He  believes  he  has  demonstrated  the  existence 
of  motor  "extrapyramidal"  tracts  and  of  their  decussation  in  the 
medulla  oblongata,  because  he  prevented  all  reflex  action  by  the 
anesthetization  of  the  cortex,  and  because  the  muscular  contractions 
could  not  have  been  caused  by  way  of  the  pyramidal  or  pontile  tracts. 
He  believes  also  that  the  "extrapyramidal"  tracts  are  for  associated 
movements;  for  example,  he  obtained  extension  of  the  foreleg  on  the 
side  opposite  to,  and  of  the  fore  and  hind  legs,  on  the  same  side  as 
the  irritated  anesthetic  cortical  area,  after  he  had  cut  both,  pyramidal 
tracts.     This  he  regards  as  an. associated  movement. 

Prus  found  also  that  when  he  cut  one-half  of  the  midbrain  just 
behind  the  posterior  quadrigeminal  bodies,  and  then  irritated  the 
cerebral  cortex  of  the  same  side,  he  was  able  to  obtain  bilateral  epilep- 
tic attacks.  When  he  further  cut  one-half  of  the  lower  portion  of  the 
medulla  oblongata,  or  of  the  spinal  cord,  on  the  side  opposite  to  the 
injured  half  of  the  midbrain,  he  was  still  able  to  obtain  bilateral  epilep- 
tic convulsions  from  cortical  irritation.  These  experiments  showed 
that  the  epileptic  attacks  became  general  by  means  of  the  gray  matter 
of  the  midbrain,  medulla  oblongata  and  spinal  cord. 

There  is  no  special  epileptic  center,  and  there  is  no  essential  differ- 
ence between  cortical  and  "genuine"  epilepsy.  Spiller. 

66.  Untersuchungen  uber  die  feinere  Structur  der  Nervenzellen 
und  ihrer  Fortsatze  (Investigations  of  the  Finer  Structure  of  the 
Nerve  Cell  and  its  Processes).  Vladislav  Ruzicka  (Archiv.  f. 
Mikroskopisohe  Anatomie  und  Entwickelungsgeschichte,  53,  1898, 
p.  485.) 

The  author  presents  the  following  conclusions: 

(1.)  The  Nissl  bodies  are  not  preformed  in  the  living  nerve  cell. 
They  are  artefacts,  not  produced,  as  maintained  by  Held,  by  acid  fixa- 
tives, but  by  the  process  of  decolorization. 

(2.)  The  anterior  horn  motor  cells  of  the  ox  and  dog  do  not 
-possess  throughout,  a  parallel  striped  protoplasmic  structure.  This 
arrangement,  when  it  exists,  cannot  be  held  to  be  characteristic  for  a 
motor-acting  cell. 

(3.)  The  nerve  cells  of  the  spinal  cord  may  be  united  to  one  an- 
other by  anastomoses. 

(4.)  The  nerve  cells  of  the  spinal  cord  send  out  fine  processes 
from  their  surfaces  which  pass  into  the  surrounding  tissues. 

(5.)  The  larger  dendfites  as  well  as  the  finer  processes  of  the 
nerve  cell  probably  act  in  some  anabolic  capacity.  Jelliffe. 

(67.  BeitrXge  zur  Histopathogenese  der  tabischen  Hinterstrangde- 
generation  (Contributions  to  the  Histopathogeny  of  the  Tabetic 
Degeneration  of  the  Posterior  Columns.)  Karl  Schaffer  (Deutsche 
Zeitschrift  fur  Nervenheilkunde,  13,  1898,  p.  287). 

^chaffer  says  that  the  cases  of  incipient  tabes,  especially  the  cases 
of  general  paralysis  with  involvement  of  the  posterior  columns,  show 
a  degeneration  of  areas  exactly  corresponding  to  those  which  have 
been  observed  in  the  fetus,  and  he  believes  that  the  tabetic  degeneration 
is  confined  in  its  early  stages  to  the  embryonal  fiber  systems  of 
^"lechsig  and  Trepinsky.     The  study  of  degeneration  of  isolated  pos- 
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terior  roots  shows  that  a  single  posterior  root  contains  fibers  belongs 
ing  to  different  embryonal  systems,  and  that  the  embryonal  systems 
are  composed  of  posterior  root  fibers.  As  the  degeneration  of  in- 
cipient tabes  corresponds  with  embryonal  zones,  it  follows  that  in 
tabes  the  posterior  roots  do  not  degenerate  in  toto,  but  that  certain 
fibers  of  each  affected  root  degenerate,  and  that  these  affected  fibers 
correspond  to  the  fetal  fiber  systems. 

Schaffer  believes  that  the  ventral  fields  of  the  posterior  columns 
contain  exogenous  as  well  as  endogenous  fibers,  and  that  the  same 
is  probably  true  of  Gombault  and  Philippe's  triangular  zone.  Tabes 
is  a  systemic  disease  of  the  posterior  columns,  and  this  posterior 
column  affection  is  secondary  to  degeneration  of  the  posterior  roots. 
The  degeneration  of  tabes  is  systemic  and  segmental;  i.  e.,  it  follows 
the  embryonic  divisions  of  the  posterior  columns,  and  is  in  the  intra- 
medullary distribution  of  each  altered*  root. 

Schaffer  has  shown  elsewhere  that  the  spinal  ganglion  cells  are 
not  altered  in  tabes,  even  when  they  are  studied  by  the  method  of  Nissl, 
and  this  fact  he  regards  as  a  proof  that  the  primary  lesion  of  tabes 
is  not  in  the  cells  of  the  spinal  ganglia.  The  degeneration  of  the 
posterior  roots  in  tabes  may  not  always  be  elective,  but  a  root  may 
degenerate  in  toto,  and  most  frequently  both  forms  of  degeneration 
are  found  in  the  same  case.  Infiltrative  and  vascular  lesions  of  the 
posterior  roots,  producing  nutritive  and  circulatory  disturbances,  play 
an  important  role  in  the  causation  of  tabes;  but  a  primary  degeneration 
of  the  posterior  roots  may  also  occur.  The  intraspinal  portion  of  the 
posterior  root  is  more  vulnerable  than  the  extraspinal,  and  the  de- 
generation begins  in  the  former  portion.  The  point  of  contraction  in 
the  posterior  root  (Obersteiner  and  Redlich's  locus  minoris  resistentiae) 
is  not  always  the  part  surrounded  by  the  pia.  It  does  not  follow  that 
a  posterior  root  degenerates  in  toto,  because  it  has  been  injured  at 
a  certain  point.  Schaffer  has  shown  that  the  different  tracts  of  the 
spinal  cord  degenerate  at  different  periods,  when  the  cord  has  been 
cut  transversely;  and  it  is  probable  that  an  entire  posterior  root  may  be 
exposed  to  injurious  agents,  and  yet  only  certain  fibers  belonging  to 
definite  tracts  may  degenerate,  or  at  least,  degenerate  within  a  certain 
time.  In  this  way  the  tabetic  degeneration  may  conform  to  the  em- 
bryonal systems  of  the  posterior  columns,  even  though  the  whole  of 
the  posterior  root  may  be  exposed  to  injury.  Spiller. 


68.  Beitrag  zur  Kentniss  der  ,,  Secundar  malignen  Neurome." 
(Contribution  to  the  Knowledge  of  Secondary  Malignant  Neuroma). 
Habermann,  (Miinchener  Medicinische  Wochenschrift,  23  and  24, 
1898). 

Multiple  neuromata  seem  to  bear  a  close  relationship  to  multiple 
fibromata  of  the  skin.  Their  development  produces  the  clinical  picture 
of  a  rare  disease,  "neurofibromatosis"  or  "elephantiasis  nervosum," 
which  is  apparently  always  congenital  in  origin.  These  neurofibro- 
mata  seem  to  have  a  special  tendency  to  undergo  sarcomatous  de- 
generation, though  they  may  exist  for  years  without  giving  any 
symptoms  before  this  begins.  A  distinction  is  to  be  drawn  between 
secondary  malignant   neuromata,   and   primary   sarcomata   of   nerves. 

In  the  first,  hereditary  predisposition  is  usually  made  evident  by  the 
presence  of  multiple  fibromata,  and  often  of  some  defect  or  deformity. 
In  primary  sarcoma  these  elements  are  wanting.  Primary  sarcoma 
soon  breaks  through  its  capsule,  and  forms  metastases.  Secondary 
malignant  neuroma  grows  rapidly,  but  generally  remains  enclosed  in 
its  capsule,  and  has  little  tendency  to  form  metastases.     The  rarity  of 
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secondary  malignant  neuroma  is  shown  by  the  fact  that  only  twenty- 
two  cases  are  recorded  in  literature. 

To  these  the  author  adds  a  twenty-third,  of  whose  history  the  fol- 
lowing is  a  synopsis: 

The  patient,  a  thin,  dwarfish  woman  of  twenty-eight,  had  had 
since  childhood,  a  dorsal  scoliosis,  and  did  not  menstruate  until  twenty- 
four  years  old.  Over  her  body  she  had  a  diffuse  brownish  pigmenta- 
tion, with  numerous  nevi-like  spots,  and  on  arms,  breast,  abdomen, 
and  left  leg  fibromata  of  different  sizes  and  consistencies,  some  pig- 
mented, others  not.  In  the  spring  of  1893  she  experienced  pain  of  a 
severe  and  burning  character  in  the  right  foot,  and  on  the  right  but- 
tock there  developed  a  swelling  of  great  sensitiveness.  Upon  examin- 
ing her  in  November,  1893,  the  author  found  here  a  very  painful  tumor 
of  the  size  of  a  duck's  egg.  This  was  connected  with  the  sciatic  nerve. 
This  he  removed,  having  to  cut  out  a  piece  of  the  nerve,  and  to  join 
the  ends  by  a  procedure  analogous  to  the  tendon-splitting  of  Hueter 
and  Czerny. 

The  patient  made  a  good  recovery,  with  gradual  return  of  sensa- 
tion and  motor  power.  The  tumor  proved  to  be  a  fibrosarcoma  aris- 
ing from  the  endoneurium,  and  contained  a  few  nerve  fibers. 

The  patient  soon  commenced  to  feel  pain  and  weakness  in  the 
right  arm,  and  in  February,  1895,  a  small  tumor  connected  with  the 
ulnar  nerve  was  removed  with  good  result.  This  proved  also  to  be 
a  fibrosarcoma. 

Nine  monts  later,  after  the  same  set  of  symptoms  two  small  begin- 
ning fibrosarcomata  were  removed  from  the  left  occipital  nerve.  The 
patient  next  developed  severe  pain  in  the  left  hypogastric  region,  the 
sensitiveness  and  tension  of  the  abdominal  muscles  being  so  great  that 
no  satisfactory  exploration  of  the  abdomen  could  be  made.  After 
lasting  for  four  months,  during  which  time  morphine  was  constantly 
necessary,  for  some  unexplained  reason  the  pain  suddenly  diminished, 
and  the  patient  was  able  to  get  about  again.  The  trouble  still  pro- 
gressed, however,  and  in  November,  1896,  there  were  extirpated  the 
following  tumors: 

Two  on  the  head  (plexiform  neuroma),  one  on  the  thorax,  two  on 
the  buttocks,  two  on  the  thigh,  one  in  the  radial  region.  All  were 
connected  with  nerves.  The  case  has  continued  to  progress  in  the 
same  way,  more  tumors  constantly  developing,  though  by  the  use 
of  morphine  in  small  doses,  the  patient  keeps  about,  and  does  a  little 
housework.  Some  of  the  latterly  extirpated  tumors  have  proved  to  be 
pure  neurofibromata.  The  miscroscopical  report  is  given  in  full,  and 
the  subject,  in  its  pathological  aspect  is  discussed  at  length.      Allen. 

69.  Ueber  Veranderungen  der  Spinalganglienzellen  und  hirer 
centralen  fortsatze  nach  durchschneidung  der  zugehorigen 
peripfieren  Nerven  (Concerning  Changes  in  the  Cells  of  the 
Spinal  Ganglia  and  their  Central  Processes  after  Division  of  the 
Peripheral  Nerves).  R.  Cassirer  (Deutsche  Zeitschrift  fur  Nerven- 
heilkunde,  14,  1898,  p.  150). 

Cassirer  removed  several  centimeters  of  the  sciatic  nerve  in 
sixteen  rabbits,  near  the  sciatic  foramen,  and  examined,  at  various 
periods  following  the  operation,  the  spinal  ganglia  belonging  to  these 
nerves.  He  distinguishes  four  types  of  normal  cells  in  the  spinal 
ganglia  of  rabbits.  He  believes  with  v.  Lenhossek  that  a  pericellular 
space  does  not  exist  when  the  technique  has  been  perfect.  He  was 
able  to  observe  pathological  changes  in  the  cells  of  the  ganglia  as 
early  as  five  days  after  the  operation.     After  about  fifteen   days  the 
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normal  cells  began  to  be  more  numerous  than  the  pathological  ones. 
The  alterations  he  observed  were  enlargement  of  the  Nissl  bodies; 
peripheral  and,  later,  complete  chromatolysis;  displacement  of  the 
nucleus;  possibly  diminution  in  the  size  of  the  nucleus;  greater  stain- 
ing properties  of  the  nucleus;  and — when  the  degeneration  was  ad- 
vanced— pale  blue  coloration  of  the  protoplasm.  He  found  also  some 
degeneration  of  the  posterior  columns  and  posterior  roots  on  the 
operated  side,  and  in  the  region  corresponding  to  the  sciatic  nerve. 
It  may  be  stated,  as  a  result  of  his  experiments,  that  when  the  sciatic 
nerve  in  the  rabbit  is  cut,  many  cells  of  the  corresponding  ganglia  are 
altered,  and  most  of  these  are  later  restored.  The  escape  of  certain 
cells,  and  the  restoration  of  others,  cannot  be  satisfactorily  explained. 
While  changes  were  found  five  days  after  the  nerve  was  cut,  degenera- 
tion of  the  posterior  columns  was  not  found  until  fifteen  days  after 
the  operation;  this  would  seem  to  indicate  that  the  latter  was  the 
result  of  the  former.  The  degeneration  of  the  posterior  columns  was 
slight,  and  the  spinal-ganglion  cells  which  showed  the  highest  degree 
of  alteration  were  not  numerous.  Cassirer  thinks  the  results  of  these 
experiments  do  not  offer  an  explanation  for  the  degeneration  of  tabes. 

Spiller. 


70.  Ein  Beitrag  zur  pathologischen  Anatomie  der  Epilepsie  (A 
Contribution  to  the  Pathological  Anatomy  of  Epilepsy).  A. 
Alzheimer  (Monatsschrift  fur  Psychiatrie  und  Neurologie,  vol.  iv, 
1898,  p. 345). 

Alzheimer  describes  two  cases  of  epilepsy  with  dementia,  in  which 
he  found  degeneration  of  the  medullated  fibers  of  the  cerebral  cortex, 
especially  of  the  tangential  layer,  proliferation  of  the  glia,  and  destruc- 
tion of  ganglion  cells.  These  changes  were  almost  uniform  through- 
out the  cerebral  cortex,  but  the  vessels  presented  no  important  altera- 
tion. He  believes  from  his  investigations  and  those  of  others  that 
cases  of  so-called  genuine  epilepsy  exist,  with  characteristic  pathologi- 
cal changes.  In  these  cases  there  is  macroscopically  more  or  less 
sclerosis  of  the  superficial  cortical  layer,  and  microscopically  prolifiera- 
tion  of  the  glia  with  a  tendency  to  a  normal  arrangement,  and  con- 
siderable degeneration  of  nerve  fibers  and  ganglion  cells  throughout 
the  cortex.  He  believes  that  the  nerve  elements  are  primarily  affected, 
and  that  the  histological  changes  are  sufficient  to  explain  the  dementia. 
Other  cases  of  so-called  genuine  epilepsy  exist  without  these  charac- 
teristic changes,  but  the  cases  such  as  he  describes,  which  he  calls  the 
Chaslin  form  of  epilepsy,  are  not  rare.  It  is  probable  that  different 
diseases  are  included  under  what  we  now  call  epilepsy.  The  illustra- 
tions accompanying  this  paper  are  exceedingly  interesting.     Spiller. 


71.  Recherches  sur  les  lesions  des  centres  nerveux,  CONSECUT1YKS 
a  i.'hyperthermie  experimentale  et  a  la  fievre  (Studies  of  the 
Effects  of  Fever  and  Artificial  Hyperthermia  on  the  Nervous 
System).     G.  Marinesco  (Revue  neurologique,  7,  1899,  p.  3). 

Goldscheider  and  Flatau,  Brasch.  Moxter,  Ewing  and  others  have 
shown  that,  both  in  diseases  attended  with  high  temperatures,  and  in 
artificial  raising  of  the  temperature  in  animals,  certain  changes, 
similar  in  character,  are  present  in  the  ganglion  cells  of  the  nervous 
system.  In  this  present  contribution,  Marinesco  comes  to  the  con- 
clusions that  there  are  at  least  three  stages  in  the  development  of 
complete  chromatolysis,  some  of  which  he  thinks  have  escaped  other 
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observers.  In  the  first  stage,  the  perinuclear  elements  and  the  nucleus 
show  no  marked  variations;  the  prolongations,  however,  are  not  colored. 
These  alterations  are  reparable.  They  are  caused  by  high  temperatures 
acting  for  a  short  time  only.  The  second  and  third  stages  have  been 
thoroughly  reported  upon  by  the  observers  above  mentioned;  but 
Marinesco  thinks  that  these  observers,  for  the  most  part,  have  not 
differentiated  with  sufficient  care  between  lesions  which  result  from 
high  temperatures  and  lesions  which  might  be  produced  by  toxic 
agents  in  patients  with  high  temperatures,  as  in  pneumonia,  typhoid 
and  other  infectious  diseases.  Thus  in  such  cases,  are  the  lesions  found 
due  solely  to  the  increased  temperature  or  to  the  toxic  agent  alone, 
or  both?  Marinesco  believes  that  we  are  not  yet  in  a  position  to 
decide  definitely  upon  these  questions.  His  general  conclusions  drawn 
from  the  present  series  of  observations  may  be  expressed  as:  (1)  Tem- 
peratures below  40°  C.  (1040  F.)  in  man,  even  if  continued  for  seve~al 
days,  do  not  produce  lesions  as  definite  as  in  experimental  hyperthermia 
in  animals.  (2)  In  febrile  infectious  cases,  lesions  may  be  found  which 
do  not  belong  to  the  temperature  changes  alone,  since  in  experimental 
work  in  animals,  similar  changes  do  not  seem  to  occur.  (3)  In  cases 
in  which  the  temperature  has  reached  41°  C.  (105.8°  F.),  and  this  has 
been  maintained  for  several  hours,  lesions  are  found  similar  to  those 
in  experimental  hyperthermia.  Jelliffe. 

72.  Unilateral  Changes  in  Cerebral  Hemorrhage,  Embolism  and 
Thrombosis.  Williamson  (British  Medical  Journal,  1,  1898,  p. 
1515). 

In  addition  to  the  fundus  changes  currently  conceded  to  be  pres- 
ent with  more  or  less  rarity  in  sudden  vascular  lesions  of  the  brain 
(albuminuric  retinitis,  embolism  of  central  artery,  narrowing  of  arter- 
ies, etc.),  the  author  found  retinal  hemorrhages  or  dilatation  of  the 
retinal  vessels  on  the  side  of  the  lesion  in  eight  of  thirteen  cases  of 
fatal  cerebral  hemorrhage  or  vascular  occlusion,  while  the  fundus  on 
the  opposite  side  was  normal.  In  three  cases  both  fundi  were  normal 
and  in  two  albuminuric  retinitis  was  present.  Patrick 

CLINICAL   NEUROLOGY. 

73.  On  Beri-Beri  Occurring  in  Temperate  Climates.  Conolly  Nor- 
man (British  Medical  Journal,  Vol.  H,  1898). 

After  showing  that  the  disease  is  not  limited  to  the  tropics  and 
that  in  temperate  climates  it  is  particularly  apt  to  occur  in  asylums, 
the  author  proceeds  to  describe  the  disease  as  observed  by  him  at  the 
Richmond  Asylum,  Dublin. 

The  first  symptom  observed  was  usually  edema  over  the  tibia,  and 
generally  cardiac  disturbance  was  present  from  the  very  first.  Dealing 
with  a  large  number  of  cases,  the  diagnosis  was  roughly  based  on  the 
following  combination: 

(1)  Edema  of  the  shins,  without  albuminuria;  (2)  tachycardia  and 
cardiac  irregularity;  (3)  pains  in  the  legs;  (4)  anesthesia  of  the  integu- 
ments of  the  legs.  Of  these  it  was  somewhat  difficult,  owing  to  the 
mental  condition  of  the  patients,  to  estimate  the  degree  of  pain,  etc., 
and  often  impossible  to  be  sure  of  the  existence  of  anesthesia. 

Very  frequently  there  was  marked  cardiac  irritability  and  weak- 
ness and  respiration  was  often  thoracic,  apparently  from  feeble  action 
of  the  diaphragm. 

Of  the  motor  symptoms  the  earliest  and  most  marked  was  paresis 
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of  the  anterior  tibial  ana  peroneal  muscles,  causing  foot-drop  and 
steppage.  In  addition  to  this,  weakness  of  arm  and  thigh  muscles  was 
frequent:  wrist-drop  occurred  in  less  than  one  per  cent,  of  the  cases. 
Unilateral  paralysis  of  the  third  nerve  was  observed  once. 

Sensory  symptoms  were  those  ordinarily  found  in  multiple  neu- 
ritis, painful  formication  being  the  most  frequent,  but  the  author  men- 
tions in  addition,  what  he  has  not  seen  previously  described,  hypo- 
esthetic  zones  surrounded  by  an  area  of  distinct  hyperesthesia.  The 
reflexes,  both  superficial  and  deep,  were  generally  exaggerated  in  cases 
that  came  under  observation  early.  As  the  case  progressed  the  knee- 
jerks  usually  diminished  and  when  there  was  marked  loss  of  power 
they  nvere  always  abolished. 

Course  of  the  Cases. — Usually  the  cases  began  insidiously.  In 
the  sane  a  feeling  of  weariness  in  the  legs,  with  occasional  cramps,  often 
preceded  more  definite  symptoms  for  a  considerable  time.  It  was 
generally  difficult  to  obtain  evidence  of  prodromal  symptoms  among 
the  insane.  Sometimes  the  earlier  symptoms  were  accompanied  by  a 
smart  rise  of  temperature,  but  this  soon  subsided.  Two  cases  began 
during  convalescence  from  tynhoid,  and  several  patients  were  attacked 
after  recovery  from  dysentery.  The  course  of  the  affection  was  ex- 
tremely variable  in  different  cases.  Sometimes  it  was  steady,  much 
more  often  jerky.  Quite  characteristic  were  the  features  observed  in 
other  epidemics  of  beri-beri:  sudden  changes  for  the  worse  in  cases 
which  were  apparently  doing  well;  extreme  frequency  of  relapse;  occa- 
sional quite  sudden  deaths,  not  infrequently  occurring  when  con- 
valescence had  been  apparently  progressing  favorably.  The  length 
of  an  attack  was  perfectly  uncertain;  on  the  whole  the  severer  cases 
of  the  first  epidemic  tended  to  terminate,  either  favorably  or  the  re- 
verse, more  quickly  than  the  milder  cases  of  the  later  epidemics. 
Speaking  generally,  the  cases  tended  in  the  early  stage  to  increasing 
dropsy  and  increasing  los9  of  power,  then  the  dropsy  passed  off  and 
marked  muscular  wasting  was  apparent,  which  again  gradually  became 
rectified,  paralysis  and  anesthesia  passing  off  at  the  same  time.  Death 
occurred  in  a  variety  of  ways.  That  terrible  condition,  so  often  de- 
scribed in  connection  with  beri-beri,  known  to  the  Japanese  as  "shiyo- 
shin,"  and  apparently  dependent  upon  failure  of  an  overworked  and 
weakened  heart,  carried  off  several  patients,  after  longer  or  shorter 
periods,  often  coming  on  with  fulminating  rapidity,  of  extreme  suffer- 
ing (restlessness,  vomiting,  violent  pulsation  of  heart,  dyspnea,  cya- 
nosis, orthopnea,  etc.).  Death  was  often  due  apparently  chiefly  to 
edema  of  the  lungs.  Syncope,  apparently  due  to  degeneration  of  heart 
muscle  (found  after  death)  was  not  a  rare  cause  of  death.  Sometimes, 
as  mentioned,  this  mode  of  death  occurred  in  a  case  which  had  been 
apparently  convalescing.  Hydropericardium  and  hydropleura  probably 
contributed  to  an  unfavorable  termination  in  several  cases.  In  some 
cases  more  general  exhaustion  seemed  to  be  the  immediate  cause  of 
death.  This  occurred  particularly  among  the  old  and  debilitated. 
Sufferers  from  beri-beri  readily  succumbed  to  other  diseases.  Paraly- 
sis of  the  respiratory  muscles,  particularly  the  diaphragm,  alone  or  in 
combination  with  heart  failure,  sometimes  caused  death. 

Edema  was,  the  author  believes,  a  constant  condition,  though  in 
a  few  cases  it  was  very  slight  at  first  or  even  escaped  attention,  and 
the  patient  appeared  to  pass  directly  into  the  "dry"  or  atrophic  state. 
In  slight  cases  and  in  early  cases  it  was  most  marked  along  the  inner 
side  of  the  tibia,  forming  the  pear-shaped  swelling  of  Pekelharing. 
Less  constantly  the  feet  and  legs  generally  were  swollen.  Edema 
could  usually  be  detected  also  over  the  sacrum,  often  over  the  sternum 
or  ribs,  over  the  ulnar  border  of  the  forearm,  and  not  infrequently.., 
even  in  slight  cases,  the  face  was  puffy.     Some  cases  presented  gen- 
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eral  anasarca,  often  extreme.  Edema  of  the  lungs  was  common,  and 
hydropericardium  and  hydropleura  also  occurred.  The  superficial 
edema  was  curiously  variable:  in  some  cases  pitting  was  readily  pro- 
duced, in  others  there  was  doughy,  myxedematoid  condition  with 
much  swelling  and  little  pitting.  In  marked  cases  the  edema  was 
sometimes  noted  to  shift  with  posture  more  readily  than  is  common 
in  other  forms  of  anasarca.  It  also  disappeared  in  some  cases  with 
singular  rapidity.  Edema  of  the  fundus  oculi  was  found  in  some  cases 
and  occasionally  effusion  into  the  knee  joint  was  noted.        Patrick. 


74.    "  Remarks   on  a    Case   of   Porencephaly."     Gibson  and  Turner, 
(Edinburgh  Medical  Journal,  2,  1898,  p.  164). 

The  authors  give  the  history  and  post-mortem  findings,  in  the 
case  of  an  imbecile  woman  of  twenty-two,  who,  when  three  days  old, 
had  been  seized  by  convulsions  and  had  since  been  epileptic.  She 
was  admitted  to  the  hospital  in  status  epilepticus,  a  peculiarity  of  the 
recurring  convulsions  being  that  they  were  confined  to  one  side  of 
the  body,  and  alternated,  so  that  there  would  be  two  convulsions 
affecting  the  left  side,  followed  by  one  affecting  the  right  side.  Death 
occurred  about  eight  hours  after  admission.  The  necropsy  showed 
a  defect  of  the  right  half  of  the  cerebrum.  The  occipital,  and  part 
of  the  parietal,  and  tempero-sphenoidal  lobes  were  cystic,  the  gyri 
over  this  area  being  atrophied,  and  the  convolutions  of  the  remainder 
of  this  side  of  the  brain  presenting  a  curiously  shriveled  appearance. 
The  left  cerebellar  hemisphere  was  also  atrophied.  This  is  in  harmony 
with  a  crossed  cerebro-cerebellar  connection  previously  described. 
The  article  is  illustrated  by  three  plates.  Allen. 


75.  Seltene  Erscheinungen  auf  optischem  Gebiet  in  Gefolge  von 
apoplectischen  Insulten  (Extraordinary  Optical  Symptoms  as  a 
Result  of  Apoplectic  Injuries).  Richard  Hilbert  (Memorabilien, 
1898,  p.  321). 

A  scientific  man,  a  botanist  of  the  highest  education,  and  a  most 
experienced  observer,  aged  sixty-nine,  had  suffered  in  his  sixty-third 
year  with  a  very  slight  attack  of  apoplexy,  and  afterwards  with  several 
attacks  of  about  the  same  degree.  At  the  beginning  of  the  present 
year  he  had  another  slight  attack,  apparently  not  more  than  a  passing 
loss  of  consciousness,  following  which  very  striking  psychical  symp- 
toms appeared.  At  the  time  of  the  examination  there  was  a  contrac- 
tion of  the  right  arm  and  hand,  the  right  leg  was  weak,  the  pulse 
tremulous,  tongue  deviated  to  the  right,  the  pupils  were  alike,  mod- 
erately dilated,  re-acting  to  light,  both  sight  and  hearing  somewhat 
impaired.  The  lens  of  the  eye  was  perfect,  the  eye  ground  showing 
nothing  but  senile  alterations.  Slight  aphasia,  the  patient  mixing 
words  or  using  the  wrong  word.  He  was  likewise  agraphic,  and 
understood  matter  read  with  difficulty  or  not  at  all.  His  subjective 
symptoms  were  the  interesting  features  of  the  case.  On  waking  in 
the  morning  he  saw  the  whole  of  his  room  blue.  He  declared  that  the 
hands  of  his  visitors  were  misshapen  and  enlarged.  He  could  not 
understand  why  no  one  would  agree  with  his  observations.  He 
sometimes  said  that  other  small  objects  were  enlarged  or  diminished. 
He  was  most  disturbed  by  certain  hallucinations  of  smell  or  hearing 
and  especially  of  sight.  He  complained  constantly  that  some  one  had 
been  smoking  in  his  room,  a  practice  to  which  he  had  particular  ob- 
jection.   Again,  he  noticed  almost  constantly  appearing  strange  shapes 
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of  tiny  beasts.  These  sometimes  staid  still  in  one  place  and  some- 
times ran  with  inconceivable  swiftness  and  hissing  noises  about  his 
room  from  one  corner  to  the  other.  If  these  disappeared  after  a  time, 
almost  immediately  there  appeared  in  their  places  naked  women,  and 
he  thought  it  strange  that  the  ladies  of  his  family  should  regard  them 
with  any  calmness.  His  memory  for  recent  events  had  almost  en- 
tirely disappeared,  and  his  previously  unusual  intellect  was  brought 
down  to  a  very  low  level.  Being  informed  of  the  entirely  subjective 
nature  of  his  visions  he  began  to  observe  them  with  interest,  but 
still  with  a  certain  doubt  if  they  were  not,  after  all,  real.  Thus,  besides 
the  ordinary  symptoms  of  a  cerebral  apoplexy  in  the  optical  territory, 
and  apart  from  the  frequent  hallucinations,  he  had  three  unusual 
symptoms,  cyanopia,  macropsia,  and  metamorphopsia.  All  of  these 
are  so  rare  that  it  is  the  more  extraordinary  that  they  should  all 
have  occurred  in  the  same  patient.  The  variety  of  the  symptoms  is 
also  remarkable:  Paralysis,  contracture,  tremor,  aphasia,  agraphia, 
lessening  of  sight  and  hearing,  intellectual  decay,  partial  loss  of 
memory,  hallucinations  of  sight,  hearing,  and  smell,  and  finally,  be- 
sides  all   these,    cyanopia,    macropsia,    and    metamorphopsia. 

Mitchell. 


76.    An  Acute  Cask  of  Landry's  Paralysis.     Henry  H.  Haward  (Brit- 
ish Med.  Jour.,  1.  1898,  p.  1654). 

A  man  of  fifty-four  years  had  been  for  a  week  exposed  to  the 
weather  more  than  usual.  After  having  felt  a  tingling  in  the  hands 
for  two  hours,  he  walked  a  mile  to  his  home,  felt  disinclined  for  food, 
went  to  bed,  could  not  sleep  and  three  hours  later  found  that  food 
would  not  go  down.  After  this  he  rapidly  lost  strength  so  that  in 
twelve  hours  he  was  quite  helpless,  respiration  was  hurried  and  stridu- 
lous  and  both  deglutition  and  expectoration  were  impossible.  Deep 
and  superficial  reflexes  were  present  and  although  he  had  no  pain, 
tingling  and  numbness  were  very  distressing.  -  Anesthesia  was  absent 
throughout.  The  muscles  were  affected  symmetrically,  and  approxi- 
mately in  the  following  order:  First,  the  pharyngeal,  laryngeal,  spinal 
and  cervical;  then  those  of  the  hips,  thighs,  shoulders  and  arms;  next, 
the  lower  intercostal  and  abdominal;  followed  by  those  of  forearms, 
legs,  hands,  feet,  and  upper  ribs;  lastly,  facial,  lingual,  labial,  and 
diaphragmatic  muscles.  The  patient  died  forty-three  hours  after  the 
appearance  of  the  first  symptom.  Patrick. 


77.    Aphasia  in  Relation  to  Testamentary  Capacity.     (British  Med- 
ical Journal,  September  3d,  1898). 

In  a  discussion  on  this  subject  at  the  last  meeting  of  the  British 
Medical  Association,  Gairdner  said  that  no  general  or  positive  rules 
could  be  laid  down.  It  was  not  a  general  question  of  law;  not  a 
thing  that  could  be  put  into  legal  or  physiological  categories.  It 
was  a  question  of  detail  in  each  individual  case  and,  we  gather,  to  be 
decided  pretty  much  without  direct  reference  to  the  aphasia.  Does 
the  testator  know  what  he  wants?  Does  he  form  a  clear  conception 
of  what  he  wants  and  does  he  succeed  in  giving  effect  to  that  concep- 
tion in  the  particular  document  that  is  the  '"will?"  Or  is  the  docu- 
ment not  really  his  will  at  all,  but  unduly  inspired  by  others?  These 
are  the  questions  of  detail  to  be  decided. 

William    Elder  in  a  much  more  systematic  consideration  of  the 
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subject  comes  to  the  following  rather  categorical,  somewhat  theoreti- 
cal, but,  on  the  whole,  apparently  safe  conclusions: 

1.  That  organic  diseases  of  the  brain  may  render  a  patient  in- 
capable of  making  a  will,  and  that  some  form  of  aphasia  may  be  pro- 
duced also  as  one  of  the  symptoms  of  the  organic  disease. 

2.  That  some  forms  of  aphasia  may  render  a  patient  incapable 
of  will  making. 

3.  That  auditory  aphasia,  if  at  all  well  marked,  incapacitates  a 
patient  from  will  making. 

4.  That  some  other  forms  of  aphasia,  such  as  pictorial  word- 
blindness,  pictorial  motor  aphasia,  and  graphic  aphasia,  may  render 
a  patient  incapable  of  making  a  will,  not  necessarily  from  being 
mentally  incapable,  but  from  the  difficulty  of  carrying  out  the  legal 
formalities. 

5.  That  these  difficulties  in  carrying  out  the  legal  formalities  neces- 
sarily vary  according  to  the  law  of  the  particular  country. 

6.  That  simple  uncomplicated  cases  of  infrapictorial  auditory, 
infrapictorial  visual  and  infrapictorial  motor  aphasia  are  capable  of 
valid  will  making. 

Clouston  insisted  upon  two  points. 

The  first  was  the  test  question,  whether  it  was  the  will  of  the  in- 
dividual, or'  whether  it  had  been  suggested  to  him.  The  secojid  was 
that  in  making  the  will  of  any  aphasic  patient  it  was  the  duty  of  every 
medical  man  and  lawyer  to  put  the  contrary  case.  A  man  had  left,  say, 
iioo  to  his  wife  and  iioo  to  his  daughter — to  A.  and  B.  They  were 
bound  to  ask  him  if  it  was  for  B.  and  C,  or  for  D.  and  E.,  that  he 
intended  the  money.  No  will  of  an  aphasic,  in  spite  of  any  judge  or 
doctor,  could  be  a  legal  and  proper  will  unless  the  doctor  had  put 
the  contrary  case,  because  an  aphasic  would  assent  to  anything  if  put 
to  him  in  a  certain  way.  It  was  essential  that  the  mental  condition 
of  the  would-be  testator  should  be  tested  by  a  medical  man.  Dr. 
Clouston  concluded  by  urging  that  two  practical  points  in  the  actual 
making  of  the  will  must  be  attended  to:  (1)  Test  whether  the  docu- 
ment is  his  own,  and  has  not  been  suggested  by  others;  (2)  Put  the 
contrary  proposition,  or  a  different  proposition,  twice  at  least  as  to 
sums  disposed  of,  and  as  to  the  persons  to  whom  the  money  or  prop- 
erty is  left.  No  will  can  be  valid  where  these  two  points  have  not 
been  most  carefully  gone  into.  Patrick. 


78.     CONTRIBUTO      ALLA     CONOSCENZA     BELLA     PROCESSOMANIA,     STORIA     DI 

una  degenerata  (Contributions  to  the  Study  of  Litigation  Mania). 
Sante  de  Sanctis  (Revista  sperimentale  di  Freniatria,  24,  1898, 
p.  35o). 

The  author  has  been  enabled  to  follow  the  history  of  this  family 
since  1754.  Throughout  the  whole  family  there  has  been  marked 
mental  insufficiency,  with  exaggerated  ideas  of  property  and  most  of 
the  members  in  the  several  branches  of  the  family  have  indulged  in 
law  suits  on  various  small  pretexts.  Jelliffe. 


79.    Un  cas  particulier    de    cecite   psychique  (A   Peculiar   Case  of 
Mind-Blindness).     Pauly  (Lyon  Medical,  88,  1898,  p.  364). 

A  case  of  what  Kussmaul  called  apraxia;  Hughlings  Jackson,  im- 
perception;  and  Wernicke,  asymbolism;  that  is,  the  patient  was  as  a 
rule  unable  to  recognize  objects  by  sight,  although  generally  recog- 
nizing them  at  once  by  the  sense  of  touch.     The  condition  followed  a 


PERISCOPE.  255 

series  of  slight  epileptic  attacks  without  hemiplegia.  The  patient  had 
a  right  hemianopsia,  some  impairment  of  memory  and  difficulty  in 
awaking  visual  images  of  objects,  but  no  aphasia,  strictly  speaking. 

Patrick. 

80.  Temperamento  e  carattere  nelle  indagini  psychiatriche  e 
d'antropologia  criminale  (Character  and  Temperament  in  the 
Insane  and  in  Criminals).  Del  Greco  (II  Manicomio  moderno, 
14,  1898,  p.  161). 

The  author  makes  two  general  categories  for  human  kind;  the 
one,  psycho-physiques,  or  temperament,  and  psycho-social,  or  character. 
A  man's  inner  feelings  determine  his  temperament;  his  relations  to  his 
fellow  men,  his  character.  The  author  holds,  that  from  both  points 
of  view,  in  many  neuroses  there  are  well  established  variations  in  both 
temperament  and  character,  which  are  closely  correlated  to  the  neuro- 
sis in  question;  thus  he  would  speak  of  an  epileptic  or  paranoiac  tem- 
perament and  character.  In  the  criminal  there  are  changes  of  much 
the  same  type,  so  that  while  a  criminal  may  not  be  epileptic  nor  be 
a  paranoiac,  yet  he,  usually  possesses  a  temperament  and  a  character 
which  approaches  those  of  the  epileptic  and  the  paranoiac.    Jelliffe. 


THERAPY. 

81.  A  Discussion  on  the  Therapeutic  Value  ok  Recent  Synthetic 
Analgesics:  Their  Benefits  and  Attendant  Risks  (British 
Medical  Journal,  No.  1971,  1898,  p.  1054). 

Ralph  Stockman  thought  that  none  of  the  analgesics  hitherto 
tried  acts  in  an  ideal  way  or  is  without  serious  drawbacks  for  general 
and  frequent  use.  He  prefers  phenacetin  as  being  less  harmful  than 
acetanilid  or  even  than  antipyrin.  Lactophenin  is  almost  identical 
with  phenacetin. 

C.  D.  F.  Phillips:  Analgene,  although  it  cannot  be  considered  a 
very  powerful  analgesic  agent,  yet  has  the  advantages  of  but  slight 
toxicity,  of  tastelessnesss,  and  of  easy  solubility  in  acid  media,  so 
that,  being  readily  absorbed  from  the  stomach,  its  action  is  quickly 
produced.  On  account  of  its  tastelessness  and  comparative  harmless- 
ness  it  is  of  especial  value  in  the  treatment  of  painful  conditions  in 
children.  Its  effect  is  transient,  but  this,  if  it  be  a  defect,  is  easily 
overcome  by  a  frequent  repetition  of  the  dose.  Its  great  evil  depends 
on  the  destructive  action  it  exerts  on  the  red  blood  corpuscles  re- 
sulting in  urobilinuria.  Although  untoward  effects  such  as  nausea, 
vomiting,  diarrhea,  tremor,  vertigo  and  rashes  have  followed  its 
use,  yet,  as  a  matter  of  experience,  these  unpleasant  accidents  rarely 
occur. 

Euphorin  is  without  doubt  a  powerful  analgesic;  it  is  said  to  have 
the  activity  of  twice  its  weight  of  antipyrin.  But  like  some  other 
powerful  analgesics  it  tends  to  interfere  with  the  respiratory  processes 
and  to  weaken  the  heart's  action,  and  produce  cyanosis  with  collapse. 
A  negative  advantage  it  has  is  that  it  does  not  induce  changes  in  the 
blood  or  affect  the  kidneys. 

Methylene  blue  is  a  distinctly  useful  analgesic,  particularly  in 
functional  neuralgias  and  in  all  kinds  of  nervous  headache.  It,  how- 
ever, changes  the  hemoglobin  of  the  blood  into  methemoglobin,  and 
causes  irritation  of  the  stomach,  leading  to  vomiting  and  diarrhea, 
and  also  of  the  urinary  tract,  having  caused  in  different  cases  al- 
buminuria, retention  of  urine,  stranguary,  cystitis,  and  spasmodic  con- 
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traction  of  the  bladder.  In  large  doses  it  has  caused  muscular  paresis, 
loss  of  sensibility  and  dyspnea. 

Agathin  is  said  to  be  both  slow  in  its  action  and  unreliable  in 
its  effect.  It  has  caused  vomiting,  diarrhea,  insomnia,  vertigo,  loss  of 
consciousness,  and  even  increase  of  the  pain  which  it  was  given  to 
relieve.  It  is  probably  not  worthy  of  a  place  among  valued  analgesics 
both  on  account  of  its  limited  applicability  and  because  of  the  acci- 
dents which  have  followed  its  employment. 

The  compounds  of  antipyrin,  namely,  pyramidon,  salipyrin,  toli- 
pyrin,  tolisall  and  ferripyrine,  have,  as  analgesics,  merely  a  weak  action 
of  their  antipyrin  element.  They  are  harmless,  but  not  as  a  rule  suffi- 
ciently powerful  for  the  treatment  of  urgent  pain. 

Those  which  are  derived  from  salicylic  acid,  as  well  as  antipyrin, 
namely,  salipyrin  and  tolisall,  are  of  use  in  painful  states  of  rheumatic 
origin,  but  otherwise  they  are  comparatively  unimportant. 

Malakin,  being  only  slightly  soluble  in  the  ordinary  menstrua, 
is  slow  in  its  action,  very  much  slower  than  phenacetin,  antifebrin  or 
antipyrin,  and  is  in  every  way  much  inferior  to  them;  with  the  ex- 
ception, however,  that  it  may  be  given  for  a  long  period  of  time 
without  disordering  digestion.  It  has  been  found  of  distinct  service 
in  acute  rheumatism.  It  has  no  deleterious  action  on  the  blood  or 
kidneys,  being  indeed  practically  free  from  risk. 

Neurodin,  one  of  the  para-amido-phenyl  derivatives  of  anilin,  is 
another  remedy  which  is  feeble  in  its  action,  but  harmless  in  doses 
sufficiently  large  to  elicit  its  analgesic  effect.  Not  only  is  it  weak, 
however,  but  it  is  uncertain,  and  must  be  considered  greatly  inferior 
to  phenacetin  and  antipyrin. 

Lactophenin  appears  to  be  more  active  as  a  mere  sedative  to  the 
nervous  system  (relieving  irritability,  restlessness  and  depression) 
than  as  a  pure  analgesic.  It  is  comparatively  free  from  risk,  although 
in  medicinal  doses  it  has  produced  vomiting,  coldness  of  the  body 
surface,  cyanosis  and  collapse.  But  its  great  disadvantage  is  that  it 
is  inconstant  in  its  analgesic  effect;  it  has  been  known  to  fail  com- 
pletely in  relieving  the  pain  of  multiple  neuritis  and  of  intercostal 
neuralgia. 

Citrophen  has  not  so  far  been  much  used  as  an  analgesic.  Its 
applications  are  much  the  same  as  those  of  phenacetin,  but  its  atten- 
dant risks  are  greater,  while  its  benefits  are  much  less  distinct.  It  has 
exerted  in  medicinal  doses  a  gravely  toxic  effect  on  the  blood,  and  has 
produced  serious  irritation  of  the  intestine  and  kidney.  It  probably 
ranks  very  much  below  phenacetin. 

Apolysin  closely  resembles  phenacetin  in  its  effects;  it  is  said  to 
produce  analgesia  even  more  vigorously  than  that  remedy,  but  to  be 
likewise  more  toxic.  As  it  is  much  more  soluble  than  phenacetin  and 
the  other  members  of  the  same  group  its  action  is  correspondingly 
more  prompt.  It  has  been  of  especial  benefit  in  migraine  in  diminish- 
ing the  violence  of  the  pain,  in  allaying  the  cutaneous  hyperesthesia, 
and  in  shortening  the  duration  of  the  attack.  It  is  well  tolerated  in 
large  doses,  continued  over  long  periods  of  time,  without  showing 
any  tendency  to  accumulation  or  produce  intestinal  or  renal  irrita- 
tion, or  indeed  any  material  injurious  result.  Its  tOxic  effects,  which 
are  those  of  phenacetin,  but  more  pronounced,  are  especially  liable 
to  occur  if  it  is  given  on  an  empty  stomach,  or  when  that  organ  is 
producing  an  excessive  amount  of  acid  secretion.  It  is  a  remedy 
which,  I  think,  may  prove  a  valuable  supplement  to  the  phenacetin- 
antipyrin-exalgin   group. 

Phenocoll  hydrochloride  is  a  derivative  of  phenacetin,  and  is 
said  to  be  as  powerful  an  analgesic  as  it,  and,  being  more  soluble,  it 
acts  more  quickly.     Even  if  this  be  granted,  it  cannot  be  considered 
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so  safe  a  remedial  agent.  Its  special  use  has  been  in  neuralgias  brought 
on  by  cold,  that  is,  of  rheumatic  origin.  But  in  children,  and  in  de- 
bilitated adults,  more  especially  in  cases  of  advanced  phthisis,  it  has 
caused  alarming  collapse  with  cyanosis.  In  other  cases  it  has  produced 
labial  herpes,  vertigo  and  general  malaise.  It  is,  however,  a  sub- 
stance which,  and  as  I  expect,  may  take  an  important  place  in  the 
future  as  a  means  of  relieving  painful  states  generally. 

The  salicylate  of  phenocoll  or  salocall  has  no  advantage  over  the 
hydrochloride  of  phenocoll  except  that  advantage  which  is  due  to 
the  action  of  its  salicylic  acid  element.  It  is  said  not  to  oause  any 
gastric  irritation,  or  indeed  any  untoward  effect  when  given  in 
medicinal  doses. 

Salophen  is  probably  the  best  of  the  recent  synthetic  analgesics. 
It  was  introduced  to  replace  salol,  and  has  instead  of  its  phenol  radicle 
the  acetyl-para-amido-phenyl  radicle.  Like  salol  it  is  not  decomposed 
until  it  reaches  the  intestine,  so  it  does  not  produce  any  gastric  disturb- 
ance, as  do  the  salicylates.  Its  toxicity  is  very  slight,  and  is  apparently 
due,  when  given  in  very  large  doses,  to  the  salicylic  acid  it  contains, 
but  in  medicinal  doses  it  does  not  even  produce  the  tinnitus  and  head- 
ache characteristic  of  the  action  of  the  salicylates.  It  has  been  of  bene- 
fit in  painful  states  of  all  sorts,  but  of  special  value  in  the  neuralgias  of 
children.  When  it  is  used  to  relieve  the  pains  of  influenza  it  is  neces- 
sary to  continue  its  administrations  for  a  few  days  after  the  pains  have 
been  relieved.  It  is  held,  and  with  considerable  reason,  to  be  as 
effective  and  as  safe  as,  or  safer  than,  antipyrin  and  phenacetin,  and  it 
is  probable  that  before  long  it  will  take  rank  with  these  substances. 

Conclusions. — I  would  submit  that  salophen,  phenocoll  hydro- 
chloride, apolysin  and  methylene  blue  are  substances  of  high  therapeu- 
tic value,  and,  without  attempting  to  arrange  them  in  order,  would 
single  out  salophen  as  of  exceptional  promise;  that  agathin,  being  slow, 
unreliable,  and  even  dangerous  in  its  action,  should  be  avoided;  that 
some  hesitation  should  be  exercised  in  employing  analgene  and  citro- 
phen  because  of  their  toxic  action  on  the  blood,  in  using  euphorin 
and  lactophenin  because  of  their  inconstancy  and  tendency  to  produce 
collapse,  and  in  choosing  malakin  because  of  its  tardy  action ;  and  that 
pyoktanin,  ferripyrin,  pyramidon,  salipyrin,  tolipyrin,  tolisall,  and  even 
salocoll,  although  they  may  be  well  and  safely  used  as  substitutes  for 
better  remedies,  are  unnecessary. 

A.  Lockhart  Gillespie  called  attention  to  the  benefit  of  adding 
caffeine  to  the  analgesics  and  recommended  migrainin  as  a  good 
analgesic  with  no  deleterious  action  on  the  heart. 

D.  J.  Leech  had  had  very  good  results  from  antipyrin  and  phenac- 
etin. He  considered  pyridin  decidedly  harmful  and  had  seen  evil  re- 
sults follow  the  use  of  exalgin. 

John  Liddell  had  used  exalgin  extensively  and  had  seen  no  ill- 
effects  when  given  in  proper  doses. 

J.  R.  Hamilton  never  used  phenacetin  or  antipyrin  without 
caffeine. 

William  Gordon  had  prescribed  antifebrin  for  many  years  with 
no  harmful  results  and  also  commended  exalgin  and  phenacetin. 

W.  S.  Frew  used  three  or  four  of  the  chief  drugs  indifferently  and 
considered  antifebrin  no  more  dangerous  than  antipyrin  except  per- 
haps because  of  its  smaller  dose. 

J.  O.  Affleck  thought  exalgin  of  great  service  in  reducing  pain, 
but  had  seen  fewer  ill-effects  produced  by  phenacetin  than  by  any 
other  of  these  drugs.  • 

In  closing  the  discussion,  Dr.  Stockman  pointed  out  the  danger 
of  giving  such  substances  as  phenylhydrazin  and  anilin,  or  their  de- 
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rivatives,  to  a  patient  de  novo.  He  was  inclined  to  agree  with  Dr. 
Frew  in  thinking  that  as  caffeine  produced  high  tension  and  stimulated 
the  cerebrum  and  cord  it  was  rather  to  be  avoided.  He  pointed  out 
that  the  depressant  action  of  analgesics  was  not,  as  some  of  the 
speakers  had  seemed  to  indicate,  directly  due  to  their  action  upon  the 
heart,  but  to  their  influence  upon  the  vasomotor  center,  and  it  was 
this  action  which  was  affected  by  caffeine.  The  little  known  drugs 
had  their  uses,  and  they  should  be  thoroughly  investigated  before 
being  abandoned.  He  said  that  Dr.  Liddell's  desire  for  a  local  anes- 
thetic wpuld  probably  never  be  fully  satisfied;  in  the  meanwhile,  ethyl 
chloride  and  cocaine  were  all  that  were  required.  Patrick. 

82.  The  Treatment  of  Hydrocephalus  by  Intracranial  Drainage. 
G.  A.  Sutherland  and  W.  Watson  Cheyne  (Brit.  Med.  Jour., 
No.  1972,  1898,  p.  1155)- 

The  authors  concluded  from  the  investigations  of  Leonard  Hill 
that  in  cases  of  hydrocephalus  if  an  outlet  were  provided  for  the 
fluid  contained  in  the  ventricle  so  that  it  might  flow  into  the  menin- 
geal spaces,  it  would  rapidly  be  absorbed  by  the  veins  until  the  cere- 
bral venous  pressure  and  the  cerebro-spinal  pressure  were  equalized. 
In  pursuance  of  this  theory  they  operated  upon  three  cases  of  con- 
genital hydrocephalus,  draining  from  the  ventricle  into  the  sub-dural 
space  by  means  of  catgut. 

In  the  first  case  the  diminution  in  the  size  of  the  head  was  rather 
rapid  and  continuous,  but  there  was  no  improvement  in  the  infant's 
mental  or  physical  development,  and  it  died  three  months  after  the 
operation  with  symptoms  of  basilar  meningitis. 

At  the  necropsy  a  considerable  quantity  of  straw-colored  fluid 
was  found  in  the  sub-dural  space.  The  ventricles  were  both  dilated, 
but  not  distended  with  fluid.  The  membranes  at  the  base  were 
thickened,  and  the  ependyma  of  the  ventricles  formed  a  distinct  mem- 
brane of  a  dark  purple  color,  firm  but  not  granular.  The  opening  into 
the  left  ventricle  made  at  the  operation  was  quite  evident,  and  some 
strands  of  catgut  lay  in  it,  while  the  rest  of  the  drain  could  be  traced 
up  to  the  opening  made  in  the  dura  mater,,  at  which  point  the  brain 
was  adherent  to  the  dura  mater.  The  adhesions  formed  were  soft  and 
easily  broken  down,  and  amongst  them  lay  the  external  ends  of  the 
catgut  drain.  The  brain  was  soft,  cystic  in  parts,  and  very  imper- 
fectly developed. 

In  the  second  case  there  was  also  prompt  and  rapid  diminution  in 
the  size  of  the  head  until  all  the  bones  of  the  cranial  vault  were  over- 
riding. At  the  end  of  four  months  the  head  was  noticed  to  be  quite 
asymmetrical  and  upon  shaving  the  hair  it  was  discovered  that  the 
right  side  of  the  fontanelle  was  tense  and  fluctuating  while  the  left 
half  gave  no  evidence  of  tension.  It  was  apparent  that  drainage  of  the 
left  ventricle  was  complete  while  that  of  the  right  had  come  to  -a  stand- 
still. Accordingly  an  operation  was  performed  on  the  right  side 
similar  to  that  which  had  been  done  on  the  left  and  this  operation  was 
followed  by  complete  disappearance  of  intracranial  tension  and 
gradual  diminution  in  the  size  of  the  right  side  of  the  head.  Six 
months  after  the  first  operation  there  was  overriding  of  the  cranial 
bones  and  the  child  had  improved  physically,  but  there  was  no  evi- 
dence of  mental  development. 

In  the  third  case  there  were  no  apparent  results  from  the  opera- 
tion and  it  was  repeated  a  fortnight  later,  also  without  apparent  results. 
Tvfo  weeks  after  this  second  operation  the  child  died  of  measles. 

In  the  discussion,  Doctor  Stiles  reported  three  operations,  all 
of  which  terminated  unfavorably.  Patrick. 
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TRAITE    PRATIQUE      DE      RAIHOGRAPHIE      ET     DE    RADIOSCOP1E,    TECHNIQUE 

et  applications  medicales.  A.  Londe,  Director  of  the  Photo- 
graphic and  Radiographic  Department  of  the  Salpetnere  Hospital ; 
Laureate  of  the  Academy  of  Medicine;  of  the  Faculty  of  Medicine 
of  Paris.     Gauthier  Villars,  Paris,  1898,  pp.  244. 

The  well  known  reputation  of  this  author  as  an  expert  photo- 
grapher of  medical  cases  makes  him  particularly  well  fitted  to  give 
information  regarding  this  new  and  important  method  of  diagnosis. 
His  book  is  a  most  complete  and  practical  exposition  of  the  technique 
and  application  of  Roentgen's  discovery  to  medicine  and  surgery. 
While  dealing  very  practically  with  each  step,  it  is  not  so  long  as  to 
be  tedious  or  so  short  as  to  be  valueless,  each  part  receiving  its 
full  share  and  consideration. 

The  illustrations  of  apparatus  are  profuse  and  well  explained,  and 
give  the  reader  a  knowledge  of  their  uses,  varieties,  and  the  conditions 
which  make  the  employment  of  each  necessary  and  most  valuable. 
We  note,  however,  that  the  self-regulating  shunt  circuit  tube  which 
was  devised  and  perfected  in  this  country  is  reproduced  with  some 
slight  modifications,  but  without  giving  credit  to  its  inventor,  Mr. 
Sayen.  Its  use  is  not  appreciated  either,  for  the  self-regulating  device 
is  only  described  as  adjusting  it  to  the  particular  coil  or  apparatus 
used  to  energize  it.  Its  value  in  producing  the  different  qualities 
of  Roentgen  discharge  seems  to  be  entirely  unappreciated,  and  as  we 
look  further  through  the  book  there  is  no  mention  made  of  the 
different  qualities  of  the  Roentgen  discharge  produced  by  varying 
vacua,  and  of  the  varying  results  that  may  be  produced  by  their 
employment.  This  lack  of  knowledge  probably  accounts  for  the 
statement  later  on  that  the  diagnosis  of  calculous  nephritis  is  impossi- 
ble. The  absolute  positive  and  negative  diagnosis  of  this  condition  is 
possible  and  depends  on  the  varying  qualities  of  the  Roentgen  dis- 
charge, a  low  vacuum  discharge  being  required. 

We  note,  however,  with  pleasure  that  the  author  insists  that  the 
localization  of  foreign  bodies  is  practical,  and  that  mathematically 
accurate  results  can  be  attained  if  precise  methods  and  instruments 
are  employed.  This  chapter  is  very  instructive,  and  the  methods 
employed  have  a  simple,  yet  absolute  foundation  on  mathematical 
principles. 

In  the  application  of  the  Roentgen  ray  method  of  diagnosis  to 
medicine  and  surgery,  we  note  its  employment  in  determining  the 
lack  or  arrest  of  development  of  the  osseous  system  in  certain  affec- 
tions. The  author  illustrates  this  by  a  case  of  myxedema  which 
shows  in  a  series  of  skiagraphs  the  changes  produced  by  thyroid 
treatment.  The  study  of  the  different  forms  of  infantilism  is  also 
practical  in  its  value.  Anomalous  developments  in  the  osseous  system 
are  noted.  Observations  have  been  made  in  cases  of  macrodactylitis 
and  infantile  paralysis;  in  hemiplegia  and  atrophy  the  bones  of  the 
sound  and  affected  limbs  have  been  compared  and  the  differences  even 
of   their   structure   distinguished.     As   an   illustration,   a   case   of   de- 
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forming  osteitis  of  Paget  is  beautifully  depicted.  The  condensing 
and  rarifying  varieties  can  also  be  separated. 

The  deformities  of  gouty  and  rheumatic  arthrites  can  be  dis- 
tinctly perceived  and  differences  noted.  In  the  application  to  the 
thorax  we  find  an  omission  of  thoracic  aneurisms  and  their  differen- 
tiation from  new  growths  of  the  mediastinum. 

The  various  surgical  applications  have  their  due  consideration, 
and  the  value  of  this  method  of  diagnosis  receives  in  this  book  a 
substantial  confirmation. 

The  student  will  find  it  a  work  that  is  of  great  value  to  him  in 
gaining  the  requisite  knowledge  of  the  technique  of  this  method  of 
diagnosis.  Charles  Lester  Leonard. 

Vermischte  Aufsatze.  (V,  Heft  der  Neurologischen  Beitrage),  von  P. 
J.  Mobius,  Leipzig.     Johann  Ambrosius  Barth,  1898,  pp.  173. 

As  indicated  in  the  title,  this  is  the  fifth  volume  of  neurological 
fragments  that  have  come  from  the  author's  pen.  As  stated  in  the 
preface,  the  others  have  had  their  readers,  if  not  many,  still  appre- 
ciative ones,  and  the  writer  hopes  that  this  new  volume  may  have 
as  fortunate  a  fate.  That  it  will,  we  can  have  little  doubt,  both  from 
the  suggestiveness  of  much  that  it  contains  and  from  the  variety  of 
its  subject-matter. 

Some  of  the  topics  discussed  are:  The  Classification  of  Diseases; 
Hemihypertrophy;  The  Treatment  of  Persons  with  Nervous  Disease, 
and  the  Arrangement  of  Institutions;  Short  Sketch  of  a  Monastery; 
Remarks  Concerning  Priority;  The  Causes  of  Diseases;  Concerning 
Smoking;  In  Memoriam,  J.  M.  Charcot;  and  many  other  sketches  of 
varied   character. 

In  all  this  variety  there  is  something  of  interest  to  everyone. 
Facts  of  daily  life  and  of  medical  import  are  regarded  from  the  point 
of  view  of  the  philosopher,  and  as  philosophical  reflections  the  author 
no  doubt  intends  his  essays  to  be  judged.  Considering  the  necessity 
that  most  of  us  are  under  to  spend  our  time  and  mental  effort  in  the 
grasping  of  multitudinous  facts,  it  is  a  relief,  at  times,  to  read  some- 
thing in  the  general  field  of  medicine,  »of  more  literary  pretensions. 
Mobius'  book  affords  a  certain  satisfaction  to  this  want,  and  to  those 
who  wish  to  vary  their  professional  reading  with  the  semi-scientific 
essay,    we    do    not    hesitate    cordially    to    recommend  this  collection. 

E.  W.  Taylor. 

Jahresbericht  uber  die  Leistungen  und  Fortschritte  AUF  DEM 
Gebeite  der  Neuri>logie  itnd  Psychiatrie.  Herausgegeben  von 
Dr.  E.  Flatau  und  Dr.  L.  Jacobsohn  in  Berlin,  Redigiert  von  Pro- 
fessor Dr.  E.  Mendel  in  Berlin.  Erster  Jahrgang.  Bericht  fiber 
das  Jahr  1897.     Verlag  von  S.  Karger,  Berlin,  1898.     30  marks. 

There  is  probably  no  domain  of  the  medical  sciences  that  needs  a 
more  painstaking  and  thorough  research  than  that  of  neurology,  and 
of  late  years  the  workers  in  this  chosen  field  have  been  more  than 
usually  active.  Thus  a  positive  necessity  has  arisen  for  some  sort  of 
a  general  reference  work  of  wider  scope  and  better  classification  than 
was  afforded  by  the  standard  journals  in  the  French,  German,  Italian 
and  English  languages.  When  it  is  borne  in  mind  that  there  are  at 
least  60  journals  alone  devoted  to  the  study  of  neurology  and  psy- 
chiatry and  its  related  branches,  it  is  evident  that  a  "Jahresbericht" 
has  become  a  crying  need.  S.  Karger,  of  Berlin,  has  furnished  us 
with   this  volume,   and  medical   science  in  general,   and   neurological 
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science  in  particular,  will  be  greatly  benefited.  Tbe  work  is  ably 
edited  by  workers  whose  zeal  and  knowledge  have  been  commensurate 
with  the  prodigious  task,  and  the  results  are  more  than  gratifying 
in  a  volume  of  1,600  pages. 

The  arrangement  and  classification  of  titles  and  abstracts  is  about 
as  follows:  About  1,100  pages  are  devoted  to  Neurology,  although 
the  lines  are  not  drawn  overstrict,  and  the  remaining  500  to  Psy- 
chiatry. The  general  microscopical  technic  of  the  examination  of  the 
nervous  system  is  first  taken  up.  Then  follow.  Anatomy  of  the 
Nervous  System;  Physiology,  both  general  and  special;  Pathological 
Anatomy  of  the  Nerve  Cells  and  Fibers  of  the  Peripheral  and  the 
Central  Nervous  System;  the  general  pathology  of  the  nervous  sys- 
tem is  treated  of  under  the  following  heads:  General  Symptomatology, 
Etiology,  Diagnosis,  etc.;  Diseases  of  the  Spinal  Cord;  Diseases  of  the 
Cerebrum  and  Cerebellum,  the  Pons  and  the  Medulla;  Diseases  of 
the  Peripheral  Nerves,  and  Functional  Diseases.  Part  6  deals  with 
the  Therapy  of  the  Nervous  System.  Under  the  general  heading  of 
Psychiatry  are  found:  Psychology,  General  Etiology,  Symptomatology, 
and  Diagnosis  of  Mental  Disease,  special  portion,  which  treats  the 
several  types  of  mental  diseases  consecutively;  Criminal  Anthropology, 
Forensic  Medicine,  and  finally,  the  Therapeutics  of  Mental  Diseases. 
The  general  works  in  neurology  and  psychiatry  that  have  appeared 
throughout  the  year  1897  are  reviewed  at  the  close  of  the  book,  and  a 
subject  and  name  register  close  the  volume. 

We  have  for  the  undertaking  nothing  but  unqualified  praise  both 
for  the  publishers  and  the  collaborators.  One  single  blemish  that 
appears  to  the  present  writer  is  the  absence  of  much  work  appearing 
from  good  workers,  but  which  is  published  in  obscure  journals  and 
in  languages  which  are  usually  inaccessible  to  the  majority  of  man- 
kind. Most  workers  in  neurology  and  psychiatry  to  whom  this  work 
would  be  of  any  value  at  all  are  fairly  conversant  with  French, 
German  and  English,  and  articles  appearing  in  these  languages  are 
easily  obtained  and  referred  to:  whereas  much  of  the  Russian,  Italian, 
Swedish,  Hungarian,  Greek  and  other  work  is  lost  absolutely  unless 
presented  by  such  a  Jahresbericht.  And  we  would  suggest  that  greater 
attention  be  paid  to  the  work  which  is  harder  to  get  at  by  the  special 
worker  and  that  the  more  readily  accessible  material  be  referred  to 
by  name  only  or  by  short  abstract.  It  would  appear  ungracious  to  ask 
for  any  more  than  is  presented  in  this  volume,  yet  we  believe  that 
there  is  some  value  in  the  suggestion  here  brought  forward. 

Jelliffe. 

The  Principles  and  Practice  of  Medicine,  Designed  for  the  Use  of 

Practitioners  and  Students  of  Medicine.  By  William  Osier, 
M.I).,  Fellow  of  the  Royal  Society;  Fellow  of  the  Royal  College  of 
Physicians,  London;  Professor  of  Medicine  in  the  Johns  Hopkins 
University  and  Physician  in'  Chief  to  the  Johns  Hopkins  Hospital, 
Baltimore;  formerly  Professor  of  the  Institute  of  Medicine,  Mc- 
Gill  University,  Montreal:  and  Professor  of  Clinical  Medicine  in  the 
University  of  Pennsylvania,  Philadelphia.  Third  edition,  entirely 
revised  and  enlarged.     New  York :     D.  Appleton  &  Co. 

The  great  popularity  and  wide-spread  use  of  this  most  admirable 
treatise  makes  an  extended  discussion  of  its  excellencies  a  work  of 
supererogation.  The  present  edition  has  been  much  enlarged  and  a 
great  deal  of  valuable  matter  added.  The  following  articles  have  been 
rewritten  or  are  new:  Vaccination.  Beri-Beri,  the  Bubonic  Plague, 
Cerebro-spinal  Fever.  Pneumonia,  Malta  Fever,  Yellow  Fever,  1  h-ngue. 
Influenza.  Leprosy,  Glandular  Fever,  the  Gonorrhoea]  Infection,  Cancer 
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of  the  Stomach,  the  Gastric  Neuroses,  Enteroptosis,  the  Cirrhoses  of 
the  Liver,  Jaundice,  the  Diseases  of  the  Bile  Passages,  the  Diseases  of 
the  Pancreas,  Diseases  of  the  Thymus  Gland,  Diseases  of  the  Spleen, 
Lymphatism,  Addison's  Disease,  Encephalitis,  Neurasthenia,  Erythro- 
melalgia  and  many  shorter  articles.  Changes  in  arrangement  have 
also  been  made,  notably  in  the  section  on  nervous  disease. 

The  systematic  arrangement  and  thoughtful  treatment  of  the  sub- 
ject matter  greatly  facilitate  the  labors  of  the  student,  while  the  writers' 
delightfully  lucid  and  interesting  style  makes  the  book  one  to  be  read 
with  pleasure  by  the  practitioner  as  well.  Although  Prof.  Osier's  views 
on  some  subjects  differ  from  those  of  other  writers,  the  work  is  thor- 
oughly modern  and  accurately  represents  the  present  state  of  medical 
knowledge.  The  mechanical  make  up  of  the  book  is  excellent,  and 
type  and  paper  leave  nothing  to  be  desired.  Jelliffe. 
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RETROBULBAR  NEURITIS  AND    FACIAL    PALSY    OCCUR- 
RING IN  THE  SAME  PATIENT,  WITH  CASES.' 
By  G.  E.  de  Schweinitz,  M.D., 

PROFESSOR     OF     OPHTHALMOLOGY     IN     THE     JEFFERSON     MEDICAL     COLLEGE, 
PHILADELPHIA,    PA. 

As  is  well  known  an  interstitial  optic  neuritis,  most  severe 
in  the  optical  canal  and  at  first  chiefly  located  in  the  papillo- 
macular  tract,  from  which  it  may  extend,  however,  through  the 
whole  diameter  of  the  nerve,  usually  manifests  itself  by  the  fol- 
lowing- symptoms:  Obscuration  of  vision,  beginning  in  the 
center  of  the  visual  field  and  rapidly  progressing  to  complete  or 
nearly  complete  blindness;  either  negative  ophthalmoscopic 
appearances,  or  at  most  blurring  of  the  margins  of  the  disc, 
hyperemia  of  its  surface  and  alterations  in  the  caliber  of  the 
retinal  vessels,  the  arteries  being  diminished  in  size  and  the 
veins  distended  and  pulsating ;  and  marked  pain  on  movement 
of  the  eyeball,  or  when  the  globe  is  pressed  backward  into  the 
orbit.  Such  an  affection  may  arise  because  of  the  presence  in 
the  blood  of  an  infecting  agent  existing  in  association  with 
some  disease,  for  example,  rheumatism,  gout,  syphilis,  influenza, 
scarlet  fever,  etc.,  or  because  this  infecting  agent  comes  directly 
from  a  diseased  focus  in  the  mucous  membrane  of  the  nose, 
the  ethmoidal  cells  or  the  sphenoidal  sinus,  or  arises  as  the 
'Read  before  the  Philadelphia  Neurological  Society,  Feb.  27,  1899. 
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direct  result  of  an  inflammatory  process  in  the  orbit,,  e.g.,  cel- 
lulitis, or  in  the  optical  canal,  e.g.,  periostitis,  gummatous 
deposits,  etc.  The  same  disease  at  times  appears  to  be  the 
result  of  certain  toxic  agents,  such  as  alcohol  or  lead,  or  may  be 
provoked  by  menstrual  disturbances,  especially  sudden  sup- 
pression of  the  menses,  by  "catching  cold,"  or  by  overwork 
and  prolonged  eye-strain.  That  a  similar  ocular  disease  is  at 
times  part  of  the  symptomatology  of  an  insular  sclerosis,  or 
of  an  acute  or  subacute  myelitis,  and  is  then  of  most  serious 
prognostic  import,  need  not  be  more  than  mentioned  in  this 
society. 

Retrobulbar  neuritis  may  be  acute,  subacute  or  chronic,  and 
the  acute  cases  are  at  times  exceedingly  rapid  in  onset  and 
development,  forming  the  fulminant  class.  With  the  sub- 
acute and  chronic  cases  the  present  paper  does  not  deal. 
The  affection  now  under  consideration,  as  described  in  the 
opening  paragraph,  may  be  (1)  bilateral  from  the  onset,  (2) 
monolateral,  which  is  perhaps  the  most  frequent  manifestation, 
or  (3)  bilateral  after  an  interval,  that  is  to  say  there  may  be  a 
shorter  or  longer  period  of  time  between  the  onset  of  the  affec- 
tion in  the  first  and  in  the  second  eye,  and  it  is  with  this  third 
class  of  cases  that  I  will  deal  and  call  attention,  if  not  to  a  new 
group,  to  an  uncommon  variety  of  this  group,  to  wit :  one  in 
which  the  retro-ocular  inflammation  is  preceded  by  an  attack 
of  peripheral  facial  paralysis,  either  upon  the  same  or  upon  the 
opposite  side. 

In  illustration  the  following  cases  are  reported: 

Case  I. — Miss  J.  S.,  aged  30,  a  seamstress,  born  in  Russia, 
presented  herself  for  treatment  on  May  9,  1898,  upon  the  kind 
recommendation  of  Dr.  Barcus. 

History. — The  patient's  early  clinical  history  is  unimportant, 
so  far  as  it  could  be  ascertained;  of  the  health  of  her  parents 
nothing  is  known;  her  sister,  whom  I  examined,  was  sound. 
Between  two  and  three  years  before  her  visit,  after  exposure  to 
a  draft,  she  developed  facial  palsy  of  the  right  side  which 
lasted  between  two  and  three  weeks,  so  I  am  informed  by  Dr. 
Barcus,  her  attending  physician,  and  disappeared  under  the  in- 
fluence of  blistering,  alteratives  and  electricity.  After  her  re- 
covery the  patient  pursued  her  ordinary  vocation  as  seamstress 
with  comfort,  her  eyes,  which  were  decidedly  astigmatic,  hav- 
ing been  provided  with  proper  glasses.     Four  days  before  she 
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consulted  me,  after  a  period  of  moderate  right-sided  headache, 
the  sight  of  the  right  eye  began  to  fail  rapidly.  She  denied 
menstrual  difficulties,  either  at  this  time  or  at  any  previous  time 
in  her  history,  and  gave  no  very  clear  account  of  exposure  to 
cold  or  draft,  although  she  was  accustomed  to  sit  near  an 
open  window  while  sewing.  Knee-jerks  and  station  normal; 
no  tremor;  there  was  no  anesthesia  and  the  intellection  was 
good. 

Examination. — The  girl  was  rather  pallid,  but  gave  no 
evidence  of  organic  disease. 

The  vision  of  the  right  eye  equaled  seeing  the  movements 
of  the  hand  in  the  upper  field.  The  disc  was  a  vertical  oval,  of 
pallid  hue;  both  sets  of  vessels  were  slightly-  diminished  and 
there  was  a  strong  venous  pulse  and  faint  retinal  veiling.  There 
was  distinct  pain  above  the  eye  and  on  movement.  The  center 
of  the  visual  field  was  occupied  by  a  large  scotoma. 

The  vision  of  the  left  eye,  after  the  correction  of  a  mixed 
astigmatism,  was  6-6,  the  accommodation  normal,  and  the 
ophthalmoscope  showed  a  rather  pallid  disc,  and  vessels  smaller 
than  normal.  There  were  no  traces  of  the  former  facial  palsy 
except  twitching  of  the  right  orbicularis  and  of  the  muscles  at 
the  angle  of  the  mouth  on  the  right  side. 

The  usual  treatment  for  retrobulbar  neuritis,  for  practically 
all  of  the  classical  signs  of  this  condition  were  present,  was 
instituted,  and  after  a  vigorous  course  of  iodide  of  potassium, 
and  bichloride  of  mercury,  with  counter-irritation  to  the  temple, 
and  later  full  doses  of  strychnine,  the  vision  gradually  improved, 
and  by  the  25th  of  July  had  risen  to  6-12  in  the  right  eye,  or 
fully  one-half  of  normal. 

At  this  time  confusion  of  vision  began  upon  the  left  side, 
preceded  as  before  by  pain  in  the  brow  and  tenderness  in  the 
orbit.  The  disc  appeared  paler  upon  the  temporal  side  than  at 
previous  visits,  the  veins  being  about  normal,  but  the  arteries 
small.  The  vision  sank  to  6-12,  the  accommodation  failed,  but 
a  positive  scotoma  could  not  be  demonstrated.  Under  ascend- 
ing doses  of  iodide  of  potassium  the  vision  rapidly  improved, 
and  from  that  date  until  the  present  time  there  has  been  no  re- 
lapse, and  now  normal  vision  is  restored  to  each  eye  and  the 
patient  has  returned  to  her  occupation. 

Case  II. — Miss  Anna  K.,  aged  20,  consulted  me  on  Sep- 
tember 29,  1896,  for  relief  from  keratitis. 

History. — The  patient's  parents  are  healthy  Germans,  and 
the  girl  herself  gives  no  history  of  severe  illness  or  constitu- 
tional complaint  other  than  much  discomfort  during  menstrua- 
tion. In  T893  she  had  an  attack  of  sclero-keratitis  of  the  right 
eye  and  soon  afterwards  facial  palsv  of  the  right  side,  which 
lasted  for  six  weeks  and  disappeared  under  the  influence  of  al- 


266  G-  E-  DE  SCHWE1N1TZ. 

teratives  and  electricity.  A  second  attack  of  sclero-keratitis 
occurred  in  1895  and  was  unassociated  with  facial  palsy.  The 
present  attack  did  not  differ  from  the  others. 

Examination. — The  girl  is  well  formed,  of  good  coloring, 
and  with  the  exception  of  dysmenorrhea  and  ocular  disturb- 
ances, in  fair  condition.  The  vision  of  the  right  eye  was  6-60, 
and  the  eye  contained  the  ordinary  lesions  of  patchy  opacity  of 
the  cornea  following  severe  scleritis.  In  the  left  eye  the  vision 
was  6-5,  the  accommodation  normal,  the  media  clear,  the  optic 
disc  was  of  good  color  and  the  retinal  circulation  normal.  The 
eye  rapidly  improved  under  treatment. 

About  six  weeks  after  her  first  visit,  and  without  any  spe- 
cial history  of  exposure  to  cold  or  draft,  and  with  no  ear 
disease,  she  appeared  with  right  facial  palsy,  inability  to  close 
the  eye  or  wrinkle  the  brow,  etc.,  which  never,  however,  be- 
came complete.  There  was  gradual  restoration  of  function, 
although  the  right  side  of  the  face  continued  to  be  rather  stiff, 
with  a  good  deal  of  twitching  at  the  angle  of  the  mouth. 

The  patient  was  seen  from  time  to  time,  but  did  not  require 
special  treatment  until  June  16,  1898,  when  she  reappeared 
with  the  history  that  four  days  previous  to  her  visit,  after  sleep- 
ing in  a  draft  and  when  the  night  had  become  suddenly  chilly, 
she  awakened  with  a  blur  before  the  left  eye,  which  rapidly 
developed  until  at  the  date  of  her  visit  she  had  only  faint  light 
perception  in  the  peripheral  field,  the  entire  center  of  which 
was  occupied  by  an  absolute  scotoma.  The  ophthalmoscope 
revealed  moderate  congestion  of  the  disc.  She  was  at  once 
admitted  to  the  Polyclinic  Hospital  and  placed  upon  a  treat- 
ment which  consisted  at  various  times  of  mercurial  inunctions, 
pilocarpine  sweats,  iodide  of  sodium  and  counter-irritation.  In 
two  weeks  vision  was  3-60,  excentric.  The  optic  disc  had  lost 
its  congestion,  but  there  was  decided  pallor  in  the  lower  and 
outer  quadrant  and  the  ophthalmoscope  revealed  a  large 
scotoma  breaking  through  below.  From  that  time  until  the 
present  the  condition  has  remained  much  the  same,  although 
the  vision  of  the  left  eye  has  decidedly  improved,  and  at  the 
last  examination,  10,  24,  98,  was  6-50  when  the  head  was 
rotated  slightly  to  the  left. 

On  August  9  I  sent  the  patient  to  Dr.  John  H.  W.  Rhein, 
in  order  that  he  might  examine  the  case  electrically.  He 
reports  as  follows :  "I  find  quantitative  changes  only,  in  slight 
degree,  in  the  muscles  of  the  affected  side  of  the  face,  reaction 
of  degeneration  cannot  be  obtained,  and  the  nerve  transmits  the 
currents  well,  though  not  so  well  as  on  the  unaffected  side." 
A  careful  application  of  galvanism  to  the  face  improved  its 
appearance;  similar  application  to  the  eye  was  not  followed 
by  improvement.     There  were   no  signs  of  central   nervous 
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disease;  knee-jerks  normal;  station  good;  no  patches  of  anes- 
thesia; no  tremor,  nor  change  in  voice,  and  no  defect  of  intel- 
lection. 

In  resume  we  find  the  first  patient  had,  first,  right  facial 
palsy ;  two  years  later  right  retrobulbar  neuritis,  followed  two 
and  one-half  months  later  by  a  mild  left  retrobulbar  neuritis; 
ultimate  complete  recovery.  The  second  patient  had,  first,  right 
sclero-keratitis,  probably  depending  on  menstrual  disturbance 
(whether  there  was  retrobulbar  neuritis  at  this  time  cannot  be 
ascertained,  but  probably  not) ;  soon  after  right  facial  palsy ; 
two  years  later  again  sclero-keratitis,  without  facial  palsy;  one 
vear  later  sclero-keratitis,  and  six  weeks  later  right  facial  palsy; 
finally,  two  years  later,  left  retrobulbar  neuritis,  terminating  in 
partial  atrophy  of  the  optic  nerve.  Omitting  the  attacks  of 
sclero-keratitis,  which  probably  have  a  different  etiology,  the 
patient  had  two  attacks  of  right  facial  palsy,  followed  two  years 
later  by  a  severe  left  retrobulbar  neuritis. 

Naturally,  there  is  no  reason  why  a  similar  cause  operating 
shouldnotatonetimeattack  the  optic  nerve  as  it  passes  through 
the  optical  canal  and  at  another  the  facial  nerve  in  the  Fallopian 
canal,  or,  to  quote  the  words  of  Mr.  Marcus  Gunn,2  "Cases  of 
retro-ocular  inflammation,  of  the  optic  nerve  may  be  compared 
with  those  numerous  instances  of  inflammation  of  the  portio 
dura  in  its  bony  canal,  many  of  which  are  attributed  to  cold  or 
rheumatic  inflammation  of  the  sheath."  It  would  seem,  how- 
ever, that  not  only  may  these  affections  be  compared,  but  also 
that  they  may  occur  in  the  same  subject,  in  a  certain  sense  one 
affection  replacing  the  other,  or,  perhaps,  more  accurately,  the 
same  cause  operative  in  the  same  susceptible  subject  may  pro- 
duce either  neuritis  in  the  Fallopian  canal,  or  neuritis  in  the 
optical  canal.  In  other  words,  the  subject  of  common  facial 
paralysis  due  to  neuritis  again  exposed  to  the  original  cause  of 
the  palsy  may  develop,  not  a  recurrence  of  the  Fallopian 
neuritis,  but  a  neuritis  in  the  optical  canal. 

With  reference  to  the  pathological  lesions  found  in  cases  of 
retrobulbar  neuritis,  the  investigations  of  Elschnig  and  others 
indicate  that  there  is  an  interstitial  neuritis  with  secondary 
degeneration  of  the  nerve  fibers.  It  is  probable  that  a  peri- 
neuritis, or  a  peri-osteitis  in  the  optical  canal  would  produce  the 

*  Trans.  Ophth.  Soc.  of  the  U.  K.,  Vol.  XVII,  1897,  p.  118. 
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same  symptoms,  and  as  Gifford  suggests,3  it  is  not  likely  that 
a  pachymeningitis  spreading  into  the  optical  canals  would  be 
followed  by  the  ophthalmoscopic  appearances  and  clinical  signs 
already  described  as  characteristic  of  this  disease. 

That  a  peripheral  facial  paralysis  may  be  caused  by  a  lesion 
of  the  nerve  in  the  Fallopian  canal  was  demonstrated  by  May's 
case  of  leucocythemia  with  facial  paralysis,  caused  by  an  in- 
filtration of  lymphoid  cells  and  destruction  of  the  nerve  fibers 
in  the  Fallopian  canal.  Adolf  Meyer4  found  in  a  case  of  facial 
palsy  of  ten  days'  duration,  occurring  in  a  paretic  dement,  hem- 
orrhagic infiltration  of  the  periosteum  of  the  internal  auditory 
canal  and  changes  of  reaction  to  a  peripheral  lesion  in  the  facial 
nucleus  of  the  same  side.  Dejerine  and  Theohari5  report  a 
case  of  peripheral  facial  paralysis,  of  the  so-called  rheumatic 
type,  in  which  they  found  considerable  lesions  of  parenchy- 
matous neuritis  in  all  of  the  terminal  branches  of  the  facial,  but 
especially  in  the  inferior  facial.  The  degeneration  was  less  in- 
tense in  the  intra-petrous  portion  of  the  nerve. 

In  the  more  chronic  types  of  retrobulbar  neuritis,  producing 
the  clinical  symptoms  ordinarily  known  as  central  amblyopia, 
we  are  accustomed  to  describe  the  histological  changes  as  an 
interstitial  sclerosing  inflammation,  which  Samelsohn  compared 
with  the  same  pathological  process  visible  in  interstitial  hepati- 
tis, but  it  has  been  well  stated  that  the  descriptions  of  the  optic 
nerves  in  the  recorded  cases  agree  quite  as  well  with  an  inflam- 
mation of  the  connective  tissues  of  the  nerve  causing  secondary 
atrophy  of  the  nerve  fibers,  as  with  an  atrophy  of  the  latter, 
associated  with  secondary  interstitial  changes  following  in  its 
track. 

8  An  American  Textbook  of  Diseases  of  the  Eye,  Ear,  Nose  and 
Throat,  p.  441. 

*  Journal  of  Experimental  Medicine,  Vol.  II,  No.  6,  1807. 

•  Comptes  rendus  de  la  Societe  de  Biologie,  1897,  p.  1033. 


83.   Trigger   Finger   Associated   with   Acroparesthesia.     Riesman 

(Philadelphia  Polyclinic,  7,  1898,  p.  163). 

A  woman  of  49  years  who  had  had  two  previous  attacks  of  numb- 
ness and  "pins  and  needles  feeling"  in  the  right  hand  and  arm,  be- 
came afflicted  a  third  time  with  the  same  trouble,  and  to  it  was  soon 
added  a  frequent  locking  of  the  little  finger  of  the  affected  extremity. 
No  relief  was  afforded  by  potassium  iodide  and  faradism,  but  on  ergot, 
as  recommended  by  Sinkler,  the  paresthesia  as  well  as  the  peculiar 
catching  of  the  finger  rapidly  disappeared.  Patrick. 


ON  THE  RELATIONS  OF  INFANTILE  SPINAL   PARALYSIS' 

TO  SPINAL  DISEASES  OF  LATER  LIFE.* 

By  William  Hirsch,  M.D. 

The  fact  that  infantile  spinal  paralysis  may  give  rise  to 
spinal  diseases  in  later  life,  as  long  as  from  thirty  to  fifty  years 
after  the  occurrence  of  the  acute  poliomyelitis  anterior  was 
first  recognized  by  a  number  of  French  authors.  Ballet,  Dutil, 
E.  Thomas,  Sattler,  and  Charcot  have  reported  cases  of  this 
kind,  and  recently  similar  cases  have  been  published  by  M. 
Laehr,  A.  Dutil,  Fibroy,  and  Langer.  Altogether,  nine  cases 
are  recorded.  An  autopsy  has  not  been  made  in  any  case. 
As  to  the  clinical  symptoms,  they  indicate  in  all  cases  an  ex- 
clusive affection  of  the  motor  neurons,  sensory  symptoms  hav- 
ing been  entirely  absent,  so  that  in  every  case  the  diagnosis 
of  progressive  muscular  atrophy,  mostly  of  the  type  of  Aran- 
Duchenne,  could  be  made.  The  only  exception  to  this  is  in 
the  case  of  Laehr,  in  which  the  patient  complained  of  pains  in 
the  knee-joint  and  shoulder-joint,  and  also  had  difficulty  in 
urinating.  The  latter  symptom,  however,  Laehr  refers  to  a 
hypertrophy  of  the  prostatic  gland;  and  the  pain  in  the  joints 
is  not  a  very  rare  symptom  of  progressive  muscular  atrophy,  so 
that  according  to  its  clinical  aspect,  this  case  also  could  be 
placed  in  the  same  category. 

There  is,  however,  an  interesting  difference  among  these 
cases  as  to  their  relation  to  the  previous  infantile  paralysis. 
In  some  cases  (Dutil,  Thomas,  Charcot,  and  Laehr),  the  mus- 
cular atrophy  began  in  parts  which  had  not  been  affected  by 
the  previous  disease,  but  were  even  anatomically  quite  remote 
from  the  previously  affected  parts.  In  Charcot's  case,  for 
instance,  the  infantile  paralysis  affected  the  lower  extremities, 
mostly  the  left  leg,  while  the  later  disease  began  in  the  muscles 
of  the  right  shoulder.  In  other  cases  the  atrophy  of  the  later 
disease  started  in  the  previously  affected  parts  as  well  as  in  the 
healthy  ones.  In  one  case  of  Dutil,  for  instance,  the  polio- 
myelitis had  affected  the  right  arm  and  left  leg,  while  thirty-six 
years  later  the  muscular  atrophy  appeared  in  both  upper  and 

*  Read  before  the  New  York  Neurological  Society.  Feb.  7,  1899. 
For  discussion  on  this  paper  see  page  238. 
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lower  extremities.  The  third  class  of  cases  seems  to  be  repre- 
sented by  Langer's  case,  in  which  the  poliomyelitis  had  affected 
both  right  extremities  and  a  slight  portion  of  the  left  leg,  and 
in  which  the  later  disease  was  strictly  confined  to  the  muscles 
which  had  been  attacked  previously  by  the  infantile  paralysis. 

Various  theories  have  been  offered  as  to  the  nosological 
relation  between  the  early  infantile  paralysis  and  the  later  dis- 
ease. According  to  some  authors,  irritation  of  the  cord  by  the 
old  lesion  enfeebled  this  organ  and  made  it  a  locus  minoris 
rcsistcnticc,  which  on  any  occasion  might  become  susceptible 
to  further  disease.  Charcot  expressed  the  view  that  there 
existed  in  some  individuals  a  certain  disposition,  a  kind  of 
vulnerability  of  the  ganglionic  cells  of  the  anterior  horns,  which 
at  some  period  of  life  might  give  rise  to  an  acute  poliomyelitis 
anterior,  and  at  another  to  a  progressive  muscular  atrophy,  so 
that  in  fact  both  diseases  would  form  different  periods  of  one 
and  the  same  pathological  process.  The  third  view  was  that 
the  old  scar,  which  was  produced  by  the  inflammatory  process 
in  the  gray  matter  of  the  anterior  horns,  formed  a  latent  but 
permanent  inflammatory  focus,  which  at  any  time  might  light' 
up  afresh  and  cause  a  new  set  of  symptoms.  Besides  Charcot, 
Strumpell  and  others,  Ballet  and  Dutil  offered  this  theory, 
which  they  expressed  in  the  title  of  their  pamphlet:  "Des 
quelques  accidents  spinaux  determines  par  la  presence  dans  la 
moelle  d'un  ancien  foyer  de  myelite  infantile." 

It  is  evident  that  in  view  of  the  difference  of  the  clinical 
aspect  of  these  cases  which  I  described  above,  any  of  these 
theories  might  hold  good  for  some  particular  case.  This,  how- 
ever, could  only  be  ascertained  by  a  post-mortem  examination, 
which,  so  far  as  I  know,  has  not  yet  been  made  in  any  of  these 
cases.  The  following  is  a  case  in  which  I  was  fortunate  enough 
to  get  an  autopsy: 

M.  D.,  a  tailor,  forty-five  years  old,  presented  himself  at  my 
clinic  in  October,  1895.  He  denied  having  had  syphilis. 
There  were  no  nervous  or  mental  diseases  in  his  family.  He 
was  married  twice ;  neither  of  his  wives  had  ever  had  an  abor- 
tion. He  had  two  healthy  children.  He  was  in  perfect  health 
up  to  three  years  ago,  when  he  first  noticed  a  stiffness  and 
weakness  in  his  left  leg.  which  gradually  became  worse.  After 
-  mie  time  the  right  leg  also  became  affected.     He  soon  became 
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unable  to  use  his  legs  in  working  his  sewing  machine,  and  his 
gait  became  so  much  impaired  that  he  was  not  able  to  stand  or 
walk  for  any  length  of  time,  l.esides  this  affection  of  the 
lower  extremities  the  patient  had  nothing  to  complain  of  at  that 
time.  He  stated  that  the  use  of  the  upper  extremities  was  not 
impaired.  There  were  no  sensory  symptoms  whatsoever,  nor 
was  there  a  disturbance  in  the  functions  of  the  bladder  and 
rectum.    His  sexual  power  was  not  diminished. 

The  objective  examination  revealed  an  atrophic  condition 
of  some  of  the  muscles  of  the  trunk  and  the  upper  extremities. 
The  deltoid,  the  supraspinatus  and  infraspinatus  of  the  right 
side  showed  quite  a  marked  atrophy.  There  was  fibrillation  in 
the  muscles  of  the  trunk  and  shoulder.  There  was  also  dimin- 
ished electric  excitability,  and  in  some  muscles  (deltoid  and 
supraspinatus)  reaction  of  degeneration.  There  was  no 
atrophy  in  the  muscles  of  the  lowei  extremities,  and  the  elec- 
tric reaction  was  perfectly  normal  in  these  parts.  The  tendon 
reflexes  of  the  lower  extremities  were  considerably  increased. 
The  knee-jerks  were  extremely  exaggerated,  and  there  was  bi- 
lateral ankle-clonus.  The  latter  very  frequently  came  on  spon- 
taneously, to  the  great  annoyance  of  the  patient.  The  tendon- 
of-Achilles  reflex  was  increased.  The  superficial  reflexes,  like 
the  cremaster,  the  abdominal  and  plantar,  were  present.  The 
reflexes  of  the  upper  extremities,  of  the  triceps,  were  not  in- 
creased. Sensation  to  touch  was  perfectly  normal  in  all  parts 
of  the  body,  as  well  as  the  sense  of  pain  and  temperature.  The 
muscular  sense  was  not  impaired.  There  were  no  abnormal  con- 
ditions in  the  functions  of  the  cranial  nerves,  except  that  the 
tongue  was  slightly  atrophied,  and  there  was  a  marked  mas- 
seter-reflex.  Speech  was  in  no  way  affected.  There  was  no 
nystagmus.  The  reaction  of  the  pupils,  both  to  light  and  ac- 
commodation, was  normal.  The  ophthalmoscopical  examina- 
tion revealed  nothing  abnormal. 

Apart  from  this  condition,  there  existed  a  very  marked 
atrophy  of  the  muscles  of  the  left  shoulder  and  upper  arm. 
The  deltoid  had  almost  entirely  disappeared.  The  biceps  and 
triceps  were  reduced  to  a  minimum,  and  the  supraspinatus  and 
infraspinatus,  as  well  as  the  pectoral  muscles,  were  also  atro- 
phic in  the  highest  degree.  He  could,  however,  perform  all 
motions  with  this  extremity,  though  in  a  less  degree. 

When  the  patient  came  to  me  he  did  not  mention  this  affec- 
tion, because  it  had  existed,  as  he  said,  as  long  as  he  could  re- 
member, since  his  earliest  childhood.  From  the  present  state 
and  from  the  history  of  this  affection,  as  it  could  be  learned 
through  his  relatives,  it  became  evident  that  as  a  child  of  about 
two  years  he  had  an  attack  of  infantile  spinal  paralysis,  leaving 
behind  the  affection  of  the  left  upper  extremity. 
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In  this  condition  I  presented  the  patient  to  the  New  York 
Neurological  Society  at  the  meeting  of  October  l,  1895.  I 
maintained  at  that  time  that  it  could  be  proved  by  the  history 
of  the  clinical  symptoms  that  the  pathological  process  of  the 
later  disease  started  from  the  place  where  the  old  scar  of  the 
poliomyelitis  anterior  was  located.  This  lesion  lay  apparently 
in  the  left  anterior  horn  of  the  cervical  region  of  the  cord.  I 
stated  at  that  time  that  as  the  man  had  first  noticed  weakness 
and  stiffness  of  the  left  leg,  the  process  must  have  approached 
first  the  left  pyramidal  tract  which  lay  next  to  the  scar,  then 
after  the  affection  of  the  right  horn,  which  showed  itself  in 
atrophy  of  the  muscles  of  the  right  upper  extremity,  the  patho- 
logical process  must  have  extended  to  the  right  pyramidal  tract, 
causing  a  spastic  condition  in  the  right  leg.  According  to  this, 
we  had  an  affection  of  both  anterior  horns  and  both  pyramidal 
tracts  in  the  cervical  region  of  the  cord,  and,  therefore,  I  called 
the  case  one  of  amyotrophic  lateral  sclerosis. 

The  further  development  of  the  clinical  symptoms  was  as 
follows  :  The  spastic  condition  of  the  lower  extremities  became 
gradually  more  and  more  intense,  so  that  after  three  months,  in 
January,  1896,  the  man  was  not  able  to  walk  at  all.  At  this 
time  he  began  to  complain  of  very  severe  shooting  pains  in  both 
lower  extremities,  which  gradually  became  so  intense  that  he 
had  to  be  given  hypodermic  injections  of  morphine  at  frequent 
intervals.  From  the  month  of  March  he  was  confined  to  his 
bed.  He  was  no  longer  able  to  sit  up  in»bed  or  even  to  raise 
his  head.  Both  lower  extremities  were  in  a  permanent  posi- 
tion of  flexion  and  adduction.  The  spastic  adduction  was  so 
intense  that  he  had  to  wear  a  cushion  beween  the  two  knees  in 
order  to  overcome  the  severe  pressure.  The  rigidity  of  the 
limbs  was  such  that  they  could  not  even  forcibly  be  abducted  or 
extended.  The  shooting  pains  grew  worse  and  worse,  while 
the  atrophy  of  the  muscles  of  the  lower  extremities  made  no 
further  progress  during  the  last  six  months.  The  paralysis  of 
both  upper  extremities,  however,  became  gradually  worse  until 
the  patient  could  not  move  the  left  extremity  at  all,  with  the  ex- 
ception of  some  slight  flexion  of  the  fingers.  On  the  right  side 
the  arm  was  also  completely  paralyzed,  but  the  movements  of 
the  hand  seemed  unimpaired  during'  the  whole  time  of  his  dis- 
ease. Sensation  was  perfectly  normal.  The  lower  extremities 
were  even  somewhat  hypersensitive.  The  function  of  the  blad- 
der and  rectum  had  remained  normal  during  the  whole  time. 

In  April  he  began  to  experience  some  difficulty  in  swallow- 
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ing,  which  gradually  became  more  marked  until  towards  the 
end  of  May  he  had  become  unable  to  swallow  at  all,  so  that  he 
had  to  be  fed  with  the  tube.  Without  developing  any  other 
symptoms  he  died  on  the  14th  of  June,  1897. 

A  post-mortem  examination  was  made  about  eight  hours 
after  death.  On  account  of  the  great  difficulties  under  which 
the  autopsy  had  to  be  made,  the  internal  organs  and  the  periph- 
eral nerves  could  not  be  examined.  Only  the  brain  and  the 
spinal  cord  were  obtained.  The  skull  was  symmetrical  and 
snowed  no  abnormalities.     There  were  no  adhesions  between 

L.  R. 


Fig.  I.     Cross-section  through  the  second  cervical  segment. 

it  and  the  dura.  The  sinuses  were  filled  with  blood.  The  pia 
appeared  hyperemic,  but  could  be  removed  from  the  cortex 
without  difficulty.  The  convexity  of  the  hemispheres  was 
symmetrical.  The  central  convolutions  showed  no  difference 
in  size  on  both  sides.  Cross-sections  through  the  medulla  ob- 
longata revealed  macroscopically  nothing  abnormal.  The 
spinal  cord,  however,  showed  indistinct  outlines  of  the  gray 
substance  at  various  places.  The  consistency  was  normal, 
while  the  color  seemed  to  be  a  little  more  reddish  than  under 
normal  circumstances.  Brain,  medulla  and  cord  were  hard- 
ened in  a  5  per  cent,  formalin  solution,  and  small  pieces  were 
imbedded  in  paraffine  and  serial  sections  made  through  the  en- 
tire cord  and  medulla  oblongata.  Parts  of  all  convolutions  of 
the  cerebrum  and  the  subcortical  ganglia  have  been  examined. 
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For  practical  reasons  I  will  describe  the  microscopical  con- 
dition of  the  spinal  cord  from  above  downward,  beginning  just 
below  the  cervico-medullary  junction. 

Second  cervical  segment.  The  left  anterior  horn  shows  a 
marked  shrinkage,  the  lateral  diameter  being  half  that  of  the 
right  horn.  There  are  no  ganglionic  cells  in  the  left  horn  at 
all,  except  a  very  few  highly  atrophied  cells  at  the  region  of 
Stilling's  nucleus.  On  the  right  side  the  different  groups  of 
ganglionic  Cells  are  all  present,  but  also  in  a  condition  of  at- 
rophy.    They  are  all  considerably  shrunken  and  in  a  chromo- 


Fig.  II.     Cross-section  through  the  sixth  cervical  segment. 

philic  condition.  The  pericellular  spaces  are  enlarged.  There 
is  a  proliferation  of  blood-vessels  in  the  gray  substance,  and 
the  perivascular  spaces  are  considerably  enlarged.  The  walls 
of  the  blood-vessels,  however,  are  of  their  normal  thickness  and 
show  no  changes  whatsoever. 

The  white  substance  is  normal  with  the  exception  of  the 
columns  of  Goll,  where  there  is  an  irregular  field  of  proliferat- 
ing connective  tissue  extending  from  the  center  between  the 
gray  matter  and  the  pia  towards  the  periphery. 

Third  and  fourth  cervical  segments. — There  is  a  prolifera- 
tion of  connective  tissue  starting  from  the  left  anterior  horn, 
extending  irregularly  into  the  white  substance.  Otherwise  the 
conditions  are  the  same  as  in  the  second  cervical  segment. 
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Fifth  cervical  segment. — The  left  anterior  horn  is  still  con- 
siderably smaller  than  the  right  one.  The  gray  substance  is 
found  to  be  very  vascular,  and  there  are  a  great  many  granular 
cells  scattered  about,  while  the  left  horn  has  only  very  few 
highly  atrophied  cells  belonging  to  the  medial  group.  The 
cells  of  the  right  horn  show  only  slight  changes.  They  are  of 
about  normal  size,  but  are  mostly  homogeneous.  Nissl's  gran- 
ules have  evidently  disappeared.  The  axis-cylinder  is  broken 
off  in  some  cells,  and  in  other  instances  they  appear  to  be 
swollen.     The  proliferation  of  connective  tissue  starting  from 


Fig.  III.     Cross-section  through  the  first  dorsal  segment. 


the  left  horn  into  the  white  substance  is  more  marked  than  in 
the  previous  segment.  The  area  of  connective  tissue  in  the  col- 
umns of  Goll  is  also  the  same  as  before,  and  contains  many 
blood-vessels. 

Sixth  cervical  segment. — The  right  horn  contains  the  dif- 
ferent groups  of  ganglionic  cells,  but  they  are  nearly  all  atro- 
phied. A  good  many  cells  contain  a  considerable  amount  of 
pigment.  The  proliferation  of  connective  tissue  from  the  left 
horn  has  spread  fan-like  through  the  entire  white  substance  to 
the  periphery,  destroying  the  white  substance  altogether.  A 
smaller  fan-like  proliferation  spreads  from  the  internal  anterior 
corner  of  the  left  horn  through  the  anterior  columns  of  the 
white  matter.     On  the  right  side  there  is  a  smaller  prolifera- 
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tion  of  connective  tissue  starting  from  the  right  anterior  horn, 
so  that  both  horns  give  the  appearance  of  a  lateral  enlargement. 
The  blood-vessels  appear  very  numerous  in  both  the  gray  and 
white  substance.  They  are  full  of  blood,  and  the  perivascular 
spaces  are  considerably  enlarged.  The  posterior  columns  show 
a  large  area  of  connective  tissue  covering  nearly  the  entire  dor- 
sal half  of  the  columns  of  Goll.     Here  we  also  have  the  same 


Fig.  IV.     Cross-section  through  the  seventh  dorsal  segment. 


proliferation  of  blood-vessels,  around  which  there  are  many 
granular  cells. 

Seventh  cervical  segment. — There  are  very  few  ganglionic 
cells  in  the  left  horn,  and  those  in  the  right  horn  are  all  atrophic. 
The  fan-like  proliferation  of  connective  tissue  from  both  horns 
has  become  larger.  Of  the  posterior  columns,  those  of  Goll  are 
entirely  converted  into  connective  tissue,  while  those  of  P>ur- 
dach  look  more  normal,  otherwise  the  same  as  before.  There 
are  no  normal  cells  in  either  horn,  except  a  few  in  the  lateral 
group  of  the  right  side  amidst  the  proliferating  connective 
tissue.     On  both  sides  there  is  a  proliferation  of  connective 
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tissue  from  the  anterior  internal  corner  of  the  anterior  horn 
through  the  white  substance  to  the  periphery,  otherwise  the 
same  as  before. 

Eighth  cervical  segment. — On  the  right  side  all  the  different 
groups  of  ganglionic  cells  are  present,  and  they  are  perfectly 
normal;  only  a  few  show  a  slight  atrophy.  On  the  left  side 
there  are  more  atrophic  cells  than  on  the  right,  but  still  there 
are  some  normal  cells  here,  too,  and  the  lateral  group  especially 


Fig.  V.     Cross-section  through  the  second  lumbar  segment. 

seems  to  be  normal.  We  find  here  some  normal  cells  within 
the  fan-like  expansion  of  connective  tissue.  The  atrophic  cells 
all  contain  a  considerable  amount  of  granular  pigment.  The 
blood-vessels  are  enormously  enlarged  and  increased  in  num- 
ber.    But  nowhere  are  there  any  changes  in  their  walls. 

First  dorsal  segment. — The  ganglionic  cells  on  both  sides 
in  the  different  groups  in  the  anterior  horns  and  in  the  columns 
of  Clarke,  are  mostly  atrophic ;  only  here  and  there  we  find 
some  normal  cells.  The  fan-like  proliferation  of  connective 
tissue  on  the  left  side  embraces  the  entire  half  of  the  cord,  with 
the  exception  of  a  small  area  of  the  anterior  white  column.     On 
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the  right  side,  this  proliferation  has  become  less,  so  that  we 
have  considerably  more  normal  white  fibers.  The  posterior 
columns  are  converted  into  connective  tissue,  with  the  excep- 
tion of  the  larger  part  of  the  right  column  of  Burdach. 

From  the  second  to  the  sixth  dorsal  segment  we  have  about 
the  same  condition  as  in  the  first  dorsal  segment,  the  normal 
ganglionic  cells  alternating  with  highly  atrophic  ones,  and  the 
expansion  of  the  areas  of  the  proliferating  connective  tissue  in 
the  white  substance  varying  on  the  different  levels.  The  pro- 
liferation of  blood-vessels  remains  very  considerable,  and  also 


Fig.  VI.     Cross-section  through  the  fourth  lumbar  segment. 

the  enlargement  of  the  perivascular  spaces.  At  some  parts  we 
find  a  considerable  accumulation  of  granular  cells. 

Seventh  dorsal  segment. — We  find  nearly  the  entire  cord 
converted  into  connective  tissue,  so  that  it  has  an  aspect  of  a 
transverse  myelitis,  only  at  the  periphery  all  around  the  sec- 
tion there  are  normal  nerve  fibers ;  the  outlines  of  the  gray  sub- 
stance being  difficult  to  recognize.  The  degree  of  atrophy  of 
the  nerve  cells  seems  not  to  be  in  proportion  to  the  pathological 
process  of  the  surrounding  tissues.  We  find  sometimes  per- 
fectly normal  cells  surrounded  by  connective  tissue. 

The  lower  we  go  down  in  the  cord  the  larger  grows  the  nor- 
mal space  at  the  periphery. 

Ninth  dorsal  segment. — The  white  substance  has  again  be- 
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come  normal  with  the  exception  of  a  small  portion  at  the  left 
side,  where  a  fan-like  proliferation  of  connective  tissue  extends 
again  from  the  anterior  horn  to  the  periphery.  The  columns 
of  Goll  also  are  converted  into  connective  tissue.  The  gray 
substance  is  destroyed  nearly  altogether,  and  only  a  very  few 
cells  are  present. 

Tenth  dorsal  segment. — Again  the  entire  cord  is  converted 
into  connective  tissue,  with  the  exception  of  a  small  part  of  the 
periphery. 

Eleventh  dorsal  segment. — There  are  very  few  cells  in  both 
anterior  horns,  while  the  lateral  horns  and  the  columns  of 
Clarke  are  nearly  normal.  The  white  substance  has  become 
more  normal  again,  especially  on  the  right  side,  while  the  left 
side  is,  however,  destroyed,  and  the  posterior  columns  show 
nearly  normal  fibers  at  the  lateral  margins. 

Twelfth  dorsal  segment. — The  proliferation  from  both 
horns  is  increased  again,  so  that  on  both  sides  the  white  col- 
umns appear  to  be  destroyed.  There  are  only  normal  white 
fibers  in  the  anterior  columns  The  cells  in  the  anterior  horns 
and  columns  of  Clarke  are  present,  although  highly  atrophic. 

First  lumbar  segment. — First  lumbar  segment  shows  the 
same  conditions  as  the  twelfth  dorsal. 

Second  lumbar  segment. — The  white  substance  on  both 
sides  is  again  more  normal,  with  the  exception  of  a  large  fan- 
like proliferation  of  connective  tissue  on  the  left  side. 

Third  lumbar  segment. — On  the  right  side  the  white  sub- 
stance seems  to  be  entirely  normal,  while  on  the  left  side  there 
is  still  a  considerable  area  of  connective  tissue.  The  posterior 
columns  have  become  normal.  The  cells  are  all  atrophic.  In 
the  left  horn  the  cells  seem  to  have  disappeared  altogether. 

Fourth  lumbar  segment. — The  white  substance  has  become 
perfectly  normal,  with  the  exception  of  a  very  small  area  on 
the  left  side.  The  ganglionic  cells  on  the  right  side  are  large 
in  size,  but  contain  an  unusual  amount  of  pigment.  A  good 
many  cells  are  chromonhilic,  and  sometimes  the  axis-cylinder 
seems  to  be  broken  off.  On  the  left  side  there  are  no  cells  at 
all,  with  the  exception  of  a  very  few  highly  atrophied  remnants. 
There  are  a  good  many  empty  spaces,  indicating  the  disap- 
pearance of  the  cell.  We  find  the  same  condition  in  the  fifth 
lumbar  segment. 

Towards  the  lower  part  cells  appear  again  on  the  left  side. 
The  white  substance  has  remained  normal.  The  sacral  col- 
umns appear  normal,  with  the  exception  of  some  atrophic  cells. 

In  the  first  sections  of  the  medulla  oblongata  we  find  the 
same  proliferation  of  connective  tissue  in  the  ventral  part, 
affecting  mostly  the  pyramidal  tracts,  sometimes  extending 
dorsad  into  the  lemniscus  and  the  substantia  reticularis  alba. 
The  nucleus  of  the  hypoglossus  contains  many  atrophic  cells 
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on  both  sides.  On  the  left  side  the  proliferation  of  connective 
tissue  occupies  a  field  which  is  limited  dorsad  by  the  substan- 
tia gelatinosa  and  the  nucleus  of  the  hypoglossus ;  laterally  by 
the  nucleus  lateralis.  Besides  the  nucleus  of  the  hypoglossus, 
those  of  the  glossopharyngeus  and  vagus  and  the  nucleus  am- 
biguus  contain  many  atrophic  cells,  while  these  nuclei  on  the 
right  side  are  normal.  At  the  level  where  the  fibers  of  the 
glossopharyngeus  begin  to  leave  the  medulla,  everything  has 
become  normal,  and  remained  so  up  to  the  level  of  the  nucleus 
of  the  oculomotorius.  The  only  changes  are  enlargement  of 
the  perivascular  spaces,  not  only  in  the  medulla  oblongata,  but 
also  in  all  parts  of  the  brain.  The  cell  layers  of  the  cortex, 
over  all  parts  of  the  brain  have  been  carefully  examined  and 
have  been  found  perfectly  normal. 

A  number  of  interesting  questions  arise  from  these  ana- 
tomical findings.  The  most  important,  of  course,  is  the  diag- 
nosis. When  I  presented  the  patient  to  the  Neurological  So- 
ciety three  years  ago,  I  had  made  the  diagnosis  amyotrophic 
lateral  sclerosis,  maintaining  that  the  pathological  process  had 
started  from  the  left  anterior  horn  of  the  cervical  part  of  the 
cord  and  proceeded  from  there,  first  to  the  left  pyramidal  tract, 
then  to  the  right  horn  and  right  pyramidal  tract.  The  micro- 
scopical examination  shows  this  assumption  to  be  true.  A 
glance  at  the  cervical  part  of  the  cord  will  show  an  anatomical 
condition  of  this  kind.  Still,  are  we  justified  in  calling  this  a 
case  of  amyotrophic  lateral  sclerosis?  The  clinical  course  of 
the  disease  would  surely  be  in  favor  of  it.  We  had  the  typical 
three  stages  which  Charcot  described :  the  atrophy,  the  rigid- 
ity with  the  muscular  contractures  and  the  bulbar  symptoms. 
The  rapid  course  of  the  disease,  which  lasted  only  a  few  years, 
would  also  correspond  to  Charcot's  description.  The  pain 
which  the  patient  experienced  towards  the  end  of  his  life  does 
not,  of  course,  belong  to  the  disease,  but  could  be  explained 
somehow  or  other  by  the  muscular  contractures  or  some  com- 
plication. From  the  anatomical  findings,  however,  the  diag- 
nosis of  amyotrophic  lateral  sclerosis  cannot  be  sustained. 
Whether  amyotrophic  lateral  sclerosis  is  a  morbus  sui  generis, 
which  is  to  be  distinguished  from  progressive  muscular  atro- 
phy and  bulbar  paralysis,  or  whether,  as  many  authors  main- 
tain, these  diseases  form  only  different  stages  or  degrees  of  one 
and  the  same  disease,  is  a  question  which  cannot  be  discussed 
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here.  Whatever  view,  however,  we  might  hold  regarding  this 
question,  one  must  regard  amyotrophic  lateral  sclerosis, 
whether  it  forms  a  separate  disease  or  not,  as  a  systemic  dis- 
ease; like  progressive  muscular  atrophy,  a  primary  degenera- 
tion of  the  motor  neurons. 

To  avoid  misunderstanding,  it  would  be  still  better  to  adopt 
Dana's  suggestion  and  change  the  name  systemic  disease  into 
neuron  disease.  The  important  question  then  in  this  special 
case  would  be :  have  we  to  deal  with  a  neuron  disease,  that  is, 
a  primary  degeneration  of  a  certain  group  or  groups  of  neu- 
rons belonging  to  one  system,  or  with  some  other  pathological 
process  through  which  the  neurons  have  become  affected  sec- 
ondarily? There  can  be  no  doubt  that  we  have  to  deal  here 
with  the  latter  condition.     In  favor  of  this  view  are : 

First,  the  anatomical  process  itself.  There  is  at  several 
levels  of  the  cord,  but  especially  at  the  lower  cervical  and.  upper 
dorsal  region,  a  fan-like  proliferation  of  connective  tissue  from 
the  gray  substance,  which  we  do  not  see  in  primary  degenera- 
tion of  the  white  columns.  It  seems  evident  that  this  prolifera- 
ion  of  connective  tissue  has  destroyed  the  white  substance,  but 
has  not  been  produced  through  the  degeneration  of  the  latter, 
as  is  the  case  in  primary  neuron  diseases.  The  enormous  pro- 
liferation of  blood-vessels,  as  well  as  the  considerable  enlarge- 
ment of  the  perivascular  spaces,  do  not  indicate  a  primary  de- 
generation of  the  neurons. 

Secondly,  the  topography  of  the  pathological  process.  The 
inflammatory  process  which  apparently  originated  in  the  gray 
substance,  spread  in  all  directions  and  involved  all  parts  of  the 
white  substance  without  any  regard  to  systems.  We  find  the 
columns  of  Burdach  and  Goll  and  the  anterior  columns  affect- 
ed, as  well  as  the  pyramidal  tracts :  that  the  inflammation  did 
not  follow  any  systemic  paths,  but  spread  from  a  central 
focus  in  all  directions,  is  especially  evident  in  the  dorsal  region, 
where  the  outlines  of  the  gray  substance  have  become  very  in- 
distinct and  the  inflammatory  field  occupies  nearly  the  whole 
cord,  leaving  some  normal  fibers  only  around  the  periphery, 
regardless  of  the  system  to  which  they  belong. 

Thirdly,  The  atrophy  of  the  ganglionic  cells  is  not  in  pro- 
portion to  the  changes  of  the  surrounding  tissue.     We  find 


282  WILLIAM  HIRSCH. 

sometimes  normal  or  only  slightly  atrophied  cells  amid  the 
most  remarkable  changes,  so  that  the  affection  of  the  nerve 
cells  must  be  regarded  as  a  secondary  matter. 

Therefore,  we  have  to  deal  here  with  a  case  of  interstitial 
myelitis,  probably  of  vascular  origin,  in  which  the  nerve  cells 
have  become  atrophied  secondarily. 

As  to  the  nature  of  systemic  or  neuron  diseases  and  their 
relation  to  other  inflammatory  processes  of  the  central  nervous 
system,  there  seem  to  be  some  discrepancies  among  different 
authors.  There  is  on  the  one  hand  a  tendency  to  deny  the 
existence  of  systemic  diseases  altogether.  The  supporters  of 
this  view  maintain  that  all  systemic  diseases,  including  tabes 
and  progressive  muscular  atrophy,  consist  of  myelitic  processes 
by  which  the  neurons  are  affected  secondarily.  On  the  other 
hand,  there  are  some  followers  of  the  theory  of  systemic  dis- 
eases who  draw  very  narrow  limits  to  the  interstitial  myelitic 
processes,  considering,  for  instance,  poliomyelitis  anterior  a 
systemic  disease,  as  was  first  suggested  by  Charcot. 

Recent  anatomical  investigations  of  fresh  cases  of  infantile 
spinal  paralysis,  as  well  as  the  generally  accepted  theory  of  its 
infectious  nature,  have  put  it,  I  think,  beyond  doubt  that  we 
have  to  deal  here,  not  with  a  systemic  disease,  but  an  interstitial 
inflammatory  process.  The  fact  that  the  anterior  horns  are 
always  the  main  seat  of  the  affection  is  due  to  the  more  abun- 
dant blood  supply  of  these  parts.  The  statement  of  some 
authors  that  certain  groups  of  ganglionic  cells  are  generally 
more  affected  by  the  disease  than  others  has  not  been  con- 
firmed by  closer  investigation.  On  serial  section,  some  groups 
appear  to  be  affected  at  some  level  and  intact  at  another.  The 
atrophy  of  the  cells  is  dependent  upon  the  distribution  of  the 
smaller  branches  of  the  central  vessels,  and  the  fact  that  in  one 
section  some  cells  are  atrophic,  while  others  are  intact,  is  due 
to  the  difference  in  the  blood  supply,  the  different  groups  of 
cells  belonging  to  different  areas  of  blood-vessels. 

As  far  as  spinal  diseases  of  later  life  are  concerned,  we  must 
admit  that  in  many  cases  it  is  not  only  extremely  difficult,  but 
sometimes  quite  impossible,  to  distinguish  between  a  systemic 
or  neuron  disease  and  a  myelitis  merely  from  the  clinical 
symptoms.    My  case  is  a  good  illustration  of  this  fact.    Every- 
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body  who  saw  the  case  agreed  that  it  was  a  systemic  disease; 
that  is,  either  progressive  muscular  atrophy  or  amyotrophic 
lateral  sclerosis,  while  the  microscopical  examination  revealed 
quite  different  conditions.  A  myelitis  might  possibly  simulate 
any  neuron  disease. 

I  am  inclined  to  believe  that  quite  a  number  of  the  cases 
which  have  been  reported  as  having  developed  from  an  in- 
fantile spinal  paralysis  to  a  progressive  muscular  atrophy, 
after  a  microscopical  examination,  would  prove  to  be,  like  my 
case,  instances  of  myelitis,  instead  of  primary  neuron  disease. 

The  next  question  would  be  whether  this  man's  infantile 
spinal  paralysis  had  any  relation  to  his  later  disease,  and  if 
so,  of  what  nature  was  this  relation?  I  have  mentioned  the 
different  theories  which  have  been  advanced  on  this  subject. 
Most  of  them  are  based  on  the  theory  that  poliomyelitis  an- 
terior is  a  systemic  disease  and  could  not  therefore  be  applied 
to  this  case. 

The  third  theory,  however,  would  correspond  to  the  clinical 
and  anatomical  condition  of  this  case ;  that  is,  that  the  old  scar 
which  was  produced  by  the  inflammatory  process  in  the  gray 
matter  of  the  anterior  horns,  formed  a  latent  but  permanent 
inflammatory  focus,  which  at  any  time  might  light  up  afresh 
and  cause  a  new  set  of  symptoms.  That  in  my  case  the  old 
scar  in  the  left  anterior  horn  of  the  cervical  part  of  the  cord 
formed  the  starting  point  for  the  disease  was  diagnosed  during 
life,  and  has  been  confirmed  by  the  autopsy.  Whether  the  old 
scar  contained  the  poison  to  set  up  the  new  disease,  or  whether 
we  have  to  deal  with  a  new  infection  which  attacked  the  old 
scar  first,  as  the  locus  minoris  rcsistcntia,  is,  of  course,  a  ques- 
tion which  cannot  be  decided  with  absolute  certainty.  I  think, 
however,  that  there  is  no  necessity  of  assuming  a  new  infection. 
It  is  perfectly  possible  that,  as  Strumpell  says,  the  virus  in  the 
old  scar  behaves  like  an  encapsuled  tubercular  focus,  remain- 
ing dormant  for  a  long  time,  and  then  setting  up  a  new  inflam- 
mation. 

Another  point  of  interest  is  whether  this  case  could  con- 
tribute to  our  knowledge  regarding  the  functions  of  the  cells 
cxf  the  spinal  cord.  Cases  of  infantile  spinal  paralysis,  which 
have  left  behind  atrophies  of  isolated  muscles,  and  which  come 
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to  autopsy  in  later  life,  are  especially  appropriate  for  this  study ; 
in  fact,  they  equal  in  many  respects  an  experiment.  Naturally, 
such  cases  are  very  rare.  Charcot  reports  that  he  saw  the  scar 
of  infantile  spinal  paralysis  in  the  anterior  horns  as  long  as 
sixty  years  after  the  disease,  but  a  special  study  of  the  cells  as 
to  their  function  was  not  made  by  him.  A  very  valuable  con- 
tribution to  this  part  of  science  has  been  furnished  by  Collins, 
who  had  the  chance  of  examining  a  spinal  cord  of  a  man  who 
died  from  a  nephritis,  and  who  had  an  attack  of  infantile  spinal 
paralysis  twenty-three  years  previously.  Collins  was  able  to 
corroborate  by  his  case  the  views  regarding  the  nucleus  of  the 
upper  extremity.  This  nucleus  is  composed  of  three  groups  of 
cells  located  in  the  lateral  part  of  the  anterior  horns,  and  ex- 
tending from  the  lower  part  of  the  fourth  cervical  into  the  first 
dorsal  segment.  Collins  was  furthermore  enabled  to  show  by 
his  case  that  a  group  of  cells  belonging  to  this  upper-extremity 
nucleus,  being  located  at  the  seventh  cervical  segment  and 
being  arranged  internally,  governed  the  function  of  extending 
the  fingers;  while  another  group  of  cells  between  the  last  cer- 
vical and  first  dorsal  segments,  being  arranged  laterally,  is 
concerned  in  supplying  the  muscles  that  cause  flexion  of  the 
fingers. 

My  case  is  not  quite  as  appropriate  for  this  study,  because 
the  man  developed  another  spinal  disease,  which  made  it  rather 
difficult  to  distinguish  between  the  old  and  recent  affection, 
while  Collins'  patient  exhibited  the  spinal  cord  of  the  old  in- 
fantile paralysis  without  any  further  changes.  There  are,  how- 
ever, some  valuable  facts  which  can  be  utilized  in  spite  of  this. 
In  order  to  compare  the  anatomical  findings  with  the  clinical 
symptoms,  I  may  be  allowed  to  recall  with  a  few  words  the 
progress  of  muscular  disease  in  the  patient's  upper  extrem- 
ities. 

His  left  arm  remained  in  a  highly  atrophied  condition  after 
the  infantile  disease.  The  muscles  of  the  shoulder  and  upper 
arm  were  involved  most.  The  muscles  of  the  hand  had  re- 
mained perfectly  normal.  During  the  course  of  the  later  dis- 
ease the  whole  left  extremity  became  gradually  paralyzed,  the 
only  movement  which  the  man  could  perform  being  a1  slight 
flexion  of  the  fingers.     The  right  upper  extremity,  which  had 
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not  been  affected  at  all  by  the  infantile  paralysis,  also  became 
paralyzed  during  the  later  disease,  but  here  only  the  movement 
of  the  arm  had  been  lost;  the  hand  could  be  moved  perfectly 
well  in  spite  of  a  considerable  atrophy  of  the  interossei.  The 
microscopical  examination  revealed  an  entire  destruction  of  the 
upper-extremity  nucleus  on  the  left  side,  with  the  exception  of 
a  few  cells  at  the  outer  margin  of  the  left  anterior  horn  in  the 
eighth  cervical  segment.  If  we  hold  these  cells  responsible  for 
the  limited  movement  of  flexion  which  the  man  could  perform, 
we  can  corroborate  Collins'  statement  as  to  his  outer  group  in 
this  respect. 

On  the  right  side  the  upper-extremity  nucleus  was  de- 
stroyed down  to  the  middle  part  of  the  seventh  cervical  seg- 
ment. At  this  level  the  cells  of  this  nucleus  appeared  normal, 
with  the  exception  of  the  anterior  group,  which  was  missing. 
With  the  beginning  of  the  eighth  segment,  however,  this  group 
also  became  normal,  so  that  the  entire  nucleus  appeared  in 
good  condition  down  to  the  beginning  of  the  first  dorsal  seg- 
ment. This  is  in  perfect  harmony  with  the  unimpaired  move- 
ments of  the  man's  right  hand,  the  atrophy  of  the  interossei 
being  due  to  the  atrophy  of  the  cells  in  the  first  dorsal  seg- 
ment. 

The  atrophy  of  the  cells  which  innervate  the  muscles  of  the 
back,  i.  e.,  the  group  of  cells  which  we  located  internally  in  the 
anterior  horns,  accounts  for  the  man's  inability  to  sit  up  or  hold 
up  his  head. 

There  seems  to  be  a  discrepancy  in  the  findings  of  the 
cortical  cells  between  this  case  and  the  one  of  Collins.  While 
in  my  case  I  could  not  detect  any  abnormal  conditions  in  the 
cortical  areas  corresponding  to  the  part  which  was  affected  by 
the  infantile  paralysis,  Collins  reported  an  atrophy  both  in 
size  and  constituents  of  this  area.  This,  however,  is  due  to  the 
fact  that  my  patient,  in  spite  of  the  atrophy,  could  move  and 
use  his  extremity,  while  in  Collins'  case  the  affected  extremity 
was  perfectly  motionless.  This  difference  between  the  two 
cases  would,  therefore,  corroborate  Collins'  theory,  that  not 
the  atrophy  but  the  inactivity  produces  the  affection  of  the 
other  group  of  neurons.  The  fact  that  in  my  case  the  cortical 
cells  of  the  cortico-spinal  neurons  were  perfectly  normal,  in 
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spite  of  the  severe  affection  of  the  pyramidal  tracts,  is  another 
support  of  the  statement  that  we  have  to  deal  in  this  case,  not 
with  a  systemic  or  neuron  disease,  but  with  a  local  inflamma- 
tory process,  i.  e.,  a  myelitis. 
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84.    Eine  neue   Farbung   fur   das   Nervensystem   (A   New  Stain   for 

Nervous  Tissue).     P.  Kronthal  (Neurologisches  Centralblatt,   18, 

18  9,  p.  196). 

Kronthal  has  described  a  new  method  of  treating  nervous  tissue 
which  permits  of  the  study  of  the  nerve  cells  as  well  as  the  fibers.  It 
combines  the  method  of  Golgi  and  that  of  Weigert  in  specimens  which 
are  successfully  treated.  He  first  hardens  the  nervous  tissue,  perfectly 
fresh,  in  a  mixture  consisting  of  equal  parts  of  a  saturated  aqueous 
solution  of  the  formate  of  lead  and  10  per  cent  formalin.  The  pieces 
remain  in  this  fluid  five  days  at  the  ordinary  temperature.  They  are 
then  transferred,  without  washing,  into  a  mixture  of  equal  parts  of  10 
per  cent,  formalin  and  hydrogen  sulphide  solution  (a  saturated  solu- 
tion of  sulphureted  hydrogen  in  water),  in  which  mixture  they  re- 
main five  days.  They  are  then  washed,  dehydrated  in  alcohol,  im- 
bedded in  celloidin,  and  the  sections  cleared  in  xylol-carbolic  solution 
and  mounted  in  balsam  with  cover.  According  to  the  author's  ex- 
perience, they  suffer  no  change  after  at  least  ten  months. 

For  the  conservation  and  staining  of  an  entire  brain,  the  author 
has  tried  the  following  procedure:  The  brain  was  placed  for  14  days  in 
2%  liters  of  1  per  cent,  formalin  and  saturated  solution  of  formate  of 
lead  equal  parts  of  each;  and  then  in  2V2,  liters  of  10  per  cent,  formalin 
and  2V2  liters  of  hydrogen  sulphide  solution,  and  allowed  to  remain  in 
this  for  14  days.  It  was  then  kept  in  a  solution  of  equal  parts  of 
glycerine  and  90  per  cent,  alcohol  until  it  was  ready  for  sectioning. 
The  glycerine,  while  making  the  brain  tissue  a  little  softer,  makes  it 
more  elastic.  Brains  kept  in  alcohol  alone  are  too  brittle  for  large 
sections.  Jelliffe. 


LIPOMA    OF    THE    FILUM    TERMINALE.1 
By  William  G.  Spiller,  M.  D., 

PROFESSOR    OF  DISEASES  OF  THE   NERVOUS  SYSTEM   IN    THE  PHILADELPHIA  POLY- 
CLINIC, ASSOCIATE  IN    THE   WILLIAM   PEPPER   LABORATORY  OF 
CLINICAL   MEDICINE,  UNIVERSITY   OF  PENNSYLVANIA. 

Tumors  of  the  filum  terminate  are,  as  a  rule,  small,  as  the 
structure  from  which  they  grow  is  a  narrow  band  composed 
chiefly  of  the  tissue  forming  the  continuation  of  the  pia.  When 
these  growths  attain  large  size  they  involve  the  lower  lumbar 
and  sacral  roots  formingthe  cauda  equina,  and  we  speak  of  them 
then  as  tumors  of  the  cauda  equina,  though  it  by  no  means 
follows  that  every  tumor  of  the  cauda  equina  originates  in  the 
hlum.  Tumors  of  the  filum  terminate  are  exceedingly  rare,  and 
without  doubt  are  occasionally  overlooked.  The  filum  is  en- 
veloped in  a  thick  mass  of  anterior  and  posterior  root  fibers, 
and  is  seen  only  when  these  fibers  are  separated.  This  exam- 
ination is  not  usually  made,  and  malformations  of  the  filum 
are  not  likely  to  be  detected  unless  special  attention  is  directed 
to  this  portion  of  the  cord. 

A  little  more  than  three  years  ago,  while  in  the  laboratory 
of  Dr.  Dejerine,  I  studied  the  structure  of  the  conus  medullaris 
in  quite  a  large  number  of  cases  of  tabes  dorsalis,  and  in  the 
spinal  cord  of  one  of  these  cases  a  tumor  of  the  filum  was 
found,  about  half  a  centimeter  below  the  union  of  the  filum  with 
the  conus.  The  tumor  formed  a  distinct  uniform  swelling  of 
the  filum  (Fig.  i),  and  in  transverse  section  was  considerably 
larger  than  the  smallest  transverse  section  of  the  conus  show- 
ing the  formation  of  the  spinal  cord  in  central  gray  and  periph- 
eral white  matter.  The  interesting  specimens  have  been  in  my 
possession  nearly  four  years,  but  have  never  been  reported. 
I  am  indebted  to  Dr.  Dejerine  for  the  material,  and  for  the  per- 
mission to  publish  the  findings. 

The  case  was  one  of  tabes  dorsalis,  and  the  tabetic  degenera- 
tion of  the  posterior  roots  and  posterior  columns  is  independ- 
ent of  the  tumor  of  the  filum.  Even  in  low  sacral  sections  the 
posterior  columns  are  distinctly  degenerated. 

1  From  the  Saltpetriere,  Paris  (laboratory  of  Dr.  Dejerine),  and 
the  William  Pepper  Laboratory  of  Clinical  Medicine. 

Read  before  the  Pathological  Society  of  Philadelphia,  Feb.  23,  1899. 
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The  tumor  is  a  lipoma.  On  one  side  of  the  growth  the 
structure  of  the  filum  may  be  distinctly  seen.  Within  the  filum 
is  a  mass  of  glear  cells  which  represent  the  termination  of  the 
cell-masses  surrounding  the  central  canal  of  the  cord;  and 
about  these  cells  the  connective  tissue  of  the  pia  is  found. 
These  cells  lie  in  a  granular  and  somewhat  fibrillar  matrix.  On 
three  sides  of  the  filum,  and  yet  forming  an  integral  part  of 
it,  is  loose  connective  tissue  resembling  fatty  tissue.  The  tumor 
has  not  a  distinct  unbroken  capsule,  but  along  its  edge ,  in 
many  parts  the  tissue  is  thickened  by  fibrous  bands.  Nerve 
fibers,  stained  black  by  the  Weigert-Pal  hematoxylin  method, 


Fig.  I.  Lipoma  of  the  filum  terminale.  The  drawing  has  been 
made  from  memory.  The  width  of  the  tumor  is  exactly  that  of  the 
microscopical  section.  Inaccuracies,  if  they  exist,  are  very  unim- 
portant. 

are  found  in  small  groups  here  and  there  within  the  fatty  tissue 
of  the  tumor,  and  probably  represent  the  delicate  nerve  fibers 
that  may  be  separated  from  the  periphery  of  the  filum  in  many 
normal  cases.  These  nerve  bundles,  as  well  as  the  vessels,  are 
surrounded  by  fibrous  tissue  and  form  small  masses  of  fibrous 
tissue  within  the  fatty  tumor.  The  pia  of  the  filum  is  infiltrated 
in  its  outer  layers  by  fat  cells  (Fig.  II.)  and  a  few  fat  cells  are 
seen  within  the  inner  layers  of  the  pia,  but  no  fat  cells  are  found 
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interior  to  the  pial  sheath.  The  fat  cells  of  the  tumor  are 
round  or  oval,  such  as  are  usually  seen  in  adipose  tissue.  In 
the  delicate  fibrillar  structure  between  the  fat  cells  numerous 
oval  or  round  nuclei  are  found — round  probably  because  they 
are  cut  transversely.  The  walls  of  the  small  blood  vessels 
within  the  tumor  are  not  noticeably  thickened.  At 
one  part  of  the  periphery  of  the  tumor  is  a  nerve  bundle  con- 
-taining  a  number  of  nerve  cells  similar  to  those    of     spinal 


Fig.  II.  Transverse  section  of  the  lipoma.  The  filum  is  seen  at  a 
and  is  surrounded  on  three  sides  by  the  adipose  tissue. 

ganglia  (Fig.  III.).  Miiller2  has  recently  described  these 
cells  in  the  lower  roots  of  the  cauda  equina,  within  the  dura, 
and  not  forming  a  part  of  any  spinal  ganglion. 

Argutinsky3  describes  the  enlargement  of  the  central  canal 
in  the  conus  of  the  newborn  child  and  human  fetus.  The  de- 
scription   of    this    enlargement,    known    as    the    ventriculus 

2  Miiller,  Deutsche  Zeitschrift  fur  Nervenheilkunde,  Vol.  XIV, 
p.  1. 

3  Argutinsky,  Archiv  fur  mikroskopische  Anatomie  und  Entwick- 
lungsgeschichte,  Vol.  LII,  No.  3.  p.  501. 
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terminalis,  is  most  interesting  and  suggestive  in  regard  to  the 
etiology  of  syringomyelia.  Argutinsky  thinks  that  the  ven- 
triculus  terminalis  is  not  a  persisting  embryonal  central  canal, 
but  is  the  result  of  proliferation  of  the  ventricular  wall.  In  this 
he  differs  from  all  other  writers.  The  subject  does  not  con- 
cern us  at  this  time,  intensely  interesting  though  it  may  be, 
but  the  statement  that  a  very  considerable  accumulation  of 
nuclei  exists  in  the  wall  of  the  ventricle  throughout  its  length 


Fig.  III.     Section  of  a  nerve  root,  (represented  at  b  in  Fig.  II) 
containing  nerve  cells  of  the  form  of  those  within  the  spinal  ganglia. 

is  doubtless  the  explanation  for  the  accumulation  of  nuclei  we 
find  in  the  filum  terminale. 

Lipoma  of  the  central  nervous  system,  especially  the  intra- 
dural variety,  is  one  of  the  rarest  of  tumors.  It  has  been  ob- 
served a  number  of  times  in  cases  of  spina  bifida.  Chiari4,  for 
example,  reported  a  case  of  spina  bifida  with  lipoma  involving 
the  spinal  membranes.      In  1886  v.  Recklinghausen5  reported 

4  Chiari,  Prager  med.    Wochenschrift,  No.  50,  1884,  p.  489. 

5  v.  Recklinghausen,  Virchow's  Archives,  105,  1886,  p.  243. 
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a  similar  case  with  a  myofibrolipoma  surrounding"  the  cord; 
the  fatty  mass  was  also  found  within  the  spinal  dura.  Bruns0, 
in  his  work  on  tumors  of  the  nervous  system,  says  that  lipo- 
mata  are  not  so  rare  in  the  lower  thoracic  and  upper  lumbar 
regions  in  association  with  spina  bifida  in  children,  and  he  re- 
ports a  case  of  this  kind.  Ziegler7  and  others  make  similar 
statements. 

We  can  hardly  be  surprised  that  lipomata  should  have  been 
observed  when  the  lower  part  of  the  spinal  column  is  congen- 
itally  deficient. 

When  we  examine  the  literature  for  cases  of  intravertebral 
lipoma  we  find  little  to  reward  our  search.  Lipoma  is  rare 
within  the  cranial  membranes,  as  well  as  within  the  vertebral. 
Ziegler,  in  his  last  edition,  is  contented  with  the  statement 
that  fibromata,  lipomata  and  osteomata  of  the  central 
nervous  system  are  rare  (1.  c.  p.  365).  He  makes  no  refer- 
ence to  the  occurrence  of  lipomata  within  the  spinal  cord.  In 
mentioning  the  tumors  of  the  spinal  meninges  he  puts  lipo- 
mata last  (1.  c.  pp.  308,  312). 

Reisman8  exhibited  before  the  Path.  Soc.  of  Philadelphia 
a  fibrolipoma  of  the  infundibulum. 

Oppenheim9,  in  his  book  on  cerebral  tumors  published  in 
1897,  says  little  is  to  be  found  in  the  literature  concerning 
lipomata  of  the  brain.  In  rare  cases  they  have  been  found  in 
the  corpus  callosum,  in  the  corpora  quadrigemina,  within  the 
ventricles,  in  the  hypophysis,  and  a  few  other  places. 

The  cases  of  lipomata  within  the  vertebral  column  are  so 
rare  that  I  have  made  as  thorough  an  examination  as  possible  of 
the  literature  from  the  references  I  have  been  able  to  obtain. 
Schlesinger10  mentions  probably  all  the  cases  reported,  and, 
with  three  exceptions,  I  have  been  able  to  find  and  read  all 
the  original  papers  quoted  by  him.  The  journal  in  which  one 
of  these  three  cases  appears  is  not  correctly  cited. 

The  earliest  recorded  cases  are  those  of  Chapelle  and  Albers. 

*  Bruns,  Die  Geschwulste  des  Nervensystems. 

7  Ziegler,  Lehrbuch  der  speciellen  pathologischen  Anatomie, 
Ninth  edition,  Vol.  II. 

8  Riesman,  Proceedings  of  the  Path.  Soc.  of  Philadelphia,  Vol.  I, 
No.  3.  N.  S..  p.  64. 

8  Oppenheim,  Die  Geschwulste  des  Gehirns,  1897,  p.  14 
lu  Schlesinger,  Beitrage  zur  Klinik  der  Riickenmarks  und  Wirbel- 
tumoren. 
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In  Chapelle's11  case  (1847)  tne  spinal  dura  in  a  child  of  four 
years  was  surrounded  by  a  large  amount  of  fat  from  the 
cervical  region  to  the  end  of  the  cord,  especially  on  the  pos- 
terior aspect.     It  was  an  extradural  growth. 

In  the  atlas  by  Albers12,  published  also  in  1847,  tne  picture 
of  a  spinal  cord  is  given  with  several  lipomata  on  the  outer  side 
of  the  dura. 

Obre,13  in  1852,  reported  a  case  in  which  a  deposit  of  fat 
was  found  external  to  the  theca,  and  between  it  and  the  bodies 
of  the  last  cervical  and  first  thoracic  vertebra.  It  was  a  mass  of 
fatty  tissue,  two  and  a  half  inches  in  length,  the  breadth  of  the 
canal  and  about  half  an  inch  in  thickness,  composed  of  the 
ordinary  spherical  fat  cells.  It  did  not  differ  from  fat  usually 
met  with  in  other  situations,  excepting  that  the  cells  seemed 
to  contain  fat  in  a  more  solid  and  granular  state.  This  deposit 
of  fat  pressed  upon  the  cord. 

In  1857  Athol  Johnson14  reported  a  case  in  which  a  fatty 
tumor  was  found  external  to  the  spinal  column  and  penetrating 
through  an  aperture  large  enough  to  admit  the  end  of  the 
finger  in  the  posterior  wall  of  the  sacral  canal.  The  tumor  was 
dissected  from  the  spinal  membranes  without  any  opening  in 
the  latter  having  been  made. 

Virchow15,  in  the  same  year,  reported  a  case  of  multiple 
fatty  tumors.  One  was  found  in  the  anterior  cerebral  fossa 
loosely  connected  with  the  arachnoid;  another  was  found 
within  the  vertebral  canal  in  the  lumbar  region,  external  to  the 
dura.  Virchow  regarded  this  form  of  tumor  as  a  peculiar  vari- 
ety of  lipoma,  and  spoke  of  it  as  myxoma  lipomatodes. 

E.  K.  Hoffmann16  reported  a  case  of  gliomyxoma  of  the 
spinal  cord  with  numerous  fatty  tumors  upon  the  outer  surface 
of  the  dura. 

The  case  reported  by  Gowers17  in  1875  1S  tne  most  inter- 

11  Chapelle,  Bulletins  de  la  Societe  Anatomique  de  Paris,  22,  1847, 
p.  6. 

12  Albers  Atlas  der  path.  Anat.  fur  praktische  Aerzte,  Henry  & 
Cohen,  Bonn,  1847. 

13  Obre,  Transactions  of  the  Path.  Soc.  of  London,  Vol.  Ill,  p.  248. 
"Johnson,  Transactions  of  the  Path.  Soc.  of  London,  Vol.  VIII, 

p.  16. 

10  Virchow,  Virchow's  Archives,  XI,  p.  281,  1857. 

18  Hoffmann,  Zeitschrift  fur  rationelle  Medicin,  Vol.  XXXIV,  p. 
188. 

17  Gowers,  Transactions  of  the  Path.  Soc.  of  London,  Vol.  XXVIL 
1876. 
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esting  in  connection  with  my  own  that  I  have  found.  He  ob- 
served a  small  fatty  tumor  attached  to  the  conus  medullaris, 
and  apparently  springing  from  the  pia.  The  cord  was  frorn  a 
patient  who  had  had  tabes  dorsalis.  The  tumor  measured  half 
an  inch  from  above  down;  half  an  inch  from  before  back,  and 
about  three-eighths  of  an  inch  from  side  to  side  at  its  thickest 
part.  This  tumor  contained  striated  muscular  fibers,  and  was 
larger  than  the  new  growth  in  my  case,  for  while  the  length 
was  nearly  the  same,  the  transverse  diameter  of  Gowers'  tumor 
was  greater.  Like  Gowers'  tumor,  mine  is  crescentic  in 
transverse  section,  and  surrounds  one-half  of  the  filum  in  the 
same  manner  as  his  surrounded  the  conus  medullaris.  Many 
of  the  nerve  roots  of  the  cauda  equina  were  imbedded  in  Gow- 
ers' tumor,  and  mine  contains  many  of  the  delicate  filaments 
which  lie  close  to  the  filum  terminale.  I  did  not  have  the  op- 
portunity of  examining  my  tumor  before  it  had  been  hardened 
in  Miiller's  fluid,  but  in  microscopical  sections  it  has  a  very 
similar  appearance  to  the  one  described  by  Gowers,  except  that 
the  striated  muscular  fibers  are  absent. 

Gowers  does  not  think  the  tumor  in  his  case  was  in  causal 
relation  to  the  degeneration  of  the  posterior  columns;  neither 
can  I  hold  this  opinion  in  regard  to  my  case,  but  it  is,  never- 
theless, an  interesting  fact  that  the  only  two  lipomata  known 
of  the  cauda  or  filum  were  in  tabetic  patients. 

Braubach18  reported  the  finding  of  a  lipoma,  12  cm.  long,  in 
the  arachnoid.  The  growth  was  adherent  to  the  dura  in  certain 
parts,  and  the  cord  was  much  compressed. 

Turner19  reported  a  case  in  which  a  lipomatous  tumor  was 
found  in  about  the  middle  of  the  dorsal  region  of  the  cord,  was 
about  the  size  of  a  large  filbert  nut,  and  formed  a  well  defined 
fusiform  expansion  of  the  substance  of  the  cord  at  the  affected 
part.  The  tumor  was  free  from  attachment  to  the  external 
membranes  of  the  cord,  and  the  outer  layer  of  pia  sheathing  it 
stripped  off  easily  from  a  portion  of  it  removed  for  microscop- 
ical examination.  A  transverse  section  of  the  tumor  showed 
that  the  left  half  of  it  consisted  wholly  of  adipose  tissue,  the 
cord  appearing  to  have  been  pushed  to  one  side.     The  cord, 

18  Braubach,  Archiv  fur  Psychiatrie,  Vol.  XV,  p.  489. 
"Turner,  Transactions  of  the  Path  Soc.  of  London,  Vol.  XXXIX, 
P-  25. 
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however,  was  almost  wholly  destroyed  by  infiltration  with  a 
growth  similar  'to  that  of  the  tumor. 

Turner  thought  it  might  be  supposed  that  a  lipoma  orig- 
inated in  a  very  obese  subject,  in  the  pia  ensheathing  the  cord 
between  the  more  superficial  and  the  deep  layers;  that  the 
mass  compressed  the  cord,  and  that  an  infiltrating  fibrous  con- 
nective tissue  growth  became  the  seat  of  fatty  infiltration.  It 
seemed  to  him  more  probable  that  the  growth,  though  having 
the  appearance  of  a  simple  lipomatous  tumor  and  consisting 
almost  entirely  of  adipose  tissue,  was  essentially  of  a  sarcom- 
atous nature,  a  lipomatous  sarcoma  or  fibrosarcoma,  orig- 
inating in  the  pia  and  invading  the  cord.  He  seems  to  have 
been  influenced  in  expressing  the  latter  opinion  by  the  extreme 
rarity  of  lipoma  within  the  cord  substance. 

TemoinV0  case  was  one  of  tumor  in  the  lumbo-sacral  re- 
gion resembling  spina  bifida.  The  lipoma  was  connected  with 
the  tissues  within  the  vertebral  column  by  a  pedicle. 

Oustaniol21,  in  his  thesis  on  tumors  of  the  spinal  membranes 
published  in  1892,  could  find  only  five  cases  of  lipoma  of  these 
membranes  reported  in  the  literature.  These  cases  are  cited 
in  my  paper. 

Chipault  refers  to  a  case  reported  by  Zavaleta  and  Masi22, 
in  which  a  lipoma  was  found  in  the  lumbar  region  and  was 
connected  by  a  pedicle  with  the  arachnoid. 

M.  Allen  Starr23  reported  a  case  in  which  a  soft  fatty  tumor 
was  found  beneath  the  tenth  thoracic  vertebra;  it  extended 
across  the  posterior  surface  of  the  dura  about  half  an  inch 
from  side  to  side,  and  was  three-fourths  of  an  inch  in  length. 
A  second  fatty  tumor  was  found  beneath  the  laminae  of  the 
eleventh  thoracic  vertebra. 

The  original  reports  of  the  cases  of  Holmes24  (reference 
given  by  Schlesinger  incorrect),  Berenbruch25  and  Stumpell26 

20  Temoin,  Archives  provinciates  de  Chirurgie,  Vol.  I,  No.  2,  1892, 
p.  179.  ,    . 

21  Oustaniol,  Contribution  a  l'etude  des  tumeurs  des  meninges 
rachidiennes,  Paris,  1892,  cited  by  Temoin. 

22  Zavaleta  and  Masi,  cited  in  Etudes  de  chirurgie  medullaire,  par  A. 
Chipault,  1894,  p.  346. 

23  Starr,  The  American  Journal  of  the  Medical  Sciences,  Vol.  CIX, 
1895,  p.  622. 

24  Holmes,  cited  by  Schlesinger. 

25  Berenbruch,  cited  by  Schlesinger. 
2°  Striimpell,  cited  by  Schlesinger. 
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I  have  not  been  able  to  obtain.  Schlesinger  says  that  Holmes' 
tumor  was  extradural;  Berenbruch's  case  was  one  of  multi- 
ple angiolipomata  combined  with  an  angioma  of  the  spinal 
cord;  StrumpelFs  was  an  intradural  lipoma,  but  its  location 
is  not  mentioned  by  Schlesinger. 

These  are  the  only  cases  of  intradural  or  extradural  spinal 
lipomata  mentioned  by  Schlesinger,  and  the  only  ones  to- 
which  I  have  been  able  to  obtain  references.  Some  cases  may 
possibly  have  been  overlooked  and  if  so  they  have  been  over- 
looked also  by  all  the  writers  to  whom  I  have  referred. 

We  find  that  from  1847  until  1899,  a  period  of  52  years, 
only  16  cases  of  intradural  and  extradural  spinal  lipomata 
without  association  with  spina  bifida,  have  been  reported  as 
occurring  in  man.  Of  these  eleven  were  extradural  (Chapelle, 
Albers,  Obre,  A.  Johnson,  Virchow,  Temoin,  E.  K.  Hoffmann. 
Zavaleta  and  Masi — tumor  connected  by  pedicle  with  arach- 
noid— Starr,  Holmes,  Berenbruch),  although  one  of  these 
(Berenbruch)  possibly  has  not  been  correctly  placed,  as  I  have 
not  been  able  to  obtain  the  original  paper.  Four  of  the  sixteen 
(Gowers,  Braubach,  Stumpell,  Spiller)  were  intradural,  but 
not  in  the  cord  substance ;  and  of  these  four  only  one  was  in 
the  conus  (Gowers)  and  only  one  in  the  filum  (Spiller),  unless 
Strumpell's  tumor  was  situated  in  this  region.  One  of  the 
sixteen  cases  was  a  lipoma  of  the  cord  substance  (Turner). 

The  large  number  of  extradural  in  comparison  with  the 
intradural  lipomata  may  probably  be  explained  by  the  presence 
of  the  fat  normally  existing  between  the  dura  and  the  verte- 
brae. 

While  the  tumor  of  the  filum  terminate  in  my  case  was  too 
small  to  cause  any  symptoms,  the  possibility  of  increased 
growth  existed.  A  glioma  of  the  filum,  considerably  larger 
tli an  my  tumor,  causing  isolated  compression  of  the  nerves  of 
the  bladder,  was  reported  by  Lachmann27.  The  diagnosis  of 
vesical  carcinoma  was  made,  but  the  necropsy  showed  that  the 
symptoms  were  due  to  paralysis  of  the  vesical  nerves  and  the 
systemic  disturbance  resulting  from  this  paralysis. 

As  a  contrast  to  this  large  glioma  of  the  filum,  Schlesinger 
(1.  c.)  reports  a  glioma  in  this  location  the  size  of  a  millet  seed. 
Although  such  tumors  are  exceedingly  rare,  it  is  well  to 
"  Lachmann,  Archiv  fiir  Psychiatrie,  Vol.  XIII,  1882,  p.  50. 
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bear  in  mind  that  isolated  paralysis  of  the  nerves  innervating 
the  bladder  may  be  due  to  a  tumor  of  the  filum.  These  nerves 
arise  low  in  the  sacral  region  of  the  cord,  and,  therefore,  oc- 
cupy a  central  position  within  the  cauda  equina,  and  are  in 
close  proximity  to  the  filum.  Enlargement  of  the  filum  may 
cause  pressure  first  of  all  on  the  vesical,  and  possibly  the  gen- 
ital nerves,  and  lead  to  symptoms  of  vesical  paralysis  and  los.i 
of  sexual  power  without  disturbance  of  motion  or  sensation 
in  the,  lower  limbs,  even  to  the  mistaken  diagnosis  of  carcinoma 
of  the  bladder,  as  in  Lachmann's  case. 


85.  Ueber  den  Faserverlauf  einzelner  Lumbal-und  Sacralwurzeln 
im  Hinterstrang  (Concerning  the  Course  in  the  Posterior  Columns 
of  Individual  Lumbar  and  Sacral  Roots).  Karl  Schaffer  (Monats- 
schrift  fur  Psychiatrie  und  Neurologie,  5,  1899,  Nos.  1  and  2,  pp. 
22,  95). 

Schaffer  reports  three  interesting  cases  in  which  he  was  able  to 
study  the  course  of  individual  posterior  roots.  In  the  first  case  the 
fifth  lumbar  root  in  man  was  degenerated;  in  the  second  the  last  lum- 
bar root  in  a  cat  was  completely  degenerated  and  the  upper  sacral  roots 
partially  degenerated,  and  in  the  third  the  coccygeal  and  the  fifth 
sacral  roots  in  man  were  degenerated.  He  compares  his  findings  with 
those  published  some  years  ago  by  C.  Mayer.  Schaffer,  believes  that 
the  descending  branches  of  the  cervical  posterior  roots  occupy  the 
most  lateral  portion,  and  those  of  the  lumbar  roots  the  most  median 
portion  of  the  posterior  columns.  The  comma  zones  in  the  posterior 
columns,  according  to  his  views,  consist  of  endogenous  fibers,  but 
they  contain  also  some  of  the  descending  posterior  root  fibers.  In  his 
first  case,  the  fifth  anterior  lumbar  root  was  degenerated  as  well  as  the 
fifth  posterior  root,  and  the  degeneration  of  the  former  was  believed 
to  be  secondary  to  that  of  the  latter.  The  degeneration  of  the  roots  in 
this  first  case  was  due  to  increased  pressure  of  the  cerebro-spinal  fluid 
and  to  toxic  and  nutritive  conditions  produced  by  a  tumor  pressing 
upon  the  upper  part  of  the  thoracic  cord.  The  degeneration  in  the 
second  case  was  the  result  of  pachymeningitis,  and  the  case  seemed  to 
show  that  the  intramedullary  portion  of  the  posterior  roots  is  less  re- 
sistant than  the  extramedullar  portion.  In  the  third  case  the  dorso- 
medial  sacral  bundle  was  not  degenerated,  and  Schaffer  thinks  that 
his  case  proves  that  the  fibers  in  this  bundle  are  endogenous,  and  that 
the  coccygeal  and  sacral  nerves  have  no  part  in  the  formation  of  the 
triangular  zone.  [The  study  of  this  case  was  not  made  with  the 
Marchi  method.  Schaffer  speaks  in  this  paper  of  the  superiority  of  the 
Marchi  method  over  that  of  Pal.  and  it  is  certainly  not  necessary  to 
remind  so  skilled  a  neuropathologist  that  the  Marchi  method  often  re- 
veals a  considerable  degeneration  where  the  Pal  gives  little  indica- 
tion of  such  alteration.  The  correctness  of  his  statement:  "Somit 
haben  die  Steiss  und  Kreuznerven  mit  dem  dorsomedialen  Sacral- 
biindel  nichts  zu  thun,"  seems  unproven.]  Spiller. 


DO  EPILEPTICS  RECOVER? 
By  Edgar  J.  Spratling,  B.    Sc,  M.D., 

FIRST     ASST.     PHYSICIAN,  MASS.    HOSPT.   FOR     EPILEPTICS;   MEMBER     OF     THE     SO- 
CIETY  FOR   THE  STUDY   OF   EPILEPSY;     MEMBER   OF  THE  AMERICAN 
PUB.    HEALTH   ASSOCIATION,   ETC. 

This  question  has  so  long  been,  discussed  by  every  one  con- 
cerned in  the  study,  treatment  and  family  history  of  epileptics, 
without  any  definite  conclusion  being  reached,  that  it  now 
seems  almost  futile  for  any  one  even  to  broach  the  subject. 

The  writer  believes  that  a  very  small  percentage  of  epilep- 
tics actually  do  recover,  but  that  a  new  onset  of  the  disease  is 
a  fate  hanging  immediately  over  every  former  sufferer.  Epi- 
lepsy, being  a  pure  neurosis  and  having  convulsions  as  its  chief 
manifestation  must  be  liable  to  remissions  and  renewals.  Simply 
because  a  man  has  gone  one  month,  or  two  months,  or  twelve 
months,  or  so  many  years,  without  a  convulsion,  should  not  for 
a  moment  induce  us  to  state  that  epilepsy,  with  him,  becomes  in 
the  future  impossible  or  even  improbable.  So  far  as  the  writer 
has  been  able  to  investigate  the  life-history  of  so-called  recov- 
ered epileptics,  almost  without  exception,  either  that  disease,  or 
one  of  its  numerous  congeners,  has  fastened  itself  later  upon  the 
unhappy  victim. 

One  bright  young  fellow,  of  a  Hebrew  family,  had  convul- 
sions in  infancy,  grew  up  free  from  every  trouble  until  he  was 
twelve  years  of  age,  when  by  some  untoward  condition,  from 
the  history  let  us  believe  an  enteric  indigestion,  pronounced 
epileptic  seizures  became  frequent.  Every  suitable  medicine, 
every  suitable  method  known  to  medical  science  were  employed, 
only  leading  to  disappointment.  At  that  time,  after  having  suf- 
fered almost  daily  for  four  years,  he  went  to  Carlsbad,  Ger- 
many, where  either  by  the  influence  of  the  waters,  the  outdoor 
life,  or  the  food,  convulsions  shortly  ceased,  and  until  his  twen- 
ty-sixth year  he  was  free  from  any  evidences  of  epilepsy;  even 
then  epilepsy  did  not  return,  but  the  more  fatal,  yet  happier 
paresis  overtook  him,  with  its  attending  convulsions,  which  we 
speak  of  as  only  epileptiform.  Whether  this  fatal  disease  placed 
him  beyond  the  reach  of  epilepsy,  and  cut  short  a  miserable 
existence,  or  whether  it  blighted  bright  hopes  and  a  splendid 
future,  we  are  unable  to  say;  but  certain  it  is  in  this  case  we 
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have  had  two  so-called  recoveries,  one  in  infancy,  and  one  at 
sixteen. 

If  epilepsy,  as  is  slowly  being  conceded  by  the  most  observ- 
ant thinkers  to-day,  is  simply  a  manifestation  of  some  form  of 
malnutrition,  stating  a  prognosis  is  mere  guess  work,  so  long 
as  we  do  not  know  what  form  this  perversion  takes,  or  what 
changes  it  works  in  the  intimate  structure  of  the  individual  cells. 

For  practical  purposes  it  is  the  custom  of  those  who  have 
the  care  and  treatment  of  epileptics,  to  place  two  years  free  of 
convulsions  as  the  limit  of  the  epileptic  condition.  From  Craig 
Colony  lately  seven  have  been  discharged  who  have  measured 
out  this  apprenticeship ;  but  whether  they  go  out  into  the  world 
on  a  par  with  their  fellow-beings,  whether  they  can  enjoy  life 
to  its  fullest,  or  whether  they  are  to  be  forever  handicapped  and 
restricted  by  the  narrow  limits  of  a  tiresome  dietary,  and  Puri- 
tanical habits,  remains  yet  to  be  seen. 

This  is  not  a  disease  like  typhoid  fever  or  pneumonia,  in 
which  a  specific  germ  must  be  present,  and  must  multiply  its 
kind,  and  live  a  life-history  within  itself,  to  produce  definite 
symptoms  and  certain  signs ;  but  it  is  a  disease  which  determines 
largely  its  own  modes  and  manners  of  making  itself  felt;  in 
other  words  it  is  purely  functional  in  its  manifestation,  though 
fundamental  in  its  origin. 

We  have  one  patient  in  whom  an  ounce  of  pork  will  produce 
a  series  of  from  five  to  a. dozen  convulsions;  without  this  pork 
he  will  go  for  weeks,  and  even  months  (other  things  being  fav- 
orable) without  a  single  untoward  accident.  Would  we  call  the 
permanent  withdrawal  of  pork,  provided  his  health  remained 
good,  a  recovery?  Not  any  more  than  we  would  say  that 
tuberculosis,  which  had  allowed  us  a  short  period  of  normal 
respiration,  was  cured.  We  have  another  patient,  whose 
father  declares  that  a  single  ear  of  roasted  green  corn,  was  the 
origin  of  all  his  trouble;  and  even  to  this  day,  he  says  that  green 
corn  in  any  shape  will  produce  a  series  of  convulsions.  Let  us 
say,  however,  that  there  are  other  things  that  produce  like  re- 
sult; as  is  shown  by  the  fact  that  he  has  attacks  repeatedly 
without  eating  corn.  Another  patient  is  unable  to  take  shell- 
fish ;  and  in  others,  alcoholic  drinks  will  bring  on  a  seizure  with- 
in a  few  hours.    Any  number  of  patients  may  be  made  to  have 
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from  one  to  a  dozen  convulsions  at  will,  by  giving  them  an  acid 
sauce,  as  cranberry,  then  sweet  milk.  The  permanent  with- 
drawal of  these  hurtful  articles  would  not  be  recovery. 

We  may  take  another  view,  even  into  another  field  of  epi- 
lepsy, the  Jacksonian  and  the  traumatic.  How  many  disap- 
pointments can  we  count  that  have  followed  the  surgeon's 
knife  and  trephine?  Every  one  knows  that  even  where  epilepsy 
is  caused  by  depressed  fracture  and  pressure  on  the  brain,  and 
an  operation  relieves  such  depression,  the  cure  at  best  is  only 
temporary.  Even  there  we  see  that  we  have  not  reached  the 
fundamental  perversion  that  allows  the  seizures.  To  say  that 
the  nervous  elements  have  been  educated,  or  allowed  to  edu- 
cate themselves,  into  a  convulsive  state,  is  mere  nonsense.  No 
man  would  think  and  seriously  assert  that  the  nerve  cell,  per  se, 
could  explode  periodically  and  recover  its  normal  status  of  its 
own  free  will.  Epilepsy  is  not,  and  never  will  be,  considered 
a  habit-neurosis.  Therefore,  the  removal  of  mere  inciting 
causes,  as  depressed  fractures,  or  cicatrices  from  the  cerebrum, 
or  adherent  prepuces,  or  troublesome  nails,  cannot  in  any  sense 
of  the  word  be  considered  as  curative,  but  must  be  regarded  as 
simply  an  alleviative  measure.  There  may  be  rare  cases  in 
which  some  one  single  inciting  cause  is  so  powerful  as  to  be  the 
one  determining-  factor  in  the  successive  seizures,  and  in  that 
case,  after  its  removal,  and  until  another  equally  potent  inciting 
cause  arises,  we  may  pat  ourselves  on  the  back,  and  say  that 
we  have  made  a  cure;  but  we  should  not  allow  our  self-esteem, 
or  our  forgetfulness  of  actual  facts  to  so  carry  us  away.  We 
may  be  sure  that  the  individual  who  has  proven  his  nervous 
system  to  be  so  unstable  as  to  allow  repeated  functional  con- 
vulsions, will  never  pass  through  life  unfettered,  but  fearful 
always  of  the  dark  hour  that  may  return. 

Dana,  in  his  work  on  nervous  diseases,  says  that  five  or  ten 
per  cent,  of  epileptics  recover;  but  he  fails  to  define  recovery. 
Nothnagel,  and  numerous  other  writers,  make  the  same  un- 
qualified assertion,  while  but  few  writers  have  candidly  said  that 
the  so-called  cure  of  epilepsy  is  merely  the  granting  of  the  re- 
mission, not  the  permanent  state  of  regained  health. 

The  writer  knows  one  epileptic  twenty-one  years  of  age, 
who  had  the  first  convulsion  at  seventeen,  the  second  at  eight- 
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een,  and  the  third  only  a  short  time  ago.  He  is  a  sufferer  from 
spinal  curvature,  a  weak,  ill-shapen  dwarf;  and  yet  he  went  one 
year  between  his  first  and  second  convulsions,  and  two  years 
between  the  second  and  third.  Supposing  he  were  to  go  two 
years  now  without  an  attack,  should  we  call  him  recovered?  A 
few  days  ago  we  should  have  done  so.  He  states  that  only  over- 
loading his  stomach  with  candy  will  produce  a  convulsion.  If 
he  should  let  candy  alone,  has  a  cure  been  wrought,  or  a  respite 
granted? 

The  length  of  these  remissions  seems  to  have  but  little  in- 
fluence on  the  actual  prognosis.  If  memory  serves  me  right, 
one  of  the  cases  discharged  from  Craig  Colony  had  had  a 
checkered  career  in  state  asylums,  county  alms-houses,  and 
was  often  picked  up  on  the  street  as  an  unconscious  vagrant; 
he  had  an  average  credit  of  one  hundred  to  one  hundred  and 
fifty  convulsions  a  month.  One  hundred  and  ten  attacks  were 
charged  to  him  during  his  first  month  at  Craig  Colony,  yet  that 
man  recovered,  as  custom  speaks.  Here  is  the  lad  referred  to, 
twenty-one  years  old,  with  only  three  convulsions  in  four  years, 
and  we  dare  not  call  him  recovered.  The  prognosis  really 
rests  upon  the  removability,  or  non-removability,  of  the  funda- 
mental cause,  and  not  upon  the  number  or  severity,  or  any 
other  conditions,  that  are  apparent  in  the  seizures. 

If  we  find  one  patient  suffering  from  too  much  uric  acid,  we 
cut  off  his  meat,  and  limit  his  consumption  of  the  pulses ;  and 
he  improves,  perhaps  enjoying  long  remissions,  possibly  of 
years,  yet  we  would  not  think  that  a  cure  had  been  wrought,  so 
long  as  the  uncertain  fate  of  future  seizures  hung  over  him. 
Sometimes  we  find  a  man  who  has  abused  his  liver  with  drink, 
his  kidneys  have  become  involved,  and  by  physiological  hygiene 
we  relieve  these  abused  organs,  and  may  be  rewarded  for  our 
work  by  long  remissions. 

.  Now  the  question  remains,  do  we  cure  epilepsy  and  allow 
the  patient  to  recover;  or  do  we  grant  immunity,  as  if  we  were 
using  a  higher  vaccination?  A  very  few  cases  do  actually  get 
well,  and  remain  so,  by  some  structural  change  wrought  in  the 
cell  organism ;  but  the  most  recoveries  are  simply  respites 
^ranted  by  the  removal  of  immediate  causes.  Then  let  us  not 
forget  our  duty  to  the  patient,  to  his  friends,  and  to  the  public, 
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and  while  we  set  a  limit  upon  his  detention,  pronouncing  him 
cured  or  recovered  after  one  year,  or  better  two  years,  of  free- 
dom from  convulsions,  at  the  same  time  let  us  not  forget  our 
higher  duty  in  protecting  society,  by  warning  him  against  be- 
getting offspring  and  forming  entangling  family  alliances,, 
which  he  would  most  likely  be  unable  to  carry  to  a  happy  ter- 
mination. 


86.  Recherches  sur  l'origine  reelle  des  nerfs  cramens.  Le  nerf 
glosso-pharyngien  et  le  nerf  vague  (Researches  on  the  Real 
Origin  of  the  Cranial  Nerves.  The  Glossopharyngeus  and  the 
Vagus).  A.  Van  Gehuchten  (Journal  de  Neurologie,  Nos.  22,  23 
and  25,  1898.  and  No.  2,  1899). 

Van  Gehuchten  finds  that  in  the  rabbit  the  ventral  nucleus  of  the 
vagus  forms  a  long  column  of  cells  of  more  than  four  millimeters  in 
length.  This  column  begins  just  below  the  facial  nucleus  and  extends 
as  far  as  the  lower  border  of  the  hypoglossal  nucleus.  The  ventral 
nucleus  on  its  inner  and  most  proximal  portion  contains  cells  belong- 
ing to  the  ninth  nerve.  The  ventral  nucleus  is  sharply  defined  from 
the  surrounding  cells  only  in  its  uppermost  part.  The  vagus  nerve  re- 
ceives no  fibers  from  the  hypoglossal  nucleus  or  from  the  intercalated 
nucleus  of  Staderini,  and  contains  no  crossed  fibers  from  the  nucleus 
on  the  opposite  side  of  the  medulla  oblongata.  Intracranial  section  of 
the  eleventh  nerve  shows  that  the  nerve  of  Willis  does  not  arise  in  the 
ventral  nucleus  of  the  vagus,  and  that  the  dorsal  nucleus  gives  origin 
to  fibers  belonging  to  the  accessory  nerve  of  Willis  and  the  vagus. 
The  glossopharyngeus  has  no  origin  in  the  dorsal  nucleus.  Van 
Gehuchten  acknowledges  that  he  was  mistaken  in  his  former  opinion, 
and  now  states  that  the  cells  of  the  terminal  nuclei  of  peripheral  sen- 
sory nerves  do  not  undergo  chromatolysis  during  the  first  few  days 
following  section  of  the  nerve.  He  has  succeeded  in  staining  the  cells 
of  the  dorsal  nucleus  with  the  silver  stain,  and  has  traced  the  axis 
cylinders  of  these  cells  into  the  tenth  nerve.  He  has.  therefore,  given 
us  the  very  best  proof  that  the  posterior  nucleus  of  the  vagus  is 
motor. 

The  method  of  Marchi  shows  that  the  sensory  fibers  of  the  tenth 
nerve  form  a  large  part  of  the  solitary  bundle  in  the  rabbit.  The  sen- 
sory nucleus  of  the  vagus  lies  between  the  solitary  bundle  and  the 
dorsal  motor  nucleus  of  the  vagus.  Van  Gehuchten  proposes  to  call 
this  the  nucleus  of  the  solitary  bundle. 

If  the  glossopharyngeus  is  cut  at  the  base  of  the  cranium,  chroma- 
tolysis occurs  in  a  small  group  of  cells  situated  on  the  inner  side  of  the 
ventral  nucleus  of  the  vagus  at  its  upper  part,  and  immediately  below 
the  internal  column  of  cells  of  the  facial  nucleus.  This  group  is  not 
found  in  many  sections,  and  represents  the  motor  nucleus  of  the  ninth 
nerve.  The  glossopharyngeus  nerve  forms  oart  of  the  solitary  bundle, 
as  shown  by  Marchi's  method,  and  at  least  the  proximal  portion  of  the 
nucleus  of  the  solitary  bundle  is  the  terminal  nucleus  of  the  sensory 
fibers  of  this  nerve.  Spili.er. 


^ociettj  departs. 


NEW  YORK  NEUROLOGICAL  SOCIETY. 

March  7th,  1899. 

The  President,  Dr.  Frederick  Peterson,  in  the  chair. 

SENSORI-MOTOR    PALSIES    OF    THE    MUSCULATURE    OF 

THE   FACE, 

WITH    REMARKS   ON   OCULO-MOTOR    PALSIES  IN  THE  EARLY  STAGES  OF  TABES. 

Dr.  Joseph  Fraenkel  presented  a  paper  with  this  title.  He 
said  that  in  tabetic  patients  a  characteristic  facial  expression 
was  often  observed,  and  that  he  had  given  this  subject  special 
attention  since  presenting  to  the  society,  about  one  year  ago,  a 
case  which  had  greatly  impressed  him  with  the  diagnostic  sig- 
nificance of  facial  expression.  The  case  referred  to  was  that 
of  a  musician,  forty-two  years  of  age,  who  had  been  first  seen 
by  him  when  presented  to  one  of  the  medical  societies  as  a  case 
of  tic  douloureux.  At  that  time  the  man  had  complained  of  se- 
vere pain  in  the  area  of  distribution  of  the  fifth  nerve.  To 
speak  briefly,  this  man  had  presented  motor  impairment  of  the 
facial  and  ocular  musculature,  particularly  of  the  left  side.  The 
defects  had  been  chiefly  those  of  co-ordination  rather  than  of 
the  motor  power  proper,  as  shown  by  the  fact  that  the  extent 
of  the  paralysis  had  varied  on  different  occasions,  and  that 
exercise  of  the  eye  muscles  had  improved  the  motility.  It  was 
important  and  convenient  to  endeavor  to  establish  an  analogy 
between  the  cranial  and  spinal  nerves,  and  between  the  cranial 
and  spinal  anterior  and  posterior  roots.  After  a  careful  re- 
view of  the  literature  Dr.  Fraenkel  said  that  he  had  made  a 
careful  study  of  22  cases,  17  being  males  and  5  females.  In  6 
cases  venereal  infection  was  probable,  in  7  there  was  no  in- 
dication of  it,  and  in  the  remainder  it  was  admitted.  Five 
cases  without  syphilitic  history  and  eight  with  such  his- 
tory had  no  disturbance  of  the  external  muscles ;  three 
without,  and  six  with  it  showed  disorder  of  the  functions  of  the. 
external  eye  muscles.  Seven  showed  marked  disorder  of  the 
fifth  nerve.  In  two  the  diplopia  was  transient.  In  some  of  the 
cases  in  which  there  was  apparent  paralysis  of  the  external  eye 
muscles,  persistent  exercise  diminished  this  apparent  paralysis. 
He  concluded  that  it  was  possible  that  ocular  palsies  of  the 
early  stages  might  not  be  purely  motor,  but  sensori-motor 
paralyses.     Disease  of  the  fifth  nerve,  in  his  opinion,  had  a  de- 
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cided  effect  on  motility,  but  no  single  function  of  the 
trigeminus  could  be  justly  accused  of  being  the  cause.  The 
effect  of  disease  of  the  fifth  nerve  on  the  motility  of  the  eye 
seemed  to  be  similar  to  that  upon  the  face.  Some  of  the  ocular 
palsies  of  the  early  stages  were  probably  sensori-motor. 

Dr.  Edward  D.  Fisher  said  that  he  had  not  specially  examined 
most  of  his  cases  with  reference  to  the  fifth  nerve.  As  a  rule,  he  had 
not  found  much  disturbance  of  this  nerve,  possibly  because  he  had  not 
carefully  searched  for  it.  With  regard  to  the  oculomotor  paralyses  oc- 
curring early  in  the  disease,  he  believed  the  majority  of  them  were 
transitory,  and  in  that  condition  it  was  not  difficult  to  imagine  that  the 
explanation  given  by  the  reader  of  the  paper  might  be  correct.  The 
permanent  paralyses  usually  occurring  later,  either  in  the  form  of 
ptosis  or  affecting  the  muscles  of  the  eyeball  itself,  he  was  inclined  to 
ascribe  to  absolute  disease  of  the  nerve  itself.  In  the  early  stages,  stra- 
bismus was  often  noticed,  and  the  irregularity  of  the  muscular  action 
did  not  seem  to  be  wholly  due  to  ataxic  movements  of  the  eyeball.  If 
the  eye  were  at  rest,  there  should  be  no  strabismus,  if  he  grasped  the 
idea  presented  in  the  paper.  Ataxic  movements  could  not  be  exhibited 
constantly,  but  only  when  the  patient  changed  the  direction  of 
his  vision.  He  had  not  observed  the  condition  of  the  facial  muscles 
dwelt  upon  in  the  paper. 

Dr.  Joseph  Collins  said  that  he  was  glad  to  avail  himself  of  the 
opportunity  to  say  a  word  about  the  so-called  ocular  palsies  of  tabes. 
He  was  decidedly  of  the  opinion  that  true  paralyses  of  the  ocular 
muscles  were  of  such  rare  occurrence  in  this  disease  that  they  scarcely 
required  consideration.  Paralysis  of  one  or  more  of  the  ocular  muscles 
was  not  infrequently  seen  in  the  early  stages  of  true  syphilitic  tabes, 
in  contradistinction  to  metasyphilitic  and  other  forms  of  tabes,  in 
which  if  ocular  palsies  occurred  at  all  they  must  be  looked  upon 
anatomically  as  evidences  of  nuclear  degeneration  in  the  pons,  and 
clinically  as  epiphenomena,  and  not  as  an  integral  part  of  the  disease. 
This  might  seem  a  radical  and  sweeping  statement,  yet  from  his  ex- 
perience with  the  disease,  which  was  by  no  means  very  limited,  he 
would  say  that  with  these  exceptions  true  ocular  palsy  was  not  an 
ancillary  manifestation  of  true  tabes  dorsalis.  He  had  not  heard  Dr. 
Fraenkel's  explanation  of  the  diplopias,  strabismic  states  and  other 
forms  of  ocular  troubles  whereby  the  axes  of  the  eyeballs  lost  their 
parallel  in  the  early  and  later  stages  of  this  disease,  but  for  himself 
such  conditions  were  explainable  on  the  hypothesis  of  a  loss  of  re- 
ciprocal relationship  between  the  sensory  impulses  and  the  motor  re- 
sponses. In  other  words,  they  were  comparable  to  the  acute  ataxia 
which  was  often  seen  to  develop  in  an  extremity.  Although  the 
ataxia  in  the  extremities  was  rarely  so  intense  as  to  cause  paralytic 
symptoms  comparable  to  those  constituting  the  basis  of  the  diplopia. 
it  should  be  remembered  that  the  movements  of  the  former  were  not 
physiologically  so  delicately  co-ordinated  and.  therefore,  so  function- 
ally upset  by  slight  loss  of  balance.  He  did  not  deny  that  true  genuine 
palsy  did  sometimes  occur,  but  the  explanation  of  these  had  already  been 
offered.  As  to  perversion  of  function  in  the  domain  of  the  fifth  nerve, 
he  believed  that  it  was  not  at  all  a  very  rare  condition  even  in  those 
cases  that  had  no  clinical  conformation  to  so-called  high  or  cer- 
vical tabes.  This  disorder  of  function  must  be  posited  to  explain  the 
"tabic  face,"  which  if  not  so  striking  or  characteristic  as  the  Parkinson 
face  or  the  Hutchinson  face,  was  still  very  readily  recognizable  by  one 
who  had  had  much  dealing  with  the  disease.  It  was  difficult  to  describe 
of  what  this  facies  consisted,  but  there  was  a  something  made  up  of 
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difference  in  palpebral  aperture,  condition  of  the  pupils,  changeable 
asymmetry  of  the  face  and  disparate  expression  between  the  upper 
and  lower  segments  of  the  face  that  was  rather  pathognomonic. 

Dr.  Fisher  said  that  he  was  surprised  at  the  statement  of  the  last 
speaker  regarding  ocular  palsies  in  cases  of  tabes.  The  existence  of 
these  conditions  could  hardly  be  denied;  the  difference  of  opinion 
should  be  only  in  regard  to  the  explanation  of  them. 

Dr.  L.  Stieglitz  said  that  he  differed  very  materially  from  the 
reader  of  the  paper  regarding  the  conception  of  the  ocular  nerve  pal- 
sies. There  seemed  to  be  no  necessity  for  ascribing  the  ocular  nerve 
palsies,  as  seen  in  both  the  early  and  late  stages  of  tabes,  to  ataxia. 
The  whole  clinical  picture  was  not  that  of  ataxia.  There  was  an 
acute  and  absolute  paralysis  lasting  a  few  weeks,  and  then  it  gradually 
improved,  or  perhaps  disappeared.  After  recurring  once  or  twice  the 
picture  might  simulate  partial  ataxia.  All  had  seen  cases  of  genuine 
tabes  in  which  there  had  been  very  distinct  peripheral  palsy,  e.  g.,  drop- 
foot.  Such  a  case  ran  the  course  very  similar  to  that  of  ocular  nerve 
palsies,  the  recovery  taking  place  as  a  rule  within  a  few  weeks.  In 
tabes  the  motor  neurons  were  sometimes  involved  without  any  direct 
connection  with  sensory  neurons.  The  sensory  disturbance  in  the 
first — the  involvement  of  the  fifth  nerve — was  not  very  uncommon,  but 
occurred,  as  a  rule,  rather  late. 

Dr.  Collins  said  he  did  not  wish  to  draw  any  parallel  between 
ataxia  of  the  eye  muscles  and  in  the  extremities,  but  wished  to  state 
positively  that  there  was  no  such  thing  as  ocular  palsy  in  tabes,  bearing 
in  mind  the  exceptions  already  mentioned.  In  his  experience,  true 
muscular  palsies  in  true  and  uncomplicated  tabes  did  not  occur  save 
as  accidental  conditions. 

Dr.  Fisher  remarked  that  the  only  contention  then  seemed  to  be 
in  regard  to  what  was  understood  by  the  term  "tabes." 

Dr.  Peterson  said  that  the  paper  was  a  valuable  contribution  to  the 
clinical  symptomatology  of  tabes,  and  the  suggestions  were  worthy  of 
the  most  careful  study.  He  felt,  with  Dr.  Stieglitz,  regarding  the  state- 
ments made  by  Dr.  Collins — they  seemed  very  radical.  It  seemed  to 
him  that  genuine  ophthalmoplegias  in  the  metasyphilitic  cases  were 
so  common  that  they  could  not  be  considered  as  exceptional. 

Dr.  Fraenkel,  in  closing,  said  that  all  had  seen  in  tabes  acute  ataxia 
in  the  upper  and  lower  extremities,  and  had  seen  it  disappear,  with  or 
without  treatment,  after  two  or  three  weeks.  The  explanation  must 
be  found  in  the  progress  of  the  disease.  He  would  not  state  that  the 
final  ocular  palsies  of  tabes  had  no  more  material  basis  than  sensory 
disturbance. 

REPORT  OF  SIXTEEN  OSTEOPLASTIC  RESECTIONS  FOR 
INTRACRANIAL  DISEASE. 
Dr.  George  Emerson  Brewer  read  this  report.  He 
said  that  the  brilliant  results  early  achieved  by  Hors- 
ley  and  Macewen  had  resulted  in  an  amount  of  en- 
thusiasm which  had  brought  scores  of  sufferers  to 
the  operating  table,  who  not  only  had  not  been  bene- 
fited but  had  often  been  made  worse,  because  wholly  un- 
suited  for  such  operative  interference.  During  the  past  five 
years  from  thirty  to  forty  cases  of  intracranial  disease  had 
fallen  under  his  observation  at  the  City  Hospital,  and  nearly 
all  of  these  had  been  seen  in  consultation  with  the  neurologists 
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of  the  hospital.  The  object  of  the  present  report  was  to  furnish 
unbiased  data  for  further  study  of  this  important  subject.  Of 
the  16  cases  coming  to  operation  7  had  been  in  fair 
physical  condition,  while  9  had  been  recently  subjected 
to  traumatism,  or  were  in  conditions  of  more  or  less  pro- 
nounced sepsis  or  alcoholism.  Of  the  7  non-septic  cases  6, 
or  84%,  recovered,  the  wounds  all  healing  primarily.  Of 
the  9  septic  cases,  or  those  in  which  unfavorable  results 
were  to  be  expected,  3  recovered.  In  13  out  of  the  16 
cases  a  lesion  sufficient  to  account  for  the  symptoms  had 
been  found.  While  in  two  instances  the  operation  had 
undoubtedly  saved  life,  both  of  these  patients  had  subsequently 
died,  one  after  three  months  from  recurrence  of  the  growth,  and 
the  other  from  a  disease  entirely  independent  of  the  condition 
of  the  brain.  Five  of  the  patients  were  still  living.  In  none  of 
the  cases  that  had  terminated  fatally  had  there  been  any  pos- 
sibility of  improvement  without  operation;  in  5  death  would 
have  occurred  almost  immediately  without  such  interference. 
In  2  cases  death  had  resulted  from  the  operation,  one  from 
acute  uremia,  the  other  presumably  from  an  acute  septic  in- 
fection. 

Dr.  Pritchard  said  that  he  wished  to  place  on  record  the  history 
of  a  case  that  had  come  under  his  care  over  one  year  ago.  The  patient 
had  had  Jacksonian  epilepsy  along  with  symptoms  which  made  the 
diagnosis  of  tumor  quite  evident,  and  which  localized  it  quite  ac- 
curately. The  tumor  had  been  found  at  the  operation,  but  it  had  been 
considered  inoperable  because  of  its  nature  and  situation.  It  was  lo- 
cated in  the  posterior  and  upper  Rolandic  region  at  about  the  level  of 
the  junction  of  the  leg  and  arm  center,  and  rather  more  posteriorly 
than  anteriorly.  It  was  about  three-fourths  of  an  inch  beneath  the  sur- 
face, and  its  superficial  area  was  estimated  to  be  about  two  inches  and 
a  half  in  diameter.  The  surgical  procedure,  therefore,  had  been  noth- 
ing more  than  an  exploration.  In  view  of  the  fact  that  the  symptoms 
had  been  growing  rapidly  worse  before  operation,  and  that  the  man 
had  been  apparently  restored  to  health  since  then,  he  was  inclined  to 
attribute  the  improvement  to  the  surgical  interference.  He  believed 
it  to  be  generally  conceded  that  exploratory  operations  had  often  re- 
sulted in  amelioration  and  even  in  disappearance  of  many  symptoms, 
and  his  personal  observations  had  been  corroborative  of  this. 

Dr.  E.  D.  Fisher  said  that  he  thought  the  reader  of  the  paper  had 
shown  by  his  results  that  one  was  absolutely  justified  in  making  ex- 
ploratory operations  in  these  cases.  It  had  been  stated  that  only  two 
of  the  cases  had  died  as  a  result  of  the  operation,  and  in  one  of  these 
he  felt  sure  that  it  was  not  fair  to  attribute  the  death  to  the  operation, 
but  in  the  absence  of  an  autopsy-record  this  had  been  thought  the  most 
warrantable  assumption.  The  paper  especially  emphasized  the  com- 
paratively little  danger  of  these  exploratory  operations  in  competent 
hands. 

Dr.  Collins  said  that  he  thought  the  value  of  the  contribution  of  Dr. 
Brewer  lay  chiefly  in  teaching  us  that  intracranial  surgery  had  a  very 
limited  field  as  a  therapeutic  agency.  Until  this  view  had  been  gener- 
ally accepted,  he  thought  the  indiscriminate  intracranial  operations,  so 
common  among  surgeons  at  the  present  day,  would  continue.     At  the 
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last  meeting  of  the  British  Medical  Association  Ferrier  had  presented 
the  results  of  his  work.  He  claimed  to  have  benefited  35  per  cent,  of 
his  cases,  and  17  per  cent,  of  these  had  been  absolutely  cured.  Of  the 
remainder  he  claimed  one  to  five  years  had  been  added  to  their  lives. 
Dr.  Collins  said  that  in  the  discussion  on  that  occasion  he  had  ex- 
pressed his  surprise  at  these  results,  in  view  of  the  fact  that  the  usual 
percentage  of  recoveries  was  thought  to  be  about  1  per  cent,  to  5  per 
cent.  In  a  recent  letter  received  from  Ferrier  the  same  position  had 
been  maintained,  and  the  explanation  offered  was  that  he  had  selected 
his  cases  for  operation  with  greater  care  and  more  diagnostic  discern- 
ment than  he  had  expended  on  any  other  class  of  cerebral  disease. 
This  must  be  the  keynote  to  all  future  intracranial  surgery. 
With  all  due  respect  to  the  skill  of  Dr.  Brewer,  he  felt  that  the  cases 
should  have  been  selected  with  greater  care,  for,  in  at  least  two  or 
three  of  them  it  seemed  to  be  a  foregone  conclusion  that  the  operation 
could  not  be  beneficial.  The  statement  had  been  repeatedly  made  in  the 
paper  that  the  dangers  of  the  operation  had  been  explained  to  the 
patient  and  had  been  accepted,  but  it  should  be  remembered  that  these 
patients  were  not  in  a  condition  to  judge.  He  mentioned  this  to  warn 
surgeons  against  allowing  themselves  to  be  influenced  by  the  state- 
ments or  wishes  of  these  patients.  He  believed  intracranial  surgery 
should  be  limited  to  sinus  thrombosis,  intracranial  abscess  and  a  very 
few  cases  of  intracranial  tumor. 

Dr.  Stieglitz  said  that  this  candid  report  was  of  great  value,  al- 
though he  agreed  with  the  last  speaker  that  the  field  for  such  work 
was  very  small.  The  pyogenic  cases  offered  a  far  better  field  than  did 
epileptic  cases  or  intracranial  tumors.  The  experience  of  Macewen  in 
the  first  class  should  lead  the  surgeon  to  undertake  operation,  even  in 
apparently  severe  cases.  The  cases  of  intracranial  tumor  which  had 
been  successfully  operated  upon  were  practically  those  of  new  growths 
in  the  motor  area,  although  occasionally  success  might  be  achieved  in 
operations  on  tumors  of  the  cerebellum. 

Dr.  Peterson  remarked  that  as  much  was  to  be  learned  from 
both  successes  and  failures,  the  paper  was  really  a  valuable  con- 
tribution. 

Dr.  Brewer,  in  closing  the  discussion,  said  that  under  ordinary  cir- 
cumstances these  brain  operations  could  be  undertaken  in  hospital 
practice  without  danger  of  sepsis.  In  only  one  of  these  cases,  which 
was  not  septic  at  the  time  of  operation,  did  sepsis  occur,  and  he  was 
willing  to  admit  that  this  should  have  been  avoided.  None  of  the 
epileptics  were  apparently  made  worse  by  the  operation,  but,  of  course, 
if  local  infection  occurred,  the  operation  was  liable  to  greatly  ag- 
gravate the  condition.  It  was  quite  probable  that  in  nineteen- 
twentieths  of  the  cases  of  epilepsy  operated  upon  the  operations  were 
fruitless,  still  it  was  well  to  undertake  the  ooeration  in  recent  cases  in 
the  hope  that  occasionally  a  person  would  be  saved  from  a  life  of 
epilepsy.  He  had  always  felt  that  even  in  beginning  septic  menin- 
gitis there  was  a  possibility  of  affording  relief  by  operation.  He  pro- 
posed as  soon  as  opportunity  offered  to  try  the  effect  of  irrigation  in 
a  case  of  this  kind. 
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February  27,  1899. 

Vice-President,   Dr.  John   K.   Mitchell,   in  the  chair. 

A  CASE  OF  ATAXIA  FOR  NOSOLOGICAL  DIAGNOSIS. 

PROBABLY    PROGRESSIVE   MENINGO-MYELIT1S  (CEREBRO-SPINAL). 

Dr.  F.  Savary  Pearce  presented  a  case  of  ataxia  for  diag- 
nosis. A  sister  of  the  patient  became  deaf  in  her  eighth  year, 
apparently  from  central  cause.  The  father  was  alcoholic.  The 
family  history  otherwise  was  negative. 

1  he  patient,  a  man  of  22  years,  began  to  be  deaf  at  the  age 
of  eight,  like  the  sister,  from  unknown  cause.  This  deafness 
became  almost  absolute  in  a  few  years,  and  has  remained  so. 
Xo  history  of  venereal  infection  was  obtained.  The  present 
trouble  began  more  than  three  years  before  he  was  first  seen 
by  Dr.  Pearce,  on  May  1st,  1898.  In  1895  he  first  complained 
of  rather  sudden  failure  of  vision,  vertigo,  tinnitus  aurium, 
frontal  headache  and  gastric  indigestion.  In  November  of  that 
year  the  pupils  were  2  mm.  in  diameter,  and  irresponsive  to 
light  and  in  accommodation.  Retinal  detachment,  with  swell- 
ing of  the  optic  disk,  was  also  found  in  the  right  eye,  and 
vision  was  reduced  to  light  perception.  The  optic  disk  was 
also  swollen  in  the  left  eye,  and  vision  was  T5g  (?).  The  field 
was  slightly  contracted  for  form  and  colors.  The  treatment 
consisted  of  Donovan's  solution,  potassium  iodide  and  special 
movements.  In  November  of  1898  the  pupils  were  pin-point 
in  size  and  fixed;  marked  rotary  nystagmus  existed  in  both 
eyes;  the  deafness  was  constant;  tinnitus  aurium  and  muscae 
volitantes  were  complained  of;  the  vision  was  fa  (?)  in  O.  S.; 
the  gait  was  very  ataxic,  as  it  had  been  for  over  two  years,  and 
the  patient  swayed  much  when  standing  erect,  even  with  the 
eyes  open.  He  complained  of  formication  in  all  the  extremities. 
Sensation  throughout  the  body  was  markedly  obtunded,  and  a 
small  saddle-shaped  area  of  hypesthesia  existed  in  the  peri- 
neum, but  no  anesthesia  was  found  anywhere.  A  trophic  ulcer 
was  on  the  left  buttock.  The  wasting  of  the  muscles  was 
general.  No  tenderness  over  the  nerve  trunks  existed.  In- 
continence of  urine  was  noted  at  times,  and  the  bowels  were 
costive.  The  knee-jerks  were  absent  at  first,  and  in  February  of 
1899  could  be  obtained  by  reinforcement,  but  were  soon  ex- 
hausted. Both  optic  nerves  were  in  a  condition  of  advanced 
atrophy. 

Dr.  Charles  K.  Mills  thought  that  the  possibility  of  the  case  being 
a  form  of  cerebro-spinal  syphilis  had  not  been  ruled  out.     He  also  sug- 
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gested  the  possibility  of  it  being  a  case  of  gliosis,  affecting  both  the 
cord  and  the  basal  region  of  the  brain,  in  the  peculiar  manner  in  which 
this  process  does  sometimes  attack  these  regions.  He  thought  that  a 
cerebellar  lesion  would  not  explain  the  whole  case. 

Dr.  Francis  X.  Dercum  said  that  some  of  the  symptoms  certainly 
suggested  cerebellar  lesion;  e.  g.,  the  ataxia,  the  titubation,  the  nys- 
tagmus, the  variability  of  some  of  the  symptoms;  as  did  also  the  fact 
that  the  knee-jerk  was  elicited  with  difficulty  at  one  time  and  more 
readily  at  another  time.  He  asked  whether  it  were  not  possible  that 
we  had  here  syphilitic  disease  of  the  cerebellum  and  also  of  other  por- 
tions of  the  nervous  system,  whether  it  might  not  be  hereditary  syphi- 
lis. Hereditary  syphilis  not  very  rarely  produces  symptoms  of  organic 
nervous  disease  in  the  adult.  The  case  suggested  not  only  diffuse 
nervous  syphilis,  but  also  gumma  of  the  cerebellum.  Gumma  in 
hereditary  syphilis  is  rare,  but  cases  have  been  reported.  The  fact  that 
improvement  followed  the  use  of  Donovan's  solution  and  the  iodides 
also  indicated  specific  disease. 

UNILATERAL   ARGYLL-ROBERTSON    PUPIL. 

Dr.  Wendell  Reber  said  that  in  1894,  in  an  article  on  unilat- 
eral reflex  iridoplegia,  or  unilateral  Argyll-Robertson  pupil, 
Haddaeus1  (of  Essen,  Germany)  made  the  statement  that  up 
to  that  time  there  had  been  reported  to  his  knowledge  but  five 
instances  of  uncomplicated  unilateral  Argyll-Robertson  phe- 
nomenon. This  statement,  along  with  that  of  Mr.  Bevan 
Lewis,  who  found  the  anomaly  but  11  times  in  147  general 
paretics;  Dr.  Berger,  who  found  it  3  times  in  109  tabetics, 
and  Dr.  Gowers,  who  found  it  once  in  72  tabetics,  would  in- 
dicate sufficient  rarity  to  justify  the  report  of  the  two  following 
cases,  for  the  observation  of  which  he  was  indebted  to  the 
courtesy  of  Dr.  William  Campbell  Posey: 

Case  I.  R.  W.  P.,  male,  married,  aet.  60,  an  inmate  of  the  State 
Hospital  for  the  Insane  at  Norristown,  Pa.,  was  admitted  to  that  in- 
stitution August  29,  1898,  in  a  condition  of  chronic  dementia.  Physi- 
cal condition  good.  Family  history  not  obtainable.  Urinalysis: 
sp.  gr.  1032,  reaction  acid,  no  albumin  or  sugar,  centrifugalized  sedi- 
ment showed  only  occasional  urates  and  bladder  epithelium..  The  pa- 
tient's gait  and  station  were  fair,  but  there  was  abolition  of  the  knee- 
jerks.  Symptoms  in  the  visual  sphere.  Tremor  of  the  eyelids  when 
the  eyes  were  gently  closed.  Vision  equaled  5-10  in  both  eyes,  and 
with  +  4.00  spherical  the  0.50  D  type  was  read  from  30  to  40  cm.  The 
ophthalmoscope  showed  in  the  right  eye  a  disk  of  fair  tint,  oval  in  its 
vertical  diameter,  bounded  all  round  by  a  visible  scleral  ring  and 
skirted  to  the  outer  side  by  a  well  marked  choroidal  crescent.  The  vas- 
cularity of  the  fundus  was  good,  likewise  the  condition  of  the  outlying 
choroid  and  retina.  The  conditions  in  the  background  of  the  left  eye 
were  practically  the  same  as  those  of  its  fellow.  The  pupillary  status 
was  as  follows: 

R.  E.  pupil  3%'X  4%  mm.;  long  axis  900.  Did  not  react  to  direct 
or  consensual  light  stimulus,  but  reacted  fully  2Y2  mm.  to  convergence 
stimulus. 

L.  E.  pupil  4X5  mm.;  long  axis  900.    Responded  1  mm.  to  direct 
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and  Vn  mm.  to  consensual  light  stimulus,  and  fully  2%  mm.  to  conver- 
gence stimulus.  Therefore,  while  this  eye,  strictly  speaking,  could  not 
be  said  to  exhibit  the  Argyll-Robertson  phenomenon,  yet  the  paresis 
of  the  iris  on  this  side  portended  early  loss  of  all  response  to  light 
stimulus. 

Case  II.  G.  M.  W.,  cet.  29,  single,  also  an  inmate  of  the  State  Hos- 
pital for  the  Insane  at  Norristown,  where  he  had  resided  for  some  years 
in  a  condition  of  epileptic  dementia.  The  patient  was  rather  poorly 
nourished,  and  for  the  last  five  years  has  averaged  about  ten  convul- 
sions each  month.  The  only  family  history  obtainable  was  that  some 
of  his  maternal  ancestors  were  epileptic. 

Ocular  signs  were  as  follows: 

Vision — R.  E.,  5-10;  L.  E.,  5-7%.  Accommodated  up  to  18  cm.  in 
both  eyes.  The  ophthalmoscope  showed  in  the  right  eye  a  round  disk 
rather  gray  in  its  deeper  layers,  shallowy  excavated  throughout  its  ex- 
tent and  bounded  all  round  by  a  somewhat  sharp  scleral  ring.  There 
was  an  absorbing  conus  to  the  temporal  side,  the  arteries  were  nar- 
rower than  normal  and  the  veins  broader.  In  the  left  eye  the  nerve- 
head  was  oval,  6x7  diam.,  with  its  long  axis  at  75,  and  of  the  same  hue 
as  the  right  nervehead.  The  scleral  ring  was  visible  only  to  the  inner 
and  outer  sides,  and  there  was  a  small  pigment  deposit  to  the  temporal 
side  of  the  disk.     The  pupils  were  as  follows: 

R.  E.  pupil  3  mm.;  did  not  respond  to  direct  or  consensual  light 
stimulus  or  to  convergence  stimulus.  L.  E.  pupil  3%  mm.;  did  not 
react  directly  or  consensually  to  light,  but  reacted  1  mm.  to  conver- 
gence stimulus.  Hence,  absolute  iris  paralysis  on  the  right  side,  and 
reflex  iris  paralysis  (Argyll-Robertson  pupil)  on  the  left  side.  A  point 
of  no  little  importance  in  this  case  was  that  the  pupils  were  of  the  same 
diameter  in  the  dark  room  as  when  exposed  to  diffuse  daylight,  indi- 
cating, perhaps,  some  implication  of  the  sympathetic  fibers  to  the  iris. 
Unfortunately  the  cutaneous  tests  were  not  made. 

In  a  rather  hurried  search  through  the  literature  Dr.  Reber 
had  found  the  report  of  53  instances  of  this  anomaly,  and  he 
believed  that  with  more  time  at  his  command  he  could  have 
brought  more  cases  to  light. 

He  said  that  to  attempt  an  explanation  of  unilateral  Argyll- 
Robertson  pupil  was  to  open  the  whole  question  of  the  path 
of  the  pupillary  reflex,  which  has  a  literature  as  vast  as  it  is 
vague.  Among  the  latest  contributions  to  our  knowledge  of 
this  reflex  is  that  of  Bernheimer2.  His  work  was  conducted 
on  anthropoid  apes  and  on  human  embryos,  and  combines  the 
methods  of  Marchi  and  Golgi.  He  states  that  the  pupillary 
fibers  undergo  a  partial  decussation  in  the  chiasm  along 
with  the  visual  fibers,  so  that  each  sphincter  nucleus  is  in  re- 
lation with  the  visual  and  pupillary  fibers  of  both  eyes;  that,  in 
addition  to  this  double  connection,  there  must  also  exist  a 
central  connection  between  the  two  nuclei,  not  yet  well  estab- 
lished, but  in  all  probability  effected  bv  contact  of  the  long 
ganglion  cell  processes  which,  in  Golgi  preparations,  can  be 
seen  arborizing  across  the  median  line. 

Even  if  this  hypothesis  of  Bernheimer  be  correct,  it  brings 

5  Graefe's  Archiv  fur  Ophthalmologic,  Nov..  1898. 
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us  very  little  nearer  to  the  solution  of  this  question  of  unilateral 
Argyll-Robertson  pupil.  Granting  that  the  pupillary  fibers  of 
the  optic  nerve  do  decussate  along  with,  and  in  exactly  the 
same  manner  as,  the  visual  fibers,  and  granting  farther  that 
there  does  exist  central  connection  between  the  two  sphincter 
nuclei,  we  are  driven,  nevertheless,  to  the  conclusion  that  the 
oculomotor  nucleus  or  the  motor  tract  must  be  the  affected 
region.  The  only  region  in  the  motor  tract  in  which  a  lesion 
producing  one-sided  Argyll-Robertson  pupil  could  occur  with- 
out causing  coincident  palsy  of  some  of  the  extraocular  muscles 
of  the  same  eye  is  the  ciliary  ganglion,  and  thus  far  the  hypo- 
theses having  reference  to  this  ganglion  do  not  explain  the 
Argyll-Robertson  phenomenon  nearly  as  well  as  'does  the 
nuclear  hypothesis.  It  would  seem  that  in  the  present  state  of 
our  knowledge,  the  most  we  can  say  in  explanation  of  either 
the  unilateral  or  bilateral  Argyll-Robertson  pupil  is  that  it  is 
the  peripheral  manifestation  of  a  disturbance  in  the  most  an- 
terior portion  of  the  oculomotor  nucleus ;  and  that  this  nuclear 
disturbance  is  most  likely  either  of  the  nature  of  an  obliterating 
endarteritis  or  a  slow  sclerosis. 

Dr.  G.  E.  de  Schweinitz  said  that  his  personal  experience  with  uni- 
lateral reflex  iridoplegia  was  limited  to  two  or  three  cases,  the  most 
marked  one  being  a  patient  with  cerebro-spinal  syphilis  in  the  wards 
of  the  Philadelphia  Hospital,  which  he  had  studied  in  conjunction  with 
Dr.  Dercum.  With  reference  to  the  lesion  in  cases  of  this  character, 
he  thought  that  all  modern  investigations  tended  to  show  that  it  must 
be  situated  in  the  centrifugal  portion  of  the  reflex  mechanism,  and  was 
probably  nuclear  in  origin.  He  referred  to  the  admirable  paner  on 
unilateral  loss  of  the  pupillary  light  reflex  by  Dr.  Leszynsky,  published 
in  the  New  York  Medical  Journal,  August  6.  1898,  in  which  there  is  a 
complete  review  of  the  literature  on  the  subject. 

Dr.  Francis  X.  Dercum  said  that  he  had  seen,  in  addition  to  the- 
cases  mentioned  by  Dr.  de  Schweinitz,  another  case  of  unilateral  Argyll- 
Robertson  pupil  occurring  in  a  paretic.  He  thought  that  the  condition 
occurring  in  paretics  was  open  to  the  objection  that  perhaps  in  a  later 
stage  of  the  disease  the  other  pupil  would  also  become  involved:  that 
there  is  really  in  such  cases  bilateral  involvement  of  the  pupil  with  the 
condition  merely  pronounced  in  one  eye  and  slightly  or  doubtfully 
present  in  the  other,  the  difference  disappearing  as  the  cases  progress. 

Dr.  W.  G.  Spiller  said  he  had  hoped  that  the  fibers  controlling  the 
iritic  reflex  would  have  received  more  attention.  He  mentioned  that 
V.  Bechterew  had  reported  a  case  in  which  voluntary  control  over  the 
movements  of  the  iris  existed.  This  seemed  to  show  that  there  might 
be,  in  some  people  at  least,  a  cortical  center  for  the  iris. 

Dr.  Spiller  referred  to  an  interesting  naper  nublished  bv  Mas^a"t. 
This  investigator  removed  the  iris  and  obtained  defeneration  of  the 
"pupillary  fibers"  in  the  optic  nerve,  although  he  did  not  injure  the 
optic  nerve  directly,  or  the  oculomotor  centers.  He  removed  the  iris 
and  injured  the  motor  nerves  container!  within  it.  and  following  that 
injury  he  found  degeneration  of  the  "pupillary  fibers"  in  the  ootic  nerve; 
i.  e..  he  obtained  degeneration  of  the  sensory  part  of  the  reflex  arc  fol- 
lowing injury  of  the  motor  part.  Dr.  Spiller  thought  that  if  these  ob- 
servations were  confirmed  they  would  be  most  important.     What  is- 
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true  of  one  part  of  the  body  may  be  true  of  other  parts.  We  may  be- 
lieve that  in  the  reflex  arc  for  the  knee-jerk,  fibers  exist  which  sub- 
serve the  transmission  of  afferent  impulses  and  have  no  connection 
with  ordinary  sensation.  If  this  is  true,  the  knee-jerk  might  be  lost 
on  account  of  some  lesion  of  the  sensory  part  of  the  reflex  arc,  without 
disturbance  of  sensation;  and,  furthermore,  from  Massaut's  findings, 
we  have  a  right  to  expect  degeneration  of  the  sensory  part  of  the  reflex 
arc  from  injury  of  the  motor  part.  Dr.  Spiller  was  not  aware  that 
Massaut's  results  had  been  confirmed. 

Dr.  F.  Savary  Pearce  asked  of  the  ophthalmologists  present  why  it 
was  that  in  many  cases  where  there  was  Argyll-Robertson  pupil  the 
pupils  were  contracted. 

Dr.  G.  E.  de  Schweinitz,  in  reply,  said  that  the  Argyll-Robertson 
phenomenon  might  be  associated  either  with  myosis  or  with  mydriasis. 
This  depends  upon  the  relation'  of  the  lesion  to  the  pupil-contracting 
center  or  fibers,  or  to  the  pupil-dilating  center  or  fibers;  for  example, 
the  common  paralytic  myosis,  often  known  as  spinal  myosis,  which 
occurs  in  lesions  of  the  cord  above  the  dorsal  vertebrae  and  is  note- 
worthy in  tabes  dorsalis,  is  caused  by  a  paralysis  of  the  pupil-dilating 
fibers,  and  may  later  exhibit  the  Argyll-Robertson  phenomenon. 
Again,  there  may  be  irritation  mydriasis  with  Argyll-Robertson  phe- 
nomenon, appearing  because  the  pupil-dilating  fibers  in  the  posterior 
columns  are  irritated. 

Dr.  John  K.  Mitchell  referred  to  a  patient  who  had  been  sent  to 
the  Orthopedic  Hospital  by  an  ophthalmologist,  with  a  diagnosis  of 
tabes,  from  the  fact  that  Argyll-Robertson  pupil  was  present.  Abso- 
lutely no  other  symptoms  of  tabes  could  be  found,  and  the  man  is  ap- 
parently still  in  perfect  health,  three  months  after  the  condition  of  the 
pupil  was  first  observed. 

A    CASE    OF   CEREBELLAR   TUMOR. 

Dr.  William  M.  Sweet  and  Dr.  William  G.  Spiller  reported 
a  case  of  cerebellar  tumor  occurring  in  a  previously  healthy, 
well  nourished  girl,  12  years  of  age,  whose  family  history  was 
good.  From  the  history  given  by  the  family,  she  was  taken 
sick  at  school  early  in  September,  1898,  and  suffered  from  a 
dull  pain  in  the  head,  associated  with  vomiting.  The  pain  in 
the  head,  which  was  a  prominent  symptom  throughout  the 
illness,  was  always  frontal,  never  sharp  in  character,  and  not 
worse  at  night.  Early  in  October  the  mental  faculties  showed 
impairment,  the  child  taking  very  little  interest  in  her  sur- 
roundings; there  was  beginning  loss  of  co-ordinating  power 
in  the  lower  extremities,  and  vision  began  to  be  impaired. 
About  the  middle  of  December  the  hearing  commenced  to  fail, 
and  frequent  attacks  of  pain  in  the  ears  occurred,  especially 
severe  on  the  right  side.  At  no  time  was  vertigo  complained 
of,  nor  was  twitching  of  the  muscles  of  the  face  or  corners  of 
the  mouth  noticed.  Both  bladder  and  bowels  were  normal  in 
their  functions. 

At  the  time  of  the  first  examination  of  the  child,  early  in 
January,  there  was  marked  stupor,  and  it  was  with  great  diffi- 
culty that  she  could  be  aroused.  The  loss  of  co-ordinating 
power  of  the  lower  extremities  was  almost  complete,  and  when 
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trying  to  walk  the  tendency  was  apparently  to  fall  backward. 
The  knee-jerks  were  entirely  abolished,  although  reinforcement 
could  not  be  employed..  No  spasticity  of  the  limbs  was  seen. 
The  cranial  nerves,  except  the  auditory  and  the  optic,  were  not 
involved.  Slight  involuntary  movements  of  the  fingers  were 
detected.  Sensation  was  felt  in  the  hands  and  fingers.  The 
speech  was  almost  unintelligible,  and  deglutition  was  difficult. 

The  ocular  examination  showed  no  deviating  tendencies  or 
restrictions  of  normal  movements  of  the  eyeballs ;  corneal  sen- 
sibility was  unimpaired;  the  vision  was  reduced  to  faint  light 
perception  ;  the  pupils  were  6  mm.  in  diameter,  round  and  fixed ; 
the  media  were  clear,  but  a  market  papillo-retinitis  was  present 
in  each  eye,  the  swelling  of  the  nerve  head  in  the  right  side 
being  6  diopters  and  of  the  left  side  5  diopters.  In  the  macular 
region  of  each  eye  the  stellate  figure  often  associated  with 
retinal  inflammation  and  edema  was  present. 

A  round-cell  sarcoma  was  found  in  the  middle  iobe  of  the 
cerebellum.  It  greatly  compressed  the  surrounding  tissue  and 
completely  filled  the  fourth  ventricle.  The  aqueduct  of  Sylvius 
and  the  third  and  lateral  ventricles  were  much  dilated.  Con- 
siderable degeneration  of  one  anterior  pyramid  was  found  by 
the  Marchi  method,  and  this  was  evidently  due  to  pressure, 
although  the  tumor  was  separated  from  the  pyramid  by  a  large 
amount  of  normal  tissue.  The  degeneration  of  the  motor  tract 
in  cerebellar  tumor  from  pressure  at  distance  was  regarded  as 
an  interesting  finding,  and  indicated  that  in  cases  of  cerebellar 
neoplasm  motor  symptoms  may  be  present  and  not  result  from 
direct  involvement  of  the  pyramidal  tract  by  the  growth.  The 
posterior  columns,  especially  the  columns  of  Bnrdach,  and  the 
inferior  cerebellar  peduncles,  contained  many  degenerated 
fibers  by  the  Marchi  stain.  The  pressure  on  the  nucleus  of  the 
sixth  nerve  and  the  knee  of  the  facial  nerve  on  each  side  must 
have  been  considerable,  as  seen  in  macroscopical  preparations, 
and  yet  no  disturbance  of  the  function  of  these  nerves  was 
observed  during  life.  The  gradual  development  of  the  pressure 
was  probably  the  explanation  of  the  preservation  of  the  func- 
tion. 

Attention  was  early  directed  by  Dr.  James  Taylor  to  the 
close  relation  existing  between  cerebellar  tumor  and  the  pres- 
ence of  the  stellate  figure  in  the  macular  region.  It  is  possible, 
however,  to  have  papillo-retinitis  associated  with  cerebellar 
disease  without  the  stellate  figure  being  present,  and  also  to 
have  a  neoplasm  in  the  frontal  lobes,  with  the  stellate  degenera- 
tion of  the  macular  region  existing. 

Whatever  may  be  the  cause  of  this  stellate  figure,  clinical 
observation  associates  it  with  retinal  inflammation  p^d  edema. 
It  is  not  alone  seen  in  brain  tumors  and  in  renal  disease,  but 
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has  been  found  in  anemia,  in  thrombosis  of  the  central  retinal 
artery,  in  typhoid  fever,  and  similar  affections,  with  which 
papillo-retinitis  is  sometimes  an  associated  condition.  Marcus 
Gunn  believes  that  the  condition  is  due  to  the  retinal  effusion 
being-  arrested  at  the  fovea  by  the  close  attachment  of  the 
structures  at  this  point,  this  pegging  down  of  the  swelling 
tissue  causing  a  folding  of  the  retina  radiating  from  the  fovea. 
These  fine  radiating  folds  favor  degenerative  processes  and 
tend  to  assist  in  the  collection  and  coagulation  of  inflammatory 
exudate. 

Dr.  G.  E.  de  Schweinitz  said  he  had  seen  the  star-shaped  figure  in 
the  macula  in  cases  of  cerebellar  tumor,  in  one  case  of  tumor  situated 
in  the  motor  region  of  the  brain  which  it  was  impossible  to  remove  by 
a  trephining  operation,  and  in  other  cases  of  optic  neuritis  which  were 
unassociated  with  intracranial  lesions.  The  two  most  noteworthy  of 
4hese  were  unilateral,  one  in  a  girl  between  twenty  and  thirty,  which 
had  arisen  without  evident  cause,  and  which,  in  the  course  of  a  couple 
of  years,  entirely  disappeared,  and  the  other  in  a  medical  man  follow- 
ing an  attack  of  typhoid  fever.  Dr.  de  Schweinitz  thought  that  Mr. 
Gunn's  explanation  of  these  cases,  already  defined  by  Dr.  Sweet,  was 
satisfactory,  but  he  was  quite  sure  that  it  would  be  a  mistake  to  sup- 
pose, as  at  one  time  had  been  suggested,  that  the  star-shaped  figure  in 
connection  with  choked  disk  was  diagnostic  of  cerebellar  tumor. 

Dr.  Spiller  agreed  with  the  statement  made  by  Dr.  de  Schweinitz, 
and  referred  to  a  case  shown  him  by  Dr.  Thomson,  a  little  over  two 
years  ago,  at  the  Orthopedic  Hospital.  Areas  resembling  those  of 
albuminuric  retinitis  were  seen  about  the  disk,  and  were  such  as  are 
regarded  as  characteristic  of  cerebellar  tumor.  Dr.  Burr  found  a 
tumor  of  the  frontal  lobe  and  none  in  the  cerebellum  in  the  post- 
mortem examination  of  this  patient. 

REVERSAL   OF   THE    PERCEPTION    LIMITS. 

Dr.  M.  W.  Zimmerman,  by  invitation,  presented  the  visual 
fields  and  clinical  histories  of  thirteen  cases  which  exhibited 
the  phenomenon  of  partial  reversal  of  the  perception  limits. 
Six  of  these  cases  were  undoubtedly  hysterical;  five,  in  ad- 
dition to  grave  organic  lesions  of  toxic  origin,  justified  the 
suspicion  of  mild  hysteria  as  a  secondary  result,  and  two  were 
instances  of  acute  local  ocular  lesions  with  no  hysterical  symp- 
toms whatever.  He  valued  the  visual  field  changes  in  the  diag- 
nosis of  hysteria  as  follows: 

1.  Moderate  contraction  of  the  visual  field  alone  is  not  con- 
clusive. 

2.  Extreme  contraction  in  which  the  field  for  white  or  form 
suffers  relatively  more  than  the  color  fields,  suggests  very 
stronglv  the  presence  of  hysteria. 

3.  Complete  reversal,  and  persistent  reversal,  when  of  con- 
siderable extent  and  not  explained  by  organic  lesions,  are  al- 
most certain  evidences  of  the  hysteric  state. 

Dr.  G.  E.  de  Schweinitz  agreed  with  the  essayist  that  the  perim- 
eter conscientiously  and  carefully  used  yielded  accurate  results.     The 
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relation  of  the  color  lines  to  each  other  in  perimetric  examination  was 
interesting,  and  reversal  might  be  expected  as  a  natural  phenomenon 
when  the  eyes  are  examined  in  a  slightly  darkened  room,  to  the  light 
of  which  the  retina  has  not  yet  become  adapted;  in  cases  of  hysteria 
and  allied  conditions;  in  certain  ocular  diseases,  especially  when  these 
are  associated  with  marked  depreciation  of  general  nutrition,  notably 
xerophthalmos,  as  has  been  particularly  pointed  out  by  Mr.  Stephen- 
son; in  toxemias,  for  example,  nitrobenzol  poisoning,  chronic  lead 
poisoning,  etc.,  and  in  certain  organic  ocular  diseases — optic  nerve 
atrophy,  retinitis,  etc.  In  conjunction  with  Dr.  John  K.  Mitchell,  Dr. 
de  Schweinitz  had  studied  many  cases  of  hysteria  with  reference  to  the 
visual  field,  the  first  paper  having  been  published  ten  years  ago.  They 
had  failed  to  find  the  marked  achromatopsia  described  by  the  French 
observers  in  hysteric  cases,  although  they  had  often  noticed  reversal 
in  the  normal  sequence  of  the  colors,  so  that  red  was  usually  the  larg- 
est field.  This  was  generally  present  when  there  was  anesthesia,  but 
disturbance  of  the  color-sense  and  anesthesia  did  not  necessarily  be- 
long to  each  other,  because  they  had  examined  at  least  two  cases  of 
universal  anesthesia  without  finding  alterations  in  the  visual  field,  and 
a  third  case  in  which,  although  there  was  marked  contraction,  reversal 
was  not  present.  They  had  several  times  noted  complete  reversal  in 
the  color  lines,  one  of  the  most  remarkable  being  a  patient  with  hemi- 
plegia which  had  been  studied  in  several  hospitals  and  had  sometimes 
been  regarded  as  an  organic  hemiplegia,  and  at  other  times  as  an  hys- 
terical paralysis  with  anesthesia. 

Dr.  William  G.  Spiller  asked  whether  any  of  the  ophthalmologists 
present  had  met  with  cases  of  hysterical  hemianopsia.  He  had  seen 
such  a  case  in  Dejerine's  clinic,  and  believed  that  this  was  the  first  on 
record.  He  had  also  seen  a  second  case  presented  by  Janet  at  one  of 
Raymond's  lectures. 

Dr.  G.  E.  de  Schweinitz  said  that  the  condition  was  exceedingly 
rare.  One  case  had  been  reported  by  Dr.  John  K.  Mitchell  and  him- 
self.    Dr.  Lloyd,  he  thought,  had  reported  another. 

He  had  once  taken  the  fields  of  vision  of  a  hysterical  woman  while 
she  was  in  a  semi-hypnotic  condition,  but  had  not  found  an  anomalous 
arrangement  of  the  color  lines. 


87.  Hypertrophie  unilaterale  du  sein  dans  l'hemiathetose  infantile 
(Unilateral  Hypertrophy  of  the  Breast  in  Infantile  Hemiathetosis). 
Lannois  (Lyon  Medical,  88,  1898,  p.  510). 

When  infantile  cerebral  paralysis  influences  the  nutrition  of  the 
breast  it  is  ordinarily  to  cause  atrophy  (aplasia?)  but  hypertrophy  is 
not  unknown,  and  the  author  reports  two  examples.  The  first  was  in 
the  person  .of  a  young  woman,  aged  19  years.  The  patient  had  had  a 
cerebral  hemiplegia  with  marked  athetosis  on  the  affected  side  and 
severe  epileptic  seizures  since  her  second  year.  The  left  (affected) 
arm  was  considerably  hypertrophied,  and  the  left  breast  exceeded  the 
right  by  five  centimeters  in  circumference,  and  by  1.8  centimeters  in 
the  diameter  of  the  areola. 

The  second  patient  was  also  19  years  old,  the  subject  of  infantile 
cerebral  (left)  hemiplegia  and  athetosis,  but  not  epileptic.  Like  the 
first,  this  patient  also  showed  some  hypertrophy  of  the  left  arm,  and 
the  left  breast  measured  3.5  centimeters  more  in  circumference  than 
did  the  right.  Patrick. 
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88.  Le  centre  de  l'agraphia  et  la  surdi-mutite  (The  Center  of 
AgTaphia  and  Deaf-Mutism).  E.  Brissaud  (La  Presse  medicale, 
15  Janvier,  1898,  p.  25). 

The  author  criticises  the  theory  of  Marie,  that  spoken  language  is 
the  result  of  the  activity  of  a  preformed  center,  while  written  language 
comes  from  a  center  developed  by  the  acquirement  of  writing.  This 
theory  does  not,  apparently,  coincide  with  all  the  facts,  particularly 
the  facility  with  which  children  acquire  foreign  languages,  and  in  par- 
ticular, the  ability  to  communicate  their  thoughts  by  means  of  their 
fingers.  Brissaud  thinks  lauguage  is  largely  a  matter  of  mnemonic 
reflex;  that  is  to  say,  the  infant  perceives  an  object,  hears  its  name  men- 
tioned, learns  to  articulate  that  name,  and  remembers  it.  It  is  equally 
easy,  however,  for  it  to  learn  to  imitate  a  gesture,  serving  instead  of 
the  word,  as  the  name  of  the  object.  He  cites  the  interesting  case  of 
a  child,  well  formed  and  intelligent,  who,  at  the  age  of  seven  years,  be- 
came totally  deaf  as  a  result  of  double  otitis  media.  As  soon  as  the 
deafness  was  complete  the  child  became  dumb.  Later  it  was  taught 
the  finger  language,  which  it  acquired  with  extraordinary  rapidity, 
and  subsequently  again  learned  pronation;  that  is  to  say,  the  same 
patient  exhibited  a  power  of  functional  adaptation  upon  three  occa- 
sions, apparently  independent  of  any  preformed  center.  Sailer. 


89.  Der  centrale  Ursprung  des  N.  vagus  (The  Central  Origin  of  the 
Vagus  Nerve).  E.  Bunzl-Federn  (Monatsschrift  fur  Psychiatrie 
und  Neurologie,  5,  1899,  p.  1). 

Bunzl-Federn  has  cut  the  vagus  nerve  in  rabbits  in  different  parts 
of  its  course,  and  studied  the  chromatolysis  resulting  in  the  cells  of 
origin  of  this  nerve. 

When  the  vagus  was  cut  above  the  exit  of  the  laryngeus  superior, 
but  below  the  exit  of  the  ramus  auricularis,  most  of  the  cells  of  the 
dorsal  nucleus  on  the  operated  side  degenerated,  and  almost  as  many 
degenerated  when  the  vagus  was  cut  below  the  exit  of  the  laryngeus 
superior;  showing  that  fibers  of  the  latter  branch  are  connected  with 
few  cells  in  the  dorsal  nucleus.  This  was  shown  also  when  the  laryn- 
geus superior  was  cut  alone.  A  few  degenerated  cells  in  the  opposite 
dorsal  nucleus  were  found  after  division  of  the  vagus. 

The  dorsal  nucleus,  even  in  its  proximal  portion,  does  not  belong 
to  the  glossopharyngeus,  because  after  division  of  the  vagus  only  de- 
generated cells  were  found  in  the  proximal  portion  of  the  dorsal 
nucleus. 

When  the  vagus  was  cut  below  the  exit  of  the  laryngeus  superior 
and  the  ramus  auricularis.  normal  cells  were  found  in  the  dorsal  nu- 
cleus; and  degenerated  cells  were  found  in  this  nucleus  when  the  laryn- 
geus superior  was  cut  alone.  The  laryngeus  superior  is,  therefore, 
certainly,  and  the  ramus  auricularis  is  probably,  in  relation  with  the 
dorsal  nucleus.  This  is  contrary  to  the  views  of  Dees,  who  believes  that 
the  dorsal  nucleus  is  motor.     Bunzl-Federn  thinks  that  the  vagus  ter- 
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minates  in  the  dorsal  nucleus  of  the  same  side,  and  is  in  relation  with 
the  dorsal  nucleus  of  the  opposite  side. 

When  the  vagus  was  cut  above  or  below  the  exit  of  the  laryngeus 
superior,  most  of  the  cells  of  the  ventral  nucleus  (nucleus  ambiguus) 
degenerated.  Only  in  one  out  of  five  cases  were  a  few  degenerated 
cells  found  in  the  nucleus  ambiguus  of  the  opposite  side.  The  vagus 
is  not  connected,  therefore,  with  the  contralateral  nucleus  ambiguus. 
The  ventral  nucleus  gives  origin  to  the  vagus,  but  contains  cells  be- 
longing to  other  nerve  fibers,  though  not  to  the  accessorius. 

Cells  near  the  central  canal  on  the  medial  border  of  the.  anterior 
horn  in  the  upper  part  of  the  cervical  cord,  and  lower  part  of  the 
medulla  oblongata  are  in  especial  relation  with  the  laryngeus  superior. 

The  accessorius  arises  from  a  nucleus  in  the  anterior  horn  of  the 
cervical  cord  and  the  continuation  of  this  nucleus  in  the  medulla  ob- 
longata— which  is  not  a  part,  however,  of  the  vagus  nucleus.  The  bul- 
bar fibers  pass  into  the  vagus.  The  three  or  four  more  superiorly  situ- 
ated roots  in  the  medulla  oblongata,  having  their  exit  at  the  sulc.  post, 
lat.,  are  in  connection  with  the  dorsal  nucleus  of  the  vagus,  and  are 
united  with  the  accessorius  in  a  part  of  their  course,  but  really  belong 
to  the  vagus. 

The  motor  fibers  of  the  laryngeus  superior,  and  the  motor  fibers 
of  the  thoracic  and  abdominal  vagus,  arise  in  the  "dense  formation" 
(proximal  portion)  of  the  ventral  nucleus;  the  motor  fibers  of  the 
laryngeus  inferior  arise  in  the  "loose  formation"  (distal  portion)  of 
this  nucleus.  Spiller. 


90.    La  theorie  des  reflexes  (The  Theory  of  Reflexes).     E.  de  Mas- 
sary  (La  Presse  medicale,  3  Fevrier,  1898,  p.  69). 

Two  arcs  are  concerned  in  the  production  of  reflexes;  the  cen- 
tral, composed  of  fibers  passing  from  the  nuclei  of  Goll  and  Burdach 
to  the  cortex,  with  perhaps  accessory  arcs  through  the  cerebellum; 
and  of  the  fibers  passing  from  the  cortex  to  the  ganglion  cells  of  the 
anterior  cornua  of  the  cord.  The  peripheral  neurons  are  the  acces- 
sory fibers  passing  through  the  spinal  ganglia  to  the  nuclei  of  Goll 
and  Burdach,  and  the  motor  fibers  from  the  ganglia  of  the  anterior 
cornua  to  the  muscles.  Any  interference  with  the  peripheral  arc  pro- 
duces abolition  of  reflex.  Any  interference  with  the  central  arc  causes 
exaggeration  of  reflex.  This  exaggeration  is  the  result  of  the  inhibi- 
tory action  of  the  cells  of  the  cerebral  cortex,  and  is,  therefore,  pro- 
duced chiefly  by  a  lesion  placed  between  these  and  the  peripheral  arc, 
that  is  to  say,  in  the  pyramidal  tract.  Sailer. 


91.   On  the   Bilateral  Action   of  the   Latissimus  Dorsi   in   Hemi- 
plegia.    C.  E.  Beevor  (British  Med.  Journal,  No.  1970,  p.  976). 

While  examining  a  patient's  chest  the  author  observed  that  in 
coughing  the  latissimus  dorsi  contracted  on  both  sides,  giving  a  pow- 
erful expiratory  effort,  and  this  action  can  readily  be  felt  by  any  one 
placing  the  finger  and  thumb  on  the  muscle  at  the  posterior  border  of 
the  axilla  and  giving  a  strong  cough.  In  the  text  books  on  anatomy 
this  muscle  has  always  been  described  as  a  muscle  of  inspiration,  and 
never  as  one  of  expiration. 

On.  placing  the  hand  on  the  posterior  axillary  fold  and  inspiring 
deeply,  some  contraction  can  be  felt,  but  it  is  very  much  less  than  the 
powerful  movement  felt  on  the  expiration  produced  in  coughing.  It 
is  difficult  to  understand  how  the  same  muscle  can  be  both  inspiratory 
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and  expiratory,  and  in  a  previous  paper  the  author  has  made  the  state- 
ment that  there  is  no  example  of  a  muscle  acting  diametrically  oppo- 
site to  its  usual  direction  of  action,  but  the  latissimus  dorsi  seems  to 
be  an  exception.  The  latissimus  dorsi  has  an  extensive  origin,  and  it 
is  suggested  that  in  the  action  of  expiration  the  part  of  the  muscle 
which  arises  from  the  iliac  crest  and  the  spine  compresses  the  ab- 
dominal cavity  and  assists  the  expiratory  movement,  while  in  inspira- 
tion the  action  is  produced  by  the  part  of  the  muscle  which  arises  from 
the  three  or  four  lower  ribs,  elevating  them.  This  respiratory  move- 
ment is  the  bilateral  action  of  the  muscle,  and  always  affects  the 
muscles  of  both  sides  in  health. 

The  unilateral  action  of  the  muscle  is  that  on  the  upper  limb,  and 
it  is  best  brought  about  by  making  a  patient  adduct  to  the  side  of  the 
chest,  the  upper  limb  placed  in  the  horizontal  position,  and  in  this 
movement  the  muscle  acts  quite  independently  of  its  fellow  of  the 
other  side. 

As  a  cough  can  be  voluntary  or  reflex,  we  have  three  conditions 
of  action  of  the  muscle,  but  in  the  case  of  a  sneeze,  which  is  an  invol- 
untary expiration,  only  two.     We  have,  therefore: 

1.  Reflex  coughing  or  sneezing:  bilateral  action. 

2.  Voluntary  coughing;  bilateral. 

3.  Voluntary  adduction  of  humerus;  unilateral. 

The  next  question  was  to  examine  as  to  the  presence  or  absence 
of  these  actions  in  hemiplegia.  Examination  oi  a  dozen  cases  re- 
vealed in  all  but  two  the  following  conditions: 

1.  In  reflex  coughing  the  expiratory  action  of  the  latissimus  dorsi 
was  about  equal  on  the  two  sides. 

2.  In  voluntary  coughing  the  action  of  the  latissimus  dorsi  was  ob- 
tained on  the  paralyzed  side,  but  frequently  diminished  in  action  or 
occurred  later  than  on  the  normal  side. 

3.  In  all  cases  the  unilateral  voluntary  action  of  adducting  the 
shoulder-joint  was  absent.  Patrick. 


PATHOLOGY. 

92.    The  Micro-Organism  of  Simple  Posterior  Basic  Meningitis  in 
Infants.  Geo,  F.  Still  (British  Med.  Journal,  1898,  No.  1972,  p.  11 57). 

The  simple  posterior  basic  meningitis  of  infants — a  non-tubercu- 
lous form  of  meningitis  which  occurs  mostly  within  the  first  year  of 
life,  and  affects  especially  the  posterior  portion  of  the  base  of  the  brain 
and  also  the  spinal  cord — is  a  condition  of  no  great  rarity.  In  the 
earlier  half  of  the  year  it  is  always  more  or  less  prevalent  in  London, 
and  there  can  be  little  doubt  that  many  cases  which  appear  to  be  tuber- 
culous meningitis  are  in  reality  cases  of  simple  posterior  basic  menin- 
gitis. It  has  been  shown  on  clinical  grounds  that  there  is  good  reason 
for  believing  that  this  form  of  meningitis  is  a  specific  disease,  and  the 
author's  observations  from  the  pathological  and  bacteriological  stand- 
point seem  to  confirm  this  view. 

The  cases  may  be  divided  into  three  groups:  (i)  Those  fatal  within 
six  weeks — that  is,  during  the  acute  or  inflammatory  stage;  (ii)  those 
fatal  at  the  end  of  three  or  four  months — that  is,  during  the  chronic  or 
hydrocephalic  stage;  (iii)  those  in  which  recovery  occurs. 

Corresponding  with  these  variations  in  the  duration  of  the  dis- 
ease, there  are  differences  of  pathological  appearance  in  groups  (i) 
and  (ii).  In  the  former  there  is  much  lymph  over  the  base  of  the  brain 
and  on  the  spinal  cord:  in  the  latter  there  may  be  no  trace  whatever  of 
lymph,   only  thickening   and   opacity  of  the   pia-arachnoid,   with   ad- 
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hesions  especially  between  the  medulla  and  cerebellum.  These  are 
briefly  the  morbid  changes  found,  and  it  is  important  that  it  should  be 
realized  that  there  are  such  differences  in  the  morbid  anatomy  of  this 
disease  in  its  early  and  in  its  late  stages.  In  the  early  stage  the  condi- 
tion has  not  been  sufficiently  differentiated  from  what  one  might  call 
"secondary"  suppurative  meningitis,  particularly  the  common  form  due 
to  the  pneumococcus.  In  the  late  stage  it.  has  almost  certainly  been 
labeled  sometimes  as  healed  tuberculous  meningitis,  sometimes  as  a 
chronic  syphilitic  change. 

In  the  simple  posterior  basic  meningitis  of  infants  it  is  almost  in- 
variably the  case  that  no  lesion,  except  such  accidental  complications 
as  occur  in  any  prolonged  disease  during  the  last  few  days  or  hours  of 
life,  is  found  in  the  viscera;  whereas  in  other  forms  of  meningitis 
exudation  in  the  meninges  is  almost  invariably  secondary  to  some 
obvious  focus  of  infection  elsewhere.  In  fifteen  consecutive  cases  of 
suppurative  meningitis  which  were  examined  by  the  author,  all  ex- 
cept one  showed  an  obvious  primary  focus  of  infection,  while  in  fifteen 
consecutive  cases  of  posterior  basic  meningitis  not  a  single  one  showed 
inflammatory  lesions  elsewhere,  except  two,  in  which  a  lymph  exuda- 
tion was  present  about  certain  tendon  sheaths.  This  fact,  together  with 
the  constancy  of  its  clinical  and  pathological  features,  seems  to  point 
to  its  being  a  specific  disease  due  to  some  micro-organism.  In  seven 
out  of  a  series  of  eight  cases  reported  at  the  Pathological  Society  of 
London  last  year  the  author  found  a  diplococcus,  which,  so  far  as  the 
evidence  went,  appeared  to  be  the  specific  cause  of  the  disease.  The 
one  case  which  proved  sterile  died  three  and  a  half  months  after  the 
onset  of  the  disease. 

Since  then  he  has  made  four  post-mortem  examinations  of  infants 
with  this  disease,  and  in  two  of  these  the  micro-organism  was  present 
in  the  exudation  at  the  base  of  the  brain,  apparently  in  pure  growth, 
but  owing  probably  to  the  use  of  strong  carbolic  acid  for  the  steriliza- 
tion of  instruments  no  cultures  were  obtained;  the  other  two  cases 
died  respectively  on  the  seventy-fifth  and  eighty-ninth  day  after  the 
onset  of  the  disease,  when  all  exudation  had  already  disappeared. 

In  another  case  he  has  recently  obtained  pure  cultures  of  the 
micro-organism  from  the  cerebro-spinal  fluid  taken  from  the  lateral 
ventricles  during  life,  in  the  course  of  an  operation  for  the  establish- 
ment of  artificial  drainage.  It  would  seem,  therefore  that  the  micro- 
organism is  present  during  the  earlier  stage  of  the  disease,  but  dis- 
appears later. 

For  the  peculiar  features  of  this  micro-organism  the  original  must 
be  consulted.  Patrick. 


93.    Meningite  cerebro-spinai.k  ei'idemique  (Epidemic  Cerebro  Spinal 
Meningitis).    D.  Assimis  (LaPresse  medicale,  May  28,  1898,  p,  289). 

In  1897,  during  the  month  of  November,  a  few  sporadic  cases  of 
this  disease  were  observed.  During  the  months  of  November  and 
January  these  increased  until  an  actual  epidemic  was  in  progress.  The 
author  observed  altogether  16  cases,  with  10  recoveries  and  6  deaths. 
Of  the  latter,  two  cases  came  to  autopsy.  Of  the  16  cases,  5  had  the 
comatose  form  of  the  disease.  In  all  cases,  albumin  was  present  in 
the  urine,  disappearing  with  recovery.  Five  cases  had  the  foudroyant 
form.  The  symptoms  commenced  with  chills,  high  fever  reaching  41  ° 
C,  intense  headache,  delirium,  vomiting  and  general  spasms  of  the 
whole  body.  In  one  case  the  body  was  covered  with  petechia?  vary- 
ing in  size  from  a  franc  to  a  50-centime  piece.  Three  cases  had  an 
abortive  form  of  the  disease,  commencing  with  fever,  headache  and 
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vomiting — all  symptoms  disappearing  in  the  course  of  two  or  three 
days.  In  the  two  cases  upon  which  autopsy  was  performed,  fibrinous 
exudates  were  found  upon  the  pia  mater,  and  serous  exudate  in  the 
pericardium.  A  few  interesting  facts  were  brought  out  by  the  bac- 
teriological investigations.  A  spheroidal  coccus  was  obtained,  some- 
times isolated,  sometimes  in  pairs,  always  extra-cellular,  and  not. tak- 
ing Gram's  stain.  This  grew  both  aerobically  and  anaerobically,  was 
found  not  only  in  the  exudate,  but  in  blood  from  the  heart  and  finger, 
and  in  the  tissue  of  the  spleen.  It  was  non-pathogenic  for  rabbits  or 
white  mice.  Growths  were  obtained  upon  potato  and  bouillon,  thus 
differing  from  the  meningococcus  of  Weichselbaum.  No  case  of 
direct  contagion  was  observed.  One  of  the  nurses  in  the  hospital, 
however,  contracted  the  disease.  The  most  benign  cases  were  found 
among  young  infants.  Sailer. 


94.    ZiR  Frage  der  Veranderungen  in  den  peripherischen  Nerven 

BEI  DER  CIIRONISCHEN  ERKRANKUNG  DER  GEFASSE  DER  EXTREMITATEN 

(Concerning  the  Changes  in  the  Peripheral  Nerves  in  Chronic 
Disease  of  the  Vessels  of  the  Extremities).  Michael  Lapinsky 
(Deutsche  Zeitschrift  fur  Nervenheilkunde,  13,  1898,  p.  468). 

Lapinsky  has  examined  eight  cases  in  which  the  arteries  of  one  or 
both  lower  extremities  were  diseased,  and  gangrene  of  the  limbs  fol- 
lowed. The  clinical  evidences  of  neuritis  were  absent;  motion  and 
sensation  were  about  normal.  The  vasa  nervorum  were  altered,  and 
the  connective  tissue  of  the  nerves  was  much  increased  in  amount, 
especially  toward  the  foot,  and  this  increase  was  proportionate  to  the 
change  in  the  vessels.  The  nerves  contained  numerous  spaces,  sup- 
posed to  be  due  to  stagnation  of  the  lymph.  The  nerve  fibers  were 
not  greatly  altered,  except  that  where  the  endoneurium  was  much 
thickened  the  nerve  fibers  were  small.  These  changes  of  the  nerves 
were  regarded  as  the  result  of  vascular  disease.  Spiller. 


95.    Nervous   Vomiting.     Bertram    Hunt  (Clinical  Journal,  Vol.   xn, 
189S,  p.  239). 

The  author  reports  what  he  believes  to  be  a  fatal  case  of  functional 
emesis.  A  married  woman  of  29  years  had  had,  a  year  before,  an  at- 
tack of  abdominal  pain  and  vomiting  which  lasted  several  days  and 
then  left  her  entirely.  Nine  months  after  this  she  had  a  severe  "bilious 
attack."  and  on  the  following  day  vomited  a  teacupful  of  bright  blood. 
From  this  day  to  the  time  of  admission  she  constantly  vomited  directly 
after  meals,  and  also  between  meals,  there  being  occasionally  a  small 
quantity  of  blood  in  the  vomit.  When  admitted  the  patient  was  but 
slightly  emaciated;  the  abdomen  was  rigid  and  tender  all  over,  but  she 
referred  the  spontaneous  pain  entirely  to  one  point  in  the  epigastrium, 
pointing  to  the  painful  spot  with  one  finger  in  the  way  described  in 
the  text-books  as  typical  of  gastric  ulcer.  The  treatment  consisted  of 
cutting  off  all  food  by  the  mouth,  and  feeding  entirely  by  nutrient  ene- 
mata;  fomentations  and  poultices  to  abdomen;  morphia  hypodermical- 
ly;  while  tincture  of  iodine,  ipecacuanha  wine,  and  tincture  of  opium 
in  small  and  frequent  doses  were  all  tried  successively  by  the  mouth. 
In  spite  of  treatment  the  vomiting  continued  almost  incessantly  for 
five  days,  being  so  continuous  as  to  almost  prevent  sleep:  the  vomit 
contained  bile,  and  occasionally  small  quantities  of  dark  blood.  The 
general  nature  of  the  case  with  the  history  of  hematemesis,  of  course, 
strongly   suggested   gastric   ulcer;   but   as   the   patient  was   extremely 
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emotional,  and  the  vomiting  was  unusually  frequent,  and  did  not  re- 
spond to  treatment  applicable  to  gastric  ulcer,  it  was  suggested  that 
there  was  a  marked  nervous  element  to  be  dealt  with.  The  patient  was 
accordingly  put  on  drachm  doses  of  potassium  bromide  by  the  rectum 
four  times  a  day,  and  in  thirty-six  hours  the  vomiting,  which  was  pre- 
viously increasing  in  severity,  had  entirely  ceased.  In  four  days  more 
she  was  successfully  taking  solid  food  by  the  mouth,  and  in  a  fortnight 
was  discharged  cured. 

She  remained  in  good  health  a  year,  when  the  pain  and  vomiting 
suddenly  returned,  and  she  was  re-admitted  on  January  28,  1898.  The 
symptoms  were  exactly  the  same  as  in  the  previous  year;  the  vomiting 
being  almost  incessant,  the  vomit  consisting  of  clear,  bile-stained 
liquid,  frequently  containing  traces  of  blood.  In  this  attack,  however, 
the  treatment  by  rectal  feeding,  bromide  and  morphia  was  absolutely 
inoperative.  The  vomiting  increased,  the  pulse  became  rapid  and 
feeble,  and  in  twelve  days  the  patient  died,  the  end  being  accelerated 
by  an  attack  of  uncontrollable  diarrhea  with  offensive  stools. 

The  necropsy  revealed  absolutely  no  lesion  except  a  catarrhal 
inflammation  of  the  lower  end  of  the  ileum,  which,  no  doubt,  accounted 
for  the  terminal  diarrhea.  The  stomach  was  perfectly  healthy,  except 
for  a  few  submucous  hemorrhages.  There  was  no  ulceration,  erosion, 
or  atrophy  of  the  mucous  membrane.  The  liver,  kidneys  and  other  or- 
gans were  all  healthy. 

It  is  not  stated  that  the  nervous  system  was  examined,  and  ap- 
parently no  microscopic  examination  was  made  at  all.  Patrick. 


96,     ElN  EXPERIMENTELLER  BeITRAG    ZUR    FrAGE    DER    PERIPHEREN  DEGEN- 

erativen  Neuritis  bei  Tuberculose  (An  Experimental  Contribu- 
tion to  the  Question  of  Degenerative  Peripheral  Neuritis  in  Tuber- 
culous Persons).  Carl  Hammer  ( Deutsche  Zeitschrif  t  f iir  Nerven- 
heilkunde,  12,  1898,  p.  215). 

Neuritis  has  been  so  frequently  found  in  persons  suffering  from 
tuberculosis  that  there  must  be  some  relation  between  the  two  dis- 
eases. Hammer  found  that  he  was  not  able  to  produce  neuritis  in 
guinea  pigs,  in  every  case,  by  the  injection  of  cultures  of  the  tubercle 
bacilli.  When  the  material  for  inoculation  was  taken  from  a  tubercu- 
lous human  peritoneum  the  results  were  very  different,  and  the  nerves 
were  found  markedly  degenerated.  The  material  from  the  human 
peritoneum  seems,  therefore,  to  be  more  virulent.  He  found,  also, 
that  tuberculosis  in  guinea  pigs,  produced  by  any  form  of  inoculation, 
invariably  causes  changes  in  the  spinal  motor  cells  of  guinea  pigs,  de- 
tectable eight  days  after  the  inoculation,  and  in  some  cases  sufficiently 
intense  to  cause  death  of  the  cells.  Hammer  believes  that  the  neuritis 
found  in  man  in  tuberculosis  and  other  infectious  diseases  is  probably 
secondary  to  changes  in  the  cells.  Spiller. 


97.     UEBER  DAS  WESEN  UND  DIE  ENTSTEHUNG     DER    HEMIPLEGISCHEN  CON- 

tractur  (Concerning  the  Nature  and  Origin  of  Hemiplegic  Con- 
tracture). Ludwig  Mann  (Monatsschrift  fiir  Psychiatrie  mid 
Neurologie,  Vol.  IV,  Nos.  1  and  2,  pp.  45  and  123). 

The  theories  which  are  used  to  explain  contracture  by  the  loss  of 
the  inhibition  transmitted  through  the  pyramidal  tract,  or  by  the 
stimulation  of  the  cells  of  the  anterior  horns  from  secondary  degenera- 
tion of  these  tracts,  are  very  unsatisfactory.  In  hemiplegia  the  par- 
alysis and  contracture  affect  distinct  groups  of  muscles.    The  muscles 
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which  are  completely  paralyzed  are  not  contractured,  and  their  passive 
mobility  is  exaggerated;  the  antagonizing  muscles  of  these  groups, 
however,  which  have  preserved  their  voluntary  movement  relatively 
well,  are  contractured.  Mann  suggests  that  possibly  the  excitomotor 
fibers  of  each  muscular  group  are  closely  associated,  or  identical,  with 
the  inhibitory  fibers  of  its  antagonizing  group.  In  the  lower  extremity 
in  hemiplegic  cases  the  contracture  exists  in  those  muscles  which  ex- 
tend the  limb,  which  "lengthen"  it,  and  in  these  muscles  power  is 
relatively  well  preserved.  In  the  upper  limb  the  extensors  are  par- 
alyzed and  the  flexors  are  movable  voluntarily  to  a  certain  degree. 
The  hemiplegic  contracture  is  not  the  same  as  the  contracture  from 
peripheral  cause.  The  hemiplegic  contracture  is  due,  not  only  to  the 
innervation  of  the  relatively  well  preserved  antagonizing  muscles,  but 
also  to  the  destruction  of  the  inhibitory  fibers  to  these  same  antagoniz- 
ing muscles.  Hering  and  Sherrington  found  that  inhibition — recog- 
nized by  flaccidity  of  a  previously  contracted  muscle — could  always  be 
obtained  by  feeble  irritation  of  that  part  of  the  cortex  from  which 
stronger  irritation  caused  contraction  of  the  antagonizing  muscles;  for 
example,  when  feeble  irritation  of  the  cortex  caused  relaxation  of  the 
biceps,  stronger  irritation  of  the  same  part  caused  contraction  of  the 
triceps  with  relaxation  of  the  biceps.  Hering  and  Mann  say  that  the 
contraction  of  a  muscle  is  usually  associated  with  relaxation  of  its  an- 
tagonist, contrary  to  the  view  of  Duchenne,  who  held  that  in  every 
contraction  of  a  muscle  a  simultaneous  contraction  of  its  antagonist 
occurs,  enabling  the  latter  to  act  as  a  moderator  in  the  movement.  It 
is  true  that  when  a  limb  is  held  firmly  in  a  certain  position  the  an- 
tagonists are  also  contracted. 

When  one  of  two  groups  of  muscles  which  act  together  is  par- 
alyzed peripherally,  the  other  group  is  thrown  into  excessive  action 
by  voluntary  attempts  to  innervate  the  paralyzed  group;  thus,  when 
the  extensor  digitorum  communis  is  paralyzed,  attempts  to  extend  the 
fingers  have  been  found  to  cause  flexion  at  the  wrist  joint;  or  when 
the  interossei  and  flexors  of  the  fingers  are  paralyzed,  attempts  to  in- 
nervate these  paralyzed  muscles  have  caused  extension  at  the  wrist 
joint.  In  these  cases  the  antagonizing  muscles  are  not  innervated  in 
attempts  to  control  the  paralyzed  muscles;  for  example,  the  fingers 
are  not  extended  by  efforts  to  flex  the  fingers  when  the  flexors  are 
paralyzed,  which  would  be  the  case  if  Duchenne's  views  regarding  the 
simultaneous  innervation  of  opposing  groups  of  muscles  on  voluntary 
movement  were  correct. 

The  simultaneous  innervation  of  associated  groups  of  muscles  is 
probably  of  cortical  origin. 

When  a  limb  is  cut  off  entirely  from  its  cortical  centers,  as  seen 
in  transverse  lesions  of  the  cord,  the  paralysis  is  flaccid.  In  rare  cases 
of  hemiplegia  the  arm  is  completely  paralyzed;  in  these  cases  the  flac- 
cidity is  complete.  Secondary  rigidity  in  hemiplegia  develops  simul- 
taneously with  the  restoration  of  a  certain  amount  of  power  in  the  par- 
alyzed limbs.  In  rare  cases  of  hemiplegia  the  muscles  which  have  re- 
tained a  certain  amount  of  movement  do  not  exhibit  hypertonia;  in 
such  cases  possibly  the  spinal  cells  or  centripetal  tracts  are  affected. 

Spiller. 


98.   A  Form  of  Neuralgia  Occurring  in  Cyclists.      W.  H.  Brown 
(Brit.  Med.  Jour.,  February  26,  1898). 

The  author  describes  a  condition  of  extreme  pain  and  tenderness 
of  the  perineum,  scrotum,  testicles  and  sometimes  of  the  penis  and 
inner  surface  of  the  thighs,  that  occurs  after  prolonged,  and  especially 
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after  very  rapid,  bicycle-riding.  At  times  there  is  anesthesia  of  the 
parts  instead  of  hyperesthesia.  An  entirely  analogous  trouble  has  been 
observed  in  women.  The  affection  may  be  sufficiently  severe  to  con- 
fine the  patient  to  his  bed  for  a  month,  but  the  term  "neuralgia"  would 
seem  to  be  a  misnomer  for  such  cases,  as  there  may  be  visible  signs  of 
bruising,  with  extravasations  of  blood.  The  treatment  is  at  first  abso- 
lute rest  and  later  the  adoption  of  a  suitable  saddle  and  moderation  in 
the  use  of  the  wheel.  Patrick. 


99.       NOUVEAUX    FAITS    RELATIF   A    L'ETUDE    DES   NEVRITES   PERIPHERIQUES 
DANS      LEUR     RAPPORTS      AVEC       LE       RHEUMATTSME       CHRONIQUE      DE- 

formant  (New  Facts  Relative  to  the  Study  of  Peripheral  Neuritis 
in  its  Relation  to  Chronic  Rheumatism).  Pitres  et  Carriere 
(Archives  Cliniques  de  Bordeaux,  No.  8,  1898,  p.  408). 

After  considering  the  relations  between  chronic  rheumatism  and 
affections  of  the  nervous  system,  and  reviewing  the  results  of  exam- 
ination of  the  cord  and  nerves  in  this  disease,  as  reported  by  different 
observers,  the  authors  proceed  to  give  the  clinical  histories  and  the 
results  of  post-mortem  examination  in  two  very  typical  cases  of  chronic 
rheumatism,  with  much  deformity. 

Case  I.  Woman  of  forty  years.  Family  history,  negative.  Per- 
sonal history,  negative,  except  that  her  work  as  a  servant  caused  her 
to  be  a  good  deal  exposed  to  cold  and  dampness. 

The  joint  affection  began  in  the  left  foot,  and  gradually  proceeded 
until  all  the  joints  of  the  limbs  except  the  hips,  and  even  the  jaws  were 
affected.  There  was  no  sensory  disturbance,  except  slight  hypes- 
thesia  over  the  affected  articulations.  Such  reflexes  as  were  inde- 
pendent of  the  joint  ankylosis  were  normal.  There  were  no  vaso- 
motor disturbances.  The  skin  and  nails  showed  some  trophic 
changes,  and  there  was  extensive  muscular  atrophy.  In  the  apices  of 
the  lungs  there  were  the  physical  signs  of  tuberculosis. 

The  patient  dying,  the  autopsy  revealed  advanced  tuberculosis  of 
the  lungs. 

The  affected  joints  showed  thickening  of  the  connective  tissue, 
increase  in  size  of  the  ends  of  the  bones,  eburnation  and  destruction  of 
the  cartilages  in  places,  and  development  of  vegetations  on  the  syno- 
vial membranes.  Pieces  of  nerves  from  different  regions  were  hard- 
ened in  1  per  cent,  osmic  acid  solution  and  double  stained  with  borax 
carmine.  The  cord  was  hardened  in  Midler's  fluid.  The  anterior  and 
posterior  spinal  nerve  roots  were  normal.  The  large  nerves  of  the 
arm  showed  an  increase  of  fine,  badly  staining  fibers,  and,  in  places, 
segmentation  of  the  myeline,  and  nuclear  proliferation,  more  marked 
towards  the  periphery,  the  changes  being  found  in  their  greatest  in- 
tensity in  the  filaments  supplying  the  fingers. 

The  sciatics  on  both  sides  were  normal,  but  their  branches  sup- 
plying the  knee-joints  showed  similar  changes  to  those  found  in  the 
nerves  to  the  fingers.  The  lesions  were  those  of  parenchymatous  and 
interstitial  neuritis. 

The  cord  was  normal. 

Case  2.  Woman  of  fifty-seven  years.  Family  history,  mother  and 
grandmother  rheumatic.     Previous  personal  history  negative. 

The  disease  began  in  the  small  joints  of  the  fingers. 

The  phalango-phalangeal  and  metacarpo-phalangeal  articulations 
were  all  affected,  the  hands  being  much  deformed,  and  being  main- 
tained in  the  position  of  flexion.  There  was  great  atroohy  of  the 
small  muscles  of  the  hand,  especially  of  the  interossei.    The  carpo- 
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carpal,  and  radio-carpal  articulations  were  intact.  The  knee-joints 
could  be  flexed  only  with  difficulty,  the  ends  of  the  bones  entering  into 
them  being  much  enlarged  and  deformed,  and  the  neighboring  muscles 
atrophied. 

The  other  joints  were  normal.  The  skin  about  the  affected  articu- 
lations showed  trophic  changes,  as  did  also  the  finger  nails.  The 
patient  complained  of  severe  pains,  and  of  sensations  of  burning,  and 
of  cold,  about  the  affected  joints,  but  presented  no  subjective  sensory 
symptoms,  other  than  slight  hypesthesia  on  the  inner  side  of  the 
knees.  She  developed  a  serous  pleurisy,  was  tapped  four  times,  but 
gradually  ran  down,  and  died  six  months  after  coming  under  observa- 
tion. The  autopsy  showed  slight  fatty  degeneration  of  the  heart  and 
of  the  liver,  thickened  pleura,  and  some  fibroid  changes  in  the  lungs. 
The  brain,  cord  and  spinal  nerve  roots  were  normal. 

The  articulations  of  the  knee-joints  and  of  the  fingers  showed  the 
characteristic  changes. 

The  cord  and  nerves  were  prepared  in  the  same  way  as  in  the 
former  case,  and  were  examined,  with  the  following  results:  The 
cervical  nerve  roots,  and  nerves  of  the  arm,  were  normal,  the  smaller 
branches  to  the  fingers  all  showed  degeneration,  to  a  greater  or  less 
degree,  as  did  also  the  filaments  to  the  knee-joints  and  the  sciatics  in 
the  lower  part  of  their  course.  The  lumbar  nerve  roots  were  normal, 
cord  normal.  Allen. 


PSYCHIATRY. 

100.  General  Paresis  in  Women.   J.  Hladik  (Casopsis  reskych  lekarn, 
1898,  p.  29).      Revue  Neurologique. 

The  results  of  the  author's  studies  of  general  paresis  in  the  asy- 
lums of  Dobrau,  in  Bohemia,  lead  him  to  the  following  general  state- 
ments: 

(1)  There  has  been  no  appreciable  variation  in  the  number  of 
female  paretics. 

(2)  The  general  average  is  one  case  in  women  to  three  cases  in 
men. 

(3)  Dementia  paralytica  commences  usually  between  the  ages  of 
40  and  50. 

(4)  The  most  important  etiological  factors  are  heredity,  alcohol 
and  social  misery.  This  last  factor  is  especially  predominant  in  the 
larger  cities. 

(5)  With  these  people  the  course  of  the  disease  is  slow;  maniacal 
states,  as  well  as  paralytic  attacks  are  rare.  Ideas  of  grandeur  are  not 
marked.     Agitation  and  dementia  predominate. 

(6)  Remissions  are  by  no  means  infrequent,  and  are  of  appreci- 
able length.  Jelltffe. 

101.  LES    LESIONS   TAHETIEORMES    DANS     I.A     PARALYSIE     GENERAI.E     (The 

Lesions  of  Tabes   in   General  Paresis).     E.   Rabaud  (Revue  de 
Psychiatrie,  3,  1899,  p.  37). 

The  author  shows  that  according  to  the  microscopical  examina- 
tion of  the  cord  of  cases  in  which  tabes  and  general  paresis  are  both 
present,  there  are  grounds  for  separating  the  paralytic  sclerosis  from 
a  tabes  sclerosis.  He  believes  that  an  essential  point  is  the  examina- 
tion of  the  entire  cord,  at  different  levels,  since  at  any  one  level  the 
picture  may  resemble  that  of  a  posterior  sclerosis  very  closely.  The 
main  general  distinctions  are:     (1)     The  localization  of  the  tabetiform 
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lesions  varies  at  different  levels  of  the  cord.  (2)  Examination  of  any- 
one section  shows  minute,  yet  striking  differences  in  the  fiber  de- 
generations. (3)  The  posterior  root-zone  is  usually  healthy  in  gen- 
eral paresis.  (4)  The  cells  of  the  anterior  horns  and  of  the  columns 
of  Clarke  are  altered.  Jelliffe. 


102.  Contribution  a  l'anatomie-pathologique  de  la  psychose  poly- 
nevritique  et  de  certaines  formes  de  confusi<  >n  mentale  primi- 
TIVE (Contribution  to  the  Pathologic  Anatomy  of  the  Psychoses 
of  Polyneuritis  and  of  Certain  Forms  of  Primitive  Mental  Confu- 
sion). Ballet  &  Faure  (La  Presse  Medicale,  30  November,  1898). 
The  clinical  histories  and  results  of  the  microscopical  examina- 
tions of  the  brains  and  cords  of  two  cases  of  alcoholic  polyneuritis 
are  recorded.  The  first,  a  woman,  thirty  years  of  age,  had  been  in  the 
habit  of  using  alcohol  to  excess  for  some  years.  After  the  death  of  a 
child,  which  caused  her  considerable  grief,  she  refused  to  eat,  appeared 
to  have  lost  all  energy,  slept  badly,  and  had  hallucinations.  Some 
three  months  later  she  suffered  from  darting  pains  in  the  legs,  and 
there  was  edema  of  the  lower  extremities.  When  admitted  to  the 
hospital  there  was  general  weakness  of  the  lower  extremities  of  such 
an  extreme  degree  that  it  was  impossible  for  the  patient  to  stand.  The 
rerlexes  were  exaggerated,  and  there  was  difficulty  with  the  sphincters. 
She  wept  constantly,  her  knowledge  of  time  and  place  was  greatly  dis- 
turbed, and  she  comprehended  simple  questions  with  difficulty.  Mem- 
ory was  very  imperfect.  There  were  slight  lesions  at  the  apices  of 
both  lungs,  but  death  appears  to  have  been  produced  by  an  extensive 
bed-sore  over  the  sacrum.  At  the  autopsy  the  liver  was  found  en- 
larged, the  kidneys  congested,  the  brain  and  cord  apparently  normal. 
Sections  through  the  paracentral  lobule  showed  extreme  alteration  of 
the  large  motor  cells,  not  more  than  one  in  six  being  healthy.  Many 
of  the  cells  in  the  anterior  cornua  of  the  lumbar  cord  were  likewise 
degenerated,  showing  the  peripheral  position  of  the  nucleus,  loss  of 
the  chromophilic  bodies,  etc.  The  anterior  tibial  nerve  showed 
marked  secondary  degeneration.  The  second  patient,  a  woman  of 
thirty-two,  had  been  drinking  to  excess  for  over  a  year,  during  which 
time  she  had  also  suffered  from  severe  cough  and  hemoptysis.  She 
remained  quietly  in  bed,  paid  little  attention  to  her  surroundings,  had 
difficulty  in  answering  questions,  and  occasionally  said  a  number  of 
words  without  any  particular  connection.  At  the  autopsy  slight 
changes  were  found  in  the  liver,  the  brain  and  cord  appeared  to  be 
normal,  but  the  cells  in  the  paracentral  lobule  were  degenerated.  The 
cells  of  the  anterior  horns  of  the  lumbar  region  were  apparently  nor- 
mal. No  changes  were  found  in  the  white  substance  of  either  the 
brain  or  the  cord  by  the  methods  of  Pal  or  Marchi.  A  few  degen- 
erated nerve  fibers  were  found.  The  interesting  feature  of  this  case 
is  the  absence  of  any  secondary  degeneration  in  the  nerves,  indicating 
either  a  primary  affection  of  the  cells  of  the  cerebral  cortex,  or  else 
their  reaction  to  a  degeneration  at  the  periphery  of  the  neuron,  with- 
out consecutive  change  in  the  intervening  portions.  The  authors  are 
convinced  that  the  alterations  in  the  motor  cells  have  a  close  relation 
to  the  psychical  troubles.  The  changes  in  the  cells  were  not  similar 
to  those  produced  by  post-mortem  putrefaction  or  by  high  ■  fever. 
They  call  attention  to  the  frequency  with  which  polyneuritis,  due  to 
alcohol,  is  associated  with  mental  confusion;  Korsakoff  having  found 
that  thirty  of  fifty  cases  were  associated  with  mental  changes. 

Sailer. 
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THERAPY. 

103.  On  Tendon  Grafting  or  "  Function  Transference  "  in  the 
Treatment  of  Infantile  Paralysis.  Frederic  Eve  (British  Med. 
Journal,  No.  1972,  p.  1139). 

It  may  be  laid  down  as  a  general  rule  that  in  selecting  a  muscle  for 
grafting  the  one  should  be  chosen  whose  action  is  most  nearly  allied 
to  that  of  the  paralyzed  muscle  or  group,  not  only  because  such 
muscles  are  nearest,  but  also  because  restoration  of  voluntary  function 
is  more  readily  obtained.  But  the  converse  of  this  is  sometimes,  in 
the  opinion  of  the  author,  advisable,  and  an  antagonist  of  the  paralyzed 
muscle  may  be  selected. 

The  author  reports  several  cases  of  localized  paralysis  from  injury 
.  ^d  from  poliomyelitis,  in  which  the  results  of  operation  were  very 
good.  Patrick. 

104.  Tetanus  traumatiquf,  (Traumatic  Tetanus).  (Treated  and  cured 
by  the  intra-cerebral  injection  of  anti-toxin.  Method  of  Roux  & 
Borrel,  Chauffard  &  Quenu)  (Presse  medicale,  June  18,  1898,  p.  325). 

The  patient,  a  frail  boy  of  16  years,  received  a  severe  injury  to  the 
left  hand,  crushing  one  of  the  fingers.  Four  days  later  the  hand  was 
found  to  be  swollen  and  edematous.  There  was  no  fever  and  little 
pain.  Fourteen  days  after  the  injury  there  was  some  stiffness  of  the 
lower  jaw,  and  the  next  day  the  patient  was  unable  to  open  the  mouth. 
There  were  pains  in  the  neck.  As  the  condition  was  growing  rapidly 
worse,  the  patient  received  20  cc  of  serum  hypodermatically.  Eighteen 
days  after  the  injury,  as  the  patient  was  beginning  to  have  severe  con- 
vulsions, the  skull  was  trephined  on  both  sides  under  strict  antiseptic 
precautions,  a  needle  thrust  into  the  brain  substance,  and  from  1%  to 
2  cc.  of  anti-tetanic  serum  injected  into  the  brain  substance.  At  the 
same  time  the  hand  was  thoroughly  disinfected.  One  hour  later  the 
patient  recovered  from  the  chloroform  narcosis  and  appeared  per- 
fectly rational,  and  there  was  already  considerable  improvement. 
From  this  time,  although  the  tetanic  symptoms  continued,  their  force 
rapidly  decreased,  and  eighteen  days  later  the  cure  was  complete.  The 
results  in  this  case  correspond  closely  to  the  experimental  results  ob- 
tained by  Roux  and  Borrel,  who  observed  that  the  symptoms  oersisted 
for  some  time  after  injection.  Sailer. 


105.  Note  on  the  Action  of  Bromide  and  Iodide  of  Strontium  on 
EXOPHTHALMIC  Goitre  in  Children.  A.  Lockhart  Gillespie  (Brit- 
ish Medical  Journal,  No.  1971,  p.  1042). 

The  author  reports  on  the  administration  of  ten  grains  of  stron- 
tium iodide  and  five  grains  of  strontium  bromide  t.i.d.  to  three  deaf 
mutes  aged  eleven,  ten  and  nine  years  respectively,  who  presented 
enlargement  of  the  thyroid  and  tachycardia.  Exophthalmos,  von 
Graefe's  and  Stellwag's  signs  were  absent.  In  each  case  considerable 
improvement  was  noted,  the  decrease  in  the  circumference  of  the 
neck  averaging  1-10  inch  per  day  for  the  first  ten  davs  of  treat- 
ment. Patrick. 
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Les  voies  centrales   de   la    sensibilite   generale,    Edouard  Long. 
G.  Steinheil,  Paris,  1899. 

This  thesis  is  published  from  the  laboratory  of  Dr.  Dejerine  at 
the  Salpetriere,  and  represents  largely  the  views  held  by  this  distin- 
guished French  neurologist.  The  subject  which  Dr.  Long  has  chosen 
is  not  an  easy  one,  and  even  after  the  thorough  treatment  it  has  re- 
ceived at  his  hands,  we  must  ackowledge  that  much  remains  to  be  dis- 
covered. Dr.  Long  divides  his  book  into  two  parts;  the  first  contains 
a  careful  review  of  the  literature,  the  opinions  of  the  most  distinguished 
investigators  in  regard  to  the  sensory  tracts,  and  the  writer's  own 
views;  the  second  contains  the  reports  of  cases  studied  clinically  and 
microscopically  by  the  author.  It  would  be  a  difficult  and  unnecessary 
task  to  review  the  statements  abstracted  from  the  literature,  and  it  is 
more  suitable  to  refer  to  some  of  D,r.  Long's  own  conclusions. 

Dr.  Long  does  not  think  that  the  decussation  of  sensory  fibers 
within  the  spinal  cord  has  been  fully  established  by  physiological  and 
pathological  investigations;  of  course,  he  is  not  referring  to  the  well 
recognized  decussation  of  the  posterior  column  fibers  in  the  medulla 
oblongata.  The  symptom-complex  of  Brown-Sequard  exists,  but  the 
anatomical  explanation  of  a  decussation  of  sensory  fibers  is  hypo- 
thetical. 

The  theory  of  the  individuality  of  tactile,  painful,  thermic  and 
muscular  sensations,  and  of  the  multiplicity  of  the  organs  of  perception 
and  transmission,  is  not  in  harmony  with  the  results  of  physiological 
and  anatomical  study.  The  different  impressions  called  sensory  are 
created  by  peripheral  excitation  more  or  less  intense. 

Dr.  Long  believes  that  the  median  fillet  terminates  in  the  lower 
and  external  part  of  the  thalamus,  and  does  not  pass  directly  to  the 
cerebral  cortex.  If  it  did  pass  uninterruptedly  to  the  cortex,  it  would 
undergo  a  retrograde  degeneration  almost  as  great  from  extensive 
cortical  lesions  as  from  thalamic,  and  this  is  not  the  case.  Cortical 
lesions  cause  only  a  slight  diminution  in  the  size  of  the  fillet,  expli- 
cable by  the  degeneration  of  its  accessory  fibers.  Cortical  lesions,  con- 
genital or  acquired  very  early,  cause  asymmetry  of  the  fillet,  and  this 
asymmetry  results  from  simple  atrophy  or  arrest  of  development. 
Aberrant  fibers  unite  with  the  fillet,  and  some  descend  into  the  medulla 
oblongata,  but  do  not  take  part  in  the  sensory  decussation,  and  enter 
the  pyramids;  others  terminate  in  the  upper  part  of  the  pons.  These 
accessory  fibers  are  not  the  central  tracts  of  sensory  cranial  nerves, 
nor  is  their  only  function  the  innervation  of  the  nuclei  of  motor  nerves. 
Their  termination  is  unknown.    * 

Dr.  Long  follows  the  teaching  of  Dr.  Dejerine  very  closely.  The 
thalamus,  he  tells  us,  is  in  connection  with  the  entire  cerebral  cortex 
by  means  of  the  cortico-thalamic  and  the  thalamo-cortical  fibers,  i.  e., 
by  fibers  passing  from  the  cortex  to  the  thalamus  and  vice  versa.  The 
views  of  Flechsig  are  not  accepted. 

No  distinct  sensory  tract  exists  in  the  posterior  segment  of  the 
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internal  capsule,  but  on  the  contrary,  the  sensory  fibers  are  mingled 
with  the  motor  in  the  genu  and  the  posterior  limb  of  the  internal 
capsule.  Dejerine,  some  years  ago,  disputed  the  correctness  of  the 
views  held  in  regard  to  Charcot's  "carrefour  sensitif."  Long  reports 
two  cases  in  support  of  his  statements;  in  these  cases  disturbance  of 
sensation  was  not  noticed.  In  the  first  the  posterior  segment  of  the 
inner  capsule  was  destroyed  and  the  thalamus  was  intact;  in  the  second 
the  lesion  involved  only  a  part  of  the  posterior  segment  of  the  in- 
ternal capsule,  and  only  the  anterior  and  internal  nuclei  of  the  thala- 
mus, and  not  the  external  nucleus.  Persistent  hemianesthesia  is  more 
common  when  the  thalamus  is  destroyed  than  in  lesions  of  other  parts 
of  the  cerebral  hemisphere.  The  anesthesia  from  a  cortical  lesion  is 
never  complete,  and  diminishes  in  intensity  after  a  time.  Motility, 
general  sensation  and  muscular  sense  have  the  same  cortical  lo- 
calization. 

The  results  of  forty-one  clinical  observations  and  of  thirteen  clini- 
cal and  pathological  studies  form  a  fitting  termination  to  this  valuable 
book.  The  name  of  Long  may  worthily  be  placed  by  the  side  of  those 
of  Vialet,  Sottas,  Mirallie  and  Thomas,  who,  under  the  inspiration  of 
Dejerine,  have  made  most  valuable  contributions  to  neurological  litera- 
ture. Spiller. 

A  Manual  of  Modern  Surgery,  General  and  Operative,  by  John 
Chalmers  DaCosta,  M.D.,  Clinical  Professor  of  Surgery,  Jefferson 
Medical  College,  Philadelphia;  Surgeon  to  the  Philadelphia  Hos- 
pital, etc.  With  386  illustrations.  Philadelphia,  W.  B.  Saunders, 
925  Walnut  street,  1898. 

It  is  with  pleasure  that  we  note  the  appearance  of  a  second  edition 
of  this  most  estimable  manual.  No  other  work  on  surgery  we  are 
acquainted  with  seems  so  well  adapted  to  fill  the  requirements  of  that 
debatable  ground  which  lies  between  the  comprehensiveness  of  the 
full-fledged  text-book  or  system  and  the  conciseness  of  the  quiz  com- 
pend.  Adequate  descriptions  are  given  of  all  the  important  surgical 
conditions  with  their  treatment,  separate  sections  being  devoted  to  the 
operative  technique,  and  a  summary  of  the  instruments  needed.  In 
this  edition  the  advances  of  surgical  knowledge  have  been  fully  recog- 
nized, among  others,  sections  having  been  added  on  the  Surgery  of 
the  Liver  and  Gall-Bladder,  the  Spleen,  the  Pancreas,  the  Female 
Breast,  Wounds  inflicted  by  Modern  Projectiles,  Electrical  Injuries, 
and  the  Use  of  the  Rontgen  Rays.  The  following  operations  have 
been  described:  Resection  of  the  Gasserian  Ganglion,  Methods  of  Gas- 
trotomy,  Schede's  Thoracoplasty,  Use  of  the  Murphy  Button,  Various 
New  Methods  of  Enterorrhaphy.  Bodine's  Method  of  Colostomy,  Pre- 
vention of  Hemorrhage  in  Hip-joint  Amputation  by  Macewen's 
Method  of  Aortic  Compression;  Edmund  Owen's  Operation  for  Hare- 
lip, Senn's  Method  of  Resection  of  the  Shoulder-joint,  etc. 

The  character  of  the  illustrations  and  presswork  is  excellent,  and 
the  work  is  one  to  be  heartily  commended  to  all  surgical  stu- 
dents. Vogel. 

Lkitfaden  der  Electrodiagnostik  und  Electrotherapik.  Fur 
Praktiker  und  Sturierende  von  Dr.  Toby  Cohn,  Berlin.  Mit 
Einem  Vorwort  von  Prof.  Dr.  E.  Mendel.  S.  Karger,  Berlin, 
1899. 

It  is  characteristic,  we  believe,  of  modern  therapeutics  to  utilize 
more  and  more  of  physical  methods  for  the  treatment  of  disease.  The 
influences  of  heat,  light,  massage,  and  electricity  have  been  more  care- 
fully studied  of  late  than  ever  before,  and  special  therapeutic  journals 
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devoted  exclusively  to  treatment  by  diet,  heat,  light,  massage,  hydro- 
therapy, and  electricity  are  more  numerous  now  than  formerly.  The 
appearance  of  this  guide  to  the  use  of  electricity  in  diagnosis  and 
treatment  is  therefore  specially  opportune.  In  130  pages  the  subject 
matter  is  thoroughly  presented.  It  is  concise,  yet  broad  enough  for 
practical  purposes.  The  successive  chapters  treat  of  the  physics  of 
electricity,  the  general  laws  and  physiological  phenomena,  methods  of 
investigation,  changes  in  the  reactions  of  the  muscles  and  motor 
nerves,  the  electrical  study  of  the  organs  of  sense  and  electrical  sensi- 
bility, the  general  therapeutic  applications,  special  methods  of  treating, 
and  electro-therapeutic  apparatus.  An  appendix  on  Franklinization 
closes  this  excellent  small  manual.  We  recommend  it  highly.  It  is 
well  illustrated  and  printed.  Jelliffe. 
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ON  CERTAIN  FUNCTIONAL  (CHIEFLY  HYSTERICAL)  CON- 
DITIONS OF  THE  EYE:* 

A    REVIEW   WITH    SOME   PERSONAL   OBSERVATIONS. 

By  B.  Sachs,  M.D., 

PROFESSOR    OF  MENTAL  AND  NERVOUS  DISEASES    IN   THE   NEW  YORK   POLYCLINIC; 
CONSULTING  NEUROLOGIST  TO  THE   MONTEFIORE   HOME,  ETC. 

Last  spring  I  had  the  privilege  of  presenting  before  the 
ophthalmological  section  of  the  Academy  a  patient  who  was 
suffering  from  a  functional  paralysis  of  several  ocular  muscles. 
The  patient  and  the  theme  he  suggested  possessed  more  than 
a  passing  interest.  Do  functional  affections  of  the  eye  occur 
frequently ;  are  they  hysterical  or  merely  simulated ;  and  how 
can  they  be  differentiated  from  similar  organic  affections? 
These  were  a  few  of  the  questions  demanding  a  solution.  With 
some  diffidence  I  accepted  Dr.  Gruening's  invitation  to  bring 
the  entire  subject  before  an  assemblage  of  oculists  and  general 
practitioners,  for  the  subject  is  beset  by  considerable  difficulties, 
many  of  which  can  be  overcome  only  by  one  better  versed 
than  I  can  claim  to  be  in  ophthalmic  science.  But  I  concluded 
to  attempt  the  task,  upon  the  reflection  that  neurologists  evi- 
dently see  the  patients  with  functional  eye  conditions  far  less 

*  Read  before  the  New  York  Academy  of  Medicine  (meeting  in 
charge  of  Section  on  Ophthalmology).  December  1st.  1898. 
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frequently  than  do  the  eye  specialists,  and  the  assistance  of  the 
latter  will  be  sorely  needed  if  the  neurologist's  studies  are  to 
be  brought  to  a  successful  issue.  I  am  anxious  to  establish  the 
truth  in  this  matter,  not  eager,  however,  to  become  the  high- 
priest  of  hysteria. 

The  subject  is  not  altogether  new,  though  it  has  appealed 
to  a  relatively  small  number  of  investigators.  But  the  few 
have  made  themselves  heard  in  vigorous  and  often  vehement 
discussions.  In  1878,  Charcot1  described  at  some  length  the 
visual  symptoms  of  hysteria,  with  special  reference  to  muscular 
derangement.  He  was  followed  by  Fere,2  Parinaud,3  Ballet,4 
Gilles  de  la  Tourette,5  and  others ;  most  of  these  French  writers 
discussing  the  ocular  affections  as  mere  incidents  in  the  course 
of  a  general  hysteria. 

In  Germany,  the  French  writings  on  ocular  hysteria  were 
received  with  considerable  skepticism,  and  to  this  day  many 
German  authors  cannot  think  of  hysteria  otherwise  than  in 
connection  with  simulation.  A  number  of  them  have,  how- 
ever, taken  up  the  cudgels  in  defense  of  hysterial  eye  troubles. 
Manz,6  Struempell,7  Lowenfeld,8  Ziehen,9  Oppenheim,10 
Donath,11  and  a  score  of  others  have  reported  cases  of  this 
description.  At  a  recent  meeting  of  German  alienists  and  neu- 
rologists, some  of  these  functional  diseases  were  the  subject  of 
a  lively  controversy,  Moebius12  defending  the  rather  extreme 
view  that  there  are  no  hysterical  ocular  palsies,  and  that  ptosis 
even  is  never  purely  hysterical.  But  the  majority  were  not  in 
sympathy  with  this  opinion. 

Oculists  have  remained  much  more  skeptical  than  neu- 
rologists.   But  no  one  who  reads  the  monograph  of  Wilbrand 

■Charcot,  Progr.  med.,  Jan.,  1878. 

*  Fere  Gaz.  medicale  1881. 

3  Parinaud,  Annal.  d'Oculistique,  1887;  also  vol.  96,  1886. 

*  Ballet,  Rev.  de  Med.,  1888. 

5  Gilles  de  la  Tourette,  "  Traite  clinique  et  therapeutique  de  l'Hys- 
terie,"  1891. 

6  Manz.  Berl.  kl.  Wochenschr. ,  Nos.  2  and  3,  1880. 

7  Strumpell,  Deutsche  Zeitschr.  f.  Nervenheilk,  1892. 

8  Lowenfeld,  "  Neurasthenie  und  Hysterie,"  p.  402,  Wiesbaden, 
1894. 

»  Ziehen.  Eulenburg's  Realencyclopadie,  Vol.  XI.,  p.  334,  et  seq. 
10  Oppenheim,  "  Lehrbuch,"  p.  738,  et  seq.,  2d  ed. 
21  Donath.  Verein  der  Aerzte  zu  Budapest,  Nov.  28.  1891. 
"  Mobius,  Arch.  f.  Psych.,  Vol.  31,  p.  504. 
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and  Saenger,i:!  the  product  of  a  fortunate  co-operation  between 
skilled  specialists,  can  doubt  the  occasional  occurrence  of  a 
variety  of  hysterical  affections  of  the  eye.  Schmidt  Rimpler,  in 
his  recent  monograph,  in  Nothnagel's  system,  is  compelled  to 
admit  that  some  ocular  affections  are  hysterical,  though  he  is 
one  of  those  who  incline  to  the  opinion  that  it  is  our  first  duty 
in  every  instance  to  prove  that  the  hysterical  patient  is  not 
also  a  malingerer. 

Wilbrand  and  Saenger  deserve  especial  credit  for  their  at- 
tempt to  show  that  ocular  conditions  which  were  supposed  to 
be  peculiar  to  hysteria  occur  also  in  other  functional  diseases 
of  the  nervous  system,  and  are  the  expression  of  early  func- 
tional exhaustion  of  the  optic  apparatus.  Nervous  asthenopia, 
which  owes  its  origin  to  Beard,  has  been  put  on  a  firm  basis 
by  these  German  writers.  Among  Britsh  authors  who  have 
studied  the  subject  we  are  discussing,  Bristow  and  Gowers 
may  be  mentioned  as  the  most  prominent.  American  writers 
have  contributed  relatively  little,  although  Prince,14  Harlan,13 
Booth,16  S.  W.  Mitchell,17  Mitchell,  and  de  Schweinitz,18 
George  J.  Preston19  and  Lloyd20  have  considered  various  as- 
pects of  this  subject. 

I  have  thought  it  best  to  speak  of  "certain  functional  con- 
ditions" only,  in  order  to  be  able  to  limit  the  discussion  to  a 
few  questions  of  greatest  interest.  There  is  some  satisfaction 
in  being  able  to  relegate  muscular  insufficiencies,  the  various 
"phorias,"  and  the  mysterious  influences  they  are  supposed  to 
exercise  over  functional  nervous  diseases,  to  the  tender  mer- 
cies of  knowing  and  discriminating  oculists.  We  will  have 
none  of  it — at  least  not  for  the  present. 

Hysterical  palsies  of  the  ocular  muscles  and  hysterical 
amaurosis  are  the  two  subjects  to  which  special  attention  shall 
be  directed.     It  will  contribute  to  a  proper  understanding  of 

«  Wilbrand  u.  Saenger,  "Ueber  Sehstorungen,"  Leipzig,  1892. 
M  Prince,  Amer.  Jour,  of  Med.  Sc.,  1897,  Vol.  113,  p.  157. 
15  Harlan,  Trans,  of  the  American  Ophthalmol  Assoc,  Boston,  1885, 
p.  649. 

18  Booth,  Trans,  of  Am.  Neurolog.  Ass'n.,  1895. 

17  S.  W.  Mitchell,  Am.  Jour,  of  Med.  Sc,  1893. 

18  J.  K.  Mitchell  and  de  Schweinitz,  Journal  of  Nerv.  and  Ment. 
Dis.  1894. 

19  Preston.     ■'  Hysteria  and  allied  conditions,"  Philadelphia,  1897, 

p.  76. 

*>  Lloyd.     Dercum's  Text  Book  on  Nervous  Diseases,  p.  in. 
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the  matter  in  hand  if  I  may  be  allowed  a  few  words  on  our  pres- 
ent conception  of  hysteria.  Neurologists  have  advanced  far  be- 
yond the  stage  when  medical  men  spoke  of  hysteria  simply  be- 
cause the  disease  or  the  condition  did  not  appear  to  be  any- 
thing else,  thus  using  the  word  frequently  as  a  mantle  to  cover 
up  their  ignorance.  It  was  the  fashion  of  old  to  diagnosticate 
hysteria  by  exclusion.  Nowadays  we  recognize  the  disease  by 
symptoms  so  positive  that  we  can  assert  that  the  condition  must 
be  hysteria  and  can  be  nothing  else.  The  attempt  to  define  the 
disease  has  not  been  altogether  successful.  It  has  led  to  a  di- 
vision of  writers  into  several  distinct  groups.  On  the  one  hand, 
it  is  classified  among  the  general  neuroses  which  are  charac- 
terized by  a  distinct,  though  functional,  derangement  of  the 
entire  nervous  system,  a  derangement  due  primarily  to  in- 
creased irritability  and  weakness  of  the  more  important  nerv- 
ous centers.  Its  chief  ally  in  this  group  would  be  neuras- 
thenia. In  the  opinion  of  others,  chiefly  of  the  French  school, 
hysteria  is  essentially  a  psychic  derangement,  depending  upon 
the  disturbed  function  of  the  highest  cortical  centers.  Moebius 
would  include  under  this  term  all  morbid  physical  conditions 
dependent  upon  concept.  A  third  group  of  writers  are  con- 
tent to  call  hysteria  a  psycho-neurosis.  I  am  inclined  to 
the  belief  that  while  there  is  a  strong  psychic  basis  for 
the  development  of  hysteria,  and  while  many  of  the  phe- 
nomena can  only  be  explained  upon  the  supposition  of  the 
abolition  of  cortical  influence,  the  important  part  played  by 
pure  exhaustion  should  not  be  overlooked.  The  truth  of  this 
is  brought  home  to  us  by  the  common  experience  of  many 
hysterical  patients  who  present  distinct  neurasthenic  symp- 
toms. 

Whichever  definition  we  may  adopt,  the  fact  cannot  be  de- 
nied that  in  hysteria  there  are  abnormal  perceptions  and  con- 
cepts ;  peripheral  stimuli  are  often  not  perceived,  as  they  are 
in  the  normal  cortex;  and  the  abnormal  conditions  of  the 
highest  nerve  centers  exert  their  influence  over  somatic  states. 
Sub-conscious  and  non-volitional  actions  are  less  subject  to 
hysterical  derangement  than  are  distinctly  volitional  and  pur- 
posive movements.  Individual  ocular  muscles  are,  as  is  well 
known,  subject  to  the  will,  but  the  exquisite  adaptation  of 
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ocular  movements  to  their  special  ends  is  less  under  the  con- 
trol of  the  will  than  other  physical  actions  are,  as  is  evident, 
among  other  things,  from  the  fact  that  in  the  dissolution  im- 
mediately preceding  death  the  ocular  mechanism  is  almost  the 
last  to  suffer,  and  the  ominous  rolling  upward  of  the  eyes  is 
often  synchronous  with  the  last  gasp.  On  the  other  hand, 
the  relation  of  the  eye  movements  to  emotional  conditions  is 
well  known.  The  great  artists  of  all  ages  from  Raphael  down 
have  appreciated  this  fact.  It  would  be  surprising,  indeed,  if 
the  emotional  disease  par  excellence  were  not  at  times  distin- 
guished by  ocular  derangement. 

When  hysteria  affects  peripheral  parts  of  the  body  we  may 
have  sensory  or  motor  disturbances.  Anesthesia  or  hyperes- 
thesia, palsy  or  spasm,  are  the  symptoms,  varying  according  to 
the  predominance  of  a  condition  of  irritability  or  of  weakness 
in  the  motor  or  sensory  nervous  system.  Hysterical  affec- 
tions are  so  manifold  that  they  may  be  said  to  simulate  almost 
any  organic  disease.  However  widely  we  may  differ  as  to  the 
theories  regarding  the  disease,  we  must  be  entirely  agreed  as 
to  the  chief  symptoms.    These  are : 

1.  An  altered  mental  state — above  all,  an  increased 
emotional  condition. 

2.  Palsies,  with  or  without  contractures. 

3.  Subjective  and  objective  disturbances  of  sensation  (hy- 
peresthesias and  anesthesias).  The  latter  may  appear  under 
the  guise  of  an  hemianesthesia,  often  involving  the  special 
senses,  or  of  a  regional,  segmental,  or  "patchy"  anesthesia. 

4.  Hysterogenic  zones. 

5.  Typical  convulsive  attacks,  occurring  at  irregular  in- 
tervals. 

All  these  symptoms  are  variable,  and  are  particularly  sub- 
ject to  suggestion  by  others,  or  to  auto-suggestion. 

With  reference  to  the  hysterical  conditions  of  the  eye,  it 
is  most  important  to  look  for  the  more  important  stigmata  of 
hysteria,  since  the  diagnosis  may  depend,  to  a  very  large  de- 
gree, upon  the  presence  or  absence  of  such  indubitable  hysteri- 
cal phenomena.  It  is  scarcely  necessary  to  add  the  caution  that 
an  hysterical  subject  may  develop  an  organic  affection  of  the 
eye,  and  even  the  presence  of  hysterical  stigmata  does  not 
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make  for  the  diagnosis  of  a  special  hysterical  affection,  unless 
it  is  certain  that  no  organic  disease  is  impending.  I  am  anxious 
to  convey  the  impression  that  true  hysteria  is  after  all  an  in- 
frequent disease. 

General  hysterical  affections  may  be  diagnosticated  not  only 
by  the  presence  of  the  special  stigmata  to  which  I  have  re- 
ferred, but  also  by  an  association  with  certain  symptoms,  and 
possibly  by  the  absence  of  some,  the  presence  or  absence  of 
which  we  know  to  be  incompatible  with  the  assumption  of  an 
organic  affection.  I  have  frequently  had  occasion  in  my 
clinics  to  lecture  upon  a  young  Russian  girl  who  had  de- 
veloped atrophic  paralysis  of  the  right  lower  extremity,  with 
the  loss  of  reflex  and  changes  in  electrical  reactions.  In  the 
right  upper  extremity  she  developed,  some  years  later,  a 
paralysis  without  atrophy  and  without  electrical  changes,  but 
with  marked  regional  anesthesia.  The  paralysis  of  the  leg  was 
due  to  poliomyelitis ;  the  affection  of  the  upper  extremity  was 
distinctly  hysterical. 

While  hysteria  may  simulate  many  other  diseases,  and  may 
exhibit  innumerable  symptoms,  we  may  assert  that  deep  re- 
flexes are  never  lost  in  hysteria,  and  that  electrical  reactions 
are  never  markedly  altered.  Is  there  any  special  symptom  or 
association  of  symptoms  in  ocular  hysteria  by  means  of  which 
we  may  positively  diagnosticate  hysteria  and  exclude  organic 
disease  of  the  eye,  or  vice  versa?  Great  variability  of  the  symp- 
toms is  an  argument  in  favor  of  the  hysterical  character  of  an 
ocular  affection.  A  ptosis  that  comes  and  goes  in  relatively 
short  intervals,  an  amblyopia  that  disappears  one  day  and  re- 
turns the  next,  or  a  field  of  vision  that  is  contracted  to-day  and 
much  enlarged  to-morrow,  all  such  conditions  are  likely  to 
be  hysterical.  If  any  of  these  conditions  becomes  permanent 
or  chronic,  it  is,  on  that  account,  no  less  hysterical  than  is  a 
paraplegia,  which  often  lasts  months,  sometimes  years.  An 
unusual  combination  of  ocular  symptoms  is  also  suspicious; 
thus,  in  a  case  of  my  own,  photophobia,  with  a  partial  ex- 
ternal ophthalmoplegia,  offered  good  reason  to  doubt  the  or- 
ganic nature  of  the  affection.  A  patient  described  by  Janet 
exhibited  an  internal  hemianopsia,  asthenopia,  spasm  of  con- 
vergence, monocular  diplopia,    hemimacropsia    and    hemimi- 
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cropsia — an  association  of  symptoms  that  no  one  would  ever 
dream  of  attributing  to  organic  disease.  It  would  be  still  more 
desirable  if  we  could  point  to  a  single  ocular  symptom  which 
would  positively  militate  against  the  diagnosis  of  hysteria  pure 
and  simple,  as  the  loss  of  the  knee-jerk  does  against  hysterical 
paraplegia.  The  pupillary  reflexes  would  seem  to  serve  such 
a  purpose.  It  is  an  action  not  subject  to  the  will,  and  should 
by  rights  be  beyond  the  influence  of  hysterical  derangement. 
In  my  own  experience,  I  have  never  seen  an  abolition  of  the 
light  reflex  in  hysterical  conditions,  and  it  may  be  allowed 
that  it  is  not  impaired  in  the  majority  of  functional  states.  But 
several  reliable  observers  have  reported  a  disturbed  pupillary 
reflex  in  purely  hysterical  states. 

Dujardin21  described  the  case  of  a  girl,  24  years  of  age,  sub- 
ject to  attacks  of  amaurosis.  During  such  attacks  he  noted  a 
paralytic  mydriasis.  If  the  observation  be  correct,  this  my- 
driasis must  be  considered  to  be  independent  of  the  amauro- 
sis ;  but  is  it  not  possible  that  hysterical  amaurosis  may  in 
some  instances  be  due  to  the  fatigue  of  the  retinal  elements, 
a  supposition  which  cannot  be  discarded  off-hand?  Parinaud 
recorded  a  paralytic  mydriasis  in  a  case  of  hysterical  ophthal- 
moplegia. Mendel22  reported  the  transitory  and  absolute  loss 
of  the  light  reflex  in  an  hysterical  girl;  while  Donath23  described 
a  similar  condition  in  a  teacher  24  years  of  age.  In  her  the 
right  pupil  was  dilated  and  would  not  contract  during  ac- 
commodation. After  a  while,  the  right  eye  would  react,  and 
the  left  eye  would  be  disturbed  in  a  similar  fashion.  In  this 
patient  there  was  also  a  continuous  right  hemianesthesia. 

Wilbrand,  whose  careful  observations  are  beyond  doubt, 
records  a  spastic  miosis,  with  sluggish  reaction  to  light,  in  a 
typical  hysterical  patient.  Schwarz,24  though  skeptical  re- 
garding all  hysterical  conditions,  believes  that  the  occurrence 
of  a  spastic  miosis,  in  association  with  a  spasm  of  accommoda- 

81  Dujardin,  Journal  de  Sciences  Med.  de  Lille, Vol. V.,  1889,  quoted 
b    Wilbrand  and  Saenger. 

22  Mendel,  Deutsche  Zeitschr.  f.  prakt.  Med  ,  1874,  No.  47  (quoted 
by  W.  &  S.). 

23  Donath,  Wiener  med.  Presse,  1892,  No.  1. 

24  Schwarz,  "Die  Bedeutungder  Augenstoerungen  fur  die  Diagnose 
der  Him  u.  Ruckenmarkskrankh.,"  Berlin,  1898,  p.  83. 
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tion  and  convergence,  has  been  established  by  the  case  of 
Galezowski.23  I  have  been  greatly  impressed  by  the  strictures 
of  Schwarz,  who  contends  that  a  paralytic  and  non-toxic  con- 
dition of  the  pupil  can  be  safely  diagnosticated  only  if  such  a 
pupil  responds  to  the  action  of  pilocarpine  or  eserine.  Nonne 
and  Beselin26  record  a  case  of  left-sided  mydriasis  with  paraly- 
sis of  convergence,  in  which  they  were  careful  enough  to  ex- 
clude the  possible  use  of  atropine.  Fere  27  insists  that  the 
pupils  contract  during  the  first  stage  of  an  hysterical  seizure 
and  become  dilated  as  soon  as  the  general  convulsive  move- 
ments set  in.  From  this  view  there  are  dissenting  opinions, 
and  my  own  experience  would  not  lead  me  to  agree  with  it* 

Whether  or  not  the  pupillary  reflexes  are  subject  to  hysteri- 
cal derangement,f  some  of  the  observations  just  referred  to 
will  not  permit  us  to  diagnosticate  organic  disease  and  rule 
out  hysteria  because  the  pupillary  reflexes  are  altered.  On  the 
other  hand,  hysterical  patients  may  develop  tabes,  or  multiple 
sclerosis,  or  even  dementia  paralytica,  in  which  case  disturbed 
pupillary  reflexes  would  have  a  far  graver  significance.  Nor 
are  hysterical  subjects  immune  to  syphilis  ;  and  Oppenheim  has 
described  the  condition  of  an  hysterical  woman  who  exhibited 
complete  immobility  of  the  pupils,  evidently  clue  to  cerebral 
syphilis.  There  are  pitfalls  innumerable.  All  the  more  rea- 
son, therefore,  why  the  subject  should  receive  the  closest  pos- 
sible attention  at  the  hands  of  the  oculists.  I  have  often 
claimed  that  the  pupil  should  be  studied  most  carefully  with 
reference  to  the  special  information  it  may  give  regarding  the 
presence  of  constitutional  syphilis ;  and  although  other  phy- 
sical symptoms  may  be  absent,  its  possible  bearing  upon  the 
diagnosis  of  hysteria  should  supply  a  further  incentive  to  its 
most  attentive  consideration. 

Let  us  now  pass  to  the  discussion  of  other  functional  de- 
rangements of  the  ocular  muscles.     It  has  been  intimated  be- 

*  Since  the  above  was  written,  Spiller  has  recorded  a  carefully 
observed  case  of  hysterical  hemiplegia  with  rigidity  of  the  pupil  (Phila- 
delphia Med.  Journal.  January  14.  1899). 

f  Cf.  also  A.  Westphal  Berliner  kl.  Wochenschrift,  1397,  pp.  1024, 
■  1052. 

2S  Galezowski,  Progr.  med.,  1878,  p.  39. 

*6  Nonneand  Beselin,  quoted  by  Schwarz;  loc.  cit.,  p.  84. 

27  Fere,  Gaz.  med.,  18S1,  No.  50,  p.  703. 
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fore  that  hysteria  may  produce  either  a  spastic  or  paralytic 
condition.  Among  the  former,  the  spasm  of  convergence  is 
the  most  frequent.  Internal  squint  is  common  enough,  and 
needs  to  be  differentiated  from  paralysis  of  the  external  recti 
by  careful  testing  of  the  double  images.  Miosis  and  a  spasm 
of  accommodation  may  be  associated  with  the  former,  but  does 
not  occur  with  paralysis  of  the  rectus  externus.  Monocular 
diplopia  and  polyopia,  micropsia  and  macropsia  are  recorded 
as  occasional  subjective  accompaniments  of  this  condition. 
The  relation  which  these  symptoms  bear  to  the  anatomical 
structure  of  the  lens,  you  will  not  expect  me  to  dilate  upon. 
A  paralysis  of  convergence  has  not  been  observed  in  hysterical 
patients,  but  in  neurasthenics  it  has  been  recorded  by  Pari- 
naud,  who  also  notes  the  occurrence  at  the  same  time  of  a 
preserved  reflex  to  light,  while  the  reaction  during  accommo- 
dation was  lost.  I  have  the  records  of  two  exactly  similar 
cases  among  my  neurasthenic  patients,  but  I  was  hot  able  to 
interpret  the  condition  until  I  have  been  enlightened  by  the 
observation  of  Parinaud.  Conjugate  deviation  of  both  eyes  is 
commonly  observed  in  hysterical  seizures.  In  one  of  my  pa- 
tients, a  young  girl  of  18,  such  deviation  to  the  left  persisted  for 
z.  full  hour  after  the  attack,  and  disappeared  after  a  sound  sleep. 
The  seizure  which  I  witnessed  was  not  of  an  epileptic  character. 
It  is  rare,  however,  for  such  deviation  to  persist  for  any  con- 
siderable period  of  time. 

Hysterical  ptosis  may  be  the  result  either  of  spasm  or  of 
palsy,  spasm  of  the  orbicularis  palpebrarum,  or  palsy  of  the 
levator.  Parinaud27"  is  responsible  for  the  term  "ptosis  pseudo- 
paralitique;"  and  Charcot  has  shown  that  in  cases  of  apparent 
ptosis  due  to  spasm,  the  eyebrow  is  elevated  and  not  depressed 
as  in  general  ptosis.  The  skin  of  the  upper  lid  is  thrown  into 
folds  and  is  not  smooth  as  in  the  paralytic  form.  Fibrillary 
twitchings  in  the  upper  lid  are  common,  although  these  occur 
much  more  frequently  in  neurasthenia  than  in  hysteria.  In  my 
own  experience,  which  is  necessarily  limited, hysterical  ptosis  is 
due  as  often  to  spasm  as  to  palsy.  I  have  been  impressed  by  the 
factor  of  exhaustion  in  several  of  such  cases,  and  cannot  forego 

t7» Parinaud,  Gaz.  hebd.  de  med.,  1877,  Nos.  46,  47. 
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the  opportunity  of  mentioning  the  resemblance  of  these 
hysterical  affections  to  a  ptosis  which  has  recently  been  de- 
scribed as  one  symptom  of  myasthenia  gravis,  in  which  many 
of  the  muscles  supplied  by  the  cranial  nerves  show  a  weakness 
due  to  exhaustion.  The  majority  of  neurologists  will  surely 
not  join  Moebius  in  the  belief  that  there  is  no  such  thing  as 
hysterical  ptosis.  Oppenheim  has  recently  stated  that  in 
hysterical  paralytic  ptosis  the  upper  lid  becomes  retracted  if  the 
head  is  tilted  backward,  a  symptom  which  will  well  bear  further 
scrutiny. 

In  view  of  the  frequent  occurrence  of  ptosis  in  the  early 
stages  of  tabes,  in  multiple  sclerosis  and  in  brain  syphilis,  the 
diagnosis  between  hysteria  and  these  conditions  should  be  es- 
tablished with  the  greatest  care.  I  repeat  that  variability  in 
the  symptoms,  the  existence  of  other  stigmata  of  hysteria,  will 
be  valuable  aids  in  proving  the  diagnosis.  Recurrence  and  re- 
lapses are,  however,  not  unknown  in  syphilitic  affections  of  the 
brain,  more  especially  in  those  forms  which  involve  the  cranial 
nerves  at  the  base. 

The  existence  of  an  hysterical  paralysis  of  the  external 
ocular  muscles  has  been  warmly  defended  by  French  writers 
and  by  several  German  authors,  notably  Wilbrand  and  Saen- 
ger.  But  many  others,  including  Mauthner,28  Schwarz  (Joe. 
cit.)  and  Schmidt-Rimpler,29  concede  that  such  palsies  may  oc- 
cur, but  contend  the  case  has  not  been  sufficiently  proved.  A 
short  synopsis  of  a  well  authenticated  case  by  Wilbrand  and 
Saenger  will  give  you  the  facts.  It  remains  for  you  to  endorse 
or  dissent  from  the  diagnosis: 

A  young  lady,  25  years  of  age,  had  been  subject  to  spells 
of  crying  and  weeping  at  the  age  of  puberty,  and  had  suffered 
from  a  number  of  nervous  disturbances.  At  the  age  of  20,  she 
began  to  experience  trouble  with  her  eyes,  which  was  not  re- 
lieved by  glasses.  At  the  age  of  23,  Wilbrand  made  out  an 
isolated  paralysis  of  the  inferior  oblique  of  the  left  eye,  with  all 
its  characteristic  symptoms.  The  false  image  was  above  the 
true,  the  upper  end  of  the  former  inclining  laterally.  The  dis- 
tance between  the  double  images  increased  with  adduction. 

28  Mauthner,  Deutsche  Arch.  f.  kl.  Med.,  XXI. 

29  Schmidt-Rimpler,  "Die  Erkrankungen  des  Auges,  in  Nothnagel's, 
Specielle  Pathologie,'  etc.,  Vienna,  1898,  p.  256,  et  seq." 
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Prisms  brought  relief  for  a  time.  After  relapse  of  a  year,  the 
same  patient  exhibited  an  isolated  palsy  of  the  superior  oblique 
of  the  right  eye.  At  this  examination  Wilbrand  also  noted  a 
moderate  contraction  of  the  visual  fields.  Left  vision  was 
20-50,  right  vision,  20-30.  The  pupils  and  the  fundi  were  nor- 
mal. In  addition,  there  was  marked  anesthesia  of  the  right 
half  of  the  body,  more  especially  in  the  right  arm,  in  the 
hand  and  in  the  head.  Treatment  by  powerful  suggestion 
brought  about  the  cure  of  the  palsy  in  a  few  weeks,  while  the 
sensory  disturbances  and  the  concentric  limitation  of  the  visual 
fields  persisted. 

Schwarz,  in  criticising  this  case,  is  dissatisfied  because  it 
took  several  weeks  to  cure  the  patient.  Suggestions  need  not 
work  instantaneously ;  moreover,  the  sensory  symptoms  per- 
sisted in  this  case  because  they  were  in  all  probability  not 
made  the  subject  of  suggestion.  The  cases  of  Parinaud,  Borel 
and  Xonne  will  also  pass  muster  as  typical  hysterical  ocular 
palsies. 

I  would  not  worry  you  with  detailed  histories,  but  let  me 
review  briefly  the  condition  of  a  patient  whom  I  presented 
hurriedly  some  months  ago.30  After  a  more  thorough  ac- 
quaintance with  the  literature  of  the  subject,  I  find  that  our 
patient  presents  a  number  of  specially  valuable  symptoms.  In 
no  other  case  do  I  find  so  clear  a  history  of  the  sudden  and 
emotional  onset  of  the  disease,  a  mode  of  origin  which  seems 
to  me  to  argue  largely  in  favor  of  the  hysterical  nature  of  the 
disease.  The  patient  was  kindly  referred  to  me  by  Dr.  Marple, 
to  whom  I  am  also  indebted  for  the  careful  ophthalmoscopic 
examination  and  for  the  charts  of  the  visual  fields: 

The  patient — F.  S. — is  51  years  of  age.  For  many  years  he 
has  been  a  heavy  drinker  of  beer ;  also  gives  an  uncertain  his- 
tory of  previous  specific  infection.  He  has  been  married  dur- 
ing the  past  27  years.  His  first  wife,  who  is  said  to  have  had 
a  left  ocular  palsy,  died  from  a  paralytic  stroke  about  seven 
years  ago.  Six  years  ago  he  married  his  second  wife.  The 
patient  led  a  regular  life ;  attended  to  his  business  as  a  liquor 
dealer.  At  one  time  he  weighed  300  pounds ;  now  he  weighs 
230  pounds.  He  was  in  good  health  until  January  12th,  1898. 
On  that  day  he  attended  the  funeral  of  a  friend.  While  stand- 
ing on  the  sidewalk,  waiting  for  the  coffin  to  be  carried  out, 

30  This  Journal,  1898,  p.  452. 
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he  noticed  a  flash  of  light  before  his  eyes,  began  to  see  double, 
felt  slightly  dizzy,  and  could  not  look  into  the  light.  At  no 
time  did  he  lose  consciousness.  He  was  badly  frightened; 
knew  that  he  had  the  same  trouble  from  which  his  first  wife 
suffered,  and  of  which  she  died.  Some  friends  assisted  him  to 
his  home.  On  his  arrival,  he  found  that  both  eyelids  drooped ; 
the  photophobia  was  intense,  and  this  symptom  was  the  most 


Fig.  II. — Case  of  Marple  and  Sachs ;  functional  ophthalmoplegia ; 
left  hemianesthesia  and  hemianalgesia. 

distressing  for  many  weeks.    At  the  time  of  my  first  examina- 
tion (March  5,  1898),  the  following  record  was  made : 

Double  ptosis.  When  asked  to  look  up,  makes  a  great  but 
unavailing  effort;  slowly  raises  the  entire  head,  but  does  not 
use  the  frontales  muscles,  as  patients  with  ptosis  ordinarily  do. 
After  repeated  commands,  manages  to  raise  the  eyelids  a  little, 
but  does  not  do  so  again,  though  requested  to  do  so  frequently 
during  the  course  of  a  long  examination.     On  lifting  the  eye- 
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lids  with  the  fingers,  it  is  seen  that  the  axes  converge  slightly. 
Conjugate  movement  of  the  eyes  to  the  left  is  imperfect ;  to  the 
right  the  movement  is  performed  easily.  Upward  and  down- 
ward movements  of  both  eyes  are  slightly  limited  and  done  in 
a  jerky  manner.  Testing  the  eyes  singly,  it  is  noticed  that  the 
1.  rectus  externus  moves  the  eye  about  half  its  normal  dis- 
tance. All  other  movements  are  performed  more  satisfactorily; 
but  the  movements  are  jerky,  and  at  times  succeed  very  much 
better  than  at  others;  muscles  appear  to  be  easily  fatigued. 
The  pupils  are  slightly  irregular  in  contour ;  they  react,  though 
feebly,  to  ordinary  light,  but  contract  promptly  during  ac- 
commodation. The  consensual  reflex  good.  Dr.  Marple  re- 
ports that  there  are  "no  fundus  changes.  There  is  some  appar- 
ent contraction  of  the  visual  fields.  He  has  no  central  color 
scotoma,  and  his  visual  fields  for  color  show  no  marked 
peculiarity.  He  has  some  choroidal  changes,  such  as  are  usual 
in  myopes.    He  also  has  some  astigmatism. 

Left  vision  is  20/40;  with-i  D.cyl.  ax.  90=20/30. 
Right  vision  is  20/40;  with-i  D.cyl.  ax.  90=20/30." 

A  complete  examination  of  the  patient  did  not  reveal  any 
palsy  in  any  other  part  of  the  body ;  the  reflexes  were  normal, 
and  there  was  no  ataxia.  Gait  and  station  were  normal.  The 
head  was  held  in  a  rigid  position,  with  a  slight  curve  to  the 
right,  from  an  evident  desire  to  avoid  the  light.  The  only 
other  symptom  was  a  complete  left  hemianesthesia,  with  the 
exception  of  the  left  cornea,  which  was  sensitive  to  touch.  In 
every  other  part  of  the  left  half  of  the  body,  including  the  left 
nostril  and  the  left  half  of  the  tongue,  severe  pricks  with  a  pin 
were  not  felt.  Touch,  temperature  and  muscular  sensations 
were  normal  in  both  halves.  In  the  further  progress  of  the 
case  (to  May  1,  1898),  few  changes  were  observed  until  after  an 
attempt  had  been  made  to  effect  the  trouble  by  hypnotic  sug- 
gestion. 

A  few  weeks  ago  I  sent  for  the  patient  again,  and  found  that 
his  condition  had  changed  considerably ;  that  the  ptosis  had  al- 
most entirely  disappeared,  and  that  he  could  move  his  eyes  very 
much  more  freely  in  all  directions.  The  pupils  reacted 
promptly  to  light,  and  he  had  not  been  troubled  with  double 
vision  since  the  time  of  the  last  examination ;  the  photophobia 
had  disappeared,  and  the  hemianalgesia  had  also  improved 
to  such  an  extent  that  he  was  only  a  little  less  sensitive  to  the 
pin  test  on  the  left  side  than  on  the  right.  While  attending  a 
picnic  during  the  summer  months,  he  stumbled  and  was  se- 
verely shocked.  To  this  accident  he  attributes  the  improve- 
ment, and  not  to  the  previous  treatment.     I  will  not  dispute 
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this  theory,  and  am  satisfied  to  record  that  another  emotional 
incident  was  responsible  for  the  diminution  of  his  symptoms. 

In  view  of  the  alcoholic  and  possible  specific  history  of  the 
patient,  it  was  natural  to  think  first  of  the  possibility  of  an  or- 
ganic lesion;  but  the  sudden  origin  of  the  palsies,  amid 
emotional  excitement,  the  unusual  variability  of  the  symptoms 
during  a  single  examination,  the  palsy  of  movements  rather 
than  of  single  muscles,  the  preservation  of  pupillary  re- 
flexes, the  normal  functionating  of  several  muscles  supplied 
by  the  third  nerve,  in  spite  of  the  marked  ptosis,  militated 
against  the  diagnosis  of  an  organic  ophthalmoplegia.  More- 
over, no  organic  lesion  could  account  for  the  intense  photo- 
phobia in  the  absence  of  all  disturbances  of  the  external  eye. 
The  contraction  of  the  visual  fields  was  slight,  but  sufficient  to 
corroborate  the  diagnosis.  The  presence  of  hemianalgesia,  and 
the  improvement,  either  by  suggestion  or  by  an  emotional  ac- 
cident, argue  also  in  support  of  the  diagnosis  of  a  functional 
partial  ophthalmoplegia. 

Up  to  this  time  we  have  discussed  only  motor  affections 
of  the  eyes,  supposed  to  be  due  to  hysteria.  It  now  remains  to 
consider  sensory  affections.  Among  these,  the  most  import- 
ant are  the  concentric  limitation  of  the  visual  fields,  the  dis- 
turbance in  perception  of  colors,  and,  above  all,  the  forms  of 
amblyopia  and  amaurosis.  A  few  facts,  safely  beyond  dispute, 
shall  be  briefly  mentioned. 

The  concentric  limitation  of  the  visual  fields  is  one  of  the 
most  constant  symptoms  of  hysteria — in  fact,  so  common  a 
symptom  that  the  diagnosis  of  the  major  disease  is  often  based 
upon  it.  Dana,31  among  others,  considers  the  contracted  visual 
field  to  be  the  most  frequent  stigma  of  hysteria.  It  is  not,  how- 
ever, pathognomonic  of  this  disease,  for  it  occurs  in  other  con- 
ditions, notably  in  various  forms  of  traumatic  neuroses,  which 
are  not  always  mere  varieties  of  traumatic  hysteria. 

According  to  Parinaud,  central  vision  is  never  diminished, 
however  narrow  the  field  may  be  ;  while  Wilbrand  believes  that 
the  acuity  of  vision  is  generally  diminished  in  these  hysterical 
forms  of  retinal  anesthesia.  There  is  complete  agreement  as 
to  the  symmetrical  character  of  this  special  visual  disturbance. 

31  "Textbook  of  Nervous  Diseases,"  4th  Ed.,  p.  480. 
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Charcot's  claim  that  limitation  is  greater  on  the  side  of  the 
tactile  anesthesia  has  been  copied  by  many  writers,  but  has 
not  been  corroborated  by  a  majority  of  those  who  have  taken 
the  trouble  to  investigate  the  matter  for  themselves. 

The  color  fields  in  hysteria  are  also  limited  and  altered  in 
a  very  peculiar  fashion,  and  not  necessarily  in  the  proportion 
to  the  amount  of  concentric  limitation.  Green  and  violet  are, 
as  a  rule,  the  first  to  be  lost,  but  red  is  often  recognized  when 
blue  is  not.  I  have  under  observation  at  the  present  moment 
a  young  hysterical  woman  who  has  ample  visual  fields,  but  has 
lost  all  appreciation  of  colors,  except  for  red  and  white.  Wil- 
brand  insists,  that  the  preference  for  red  is  not  characteristic 
of  hysteria,  and  that  it  occurs  in  neurasthenia  and  in  other  gen- 
eral neuroses.  Up  to  the  present  time  I  have  not  been  able  to 
confirm  this  statement. 

In  addition  to  the  concentric  narrowing  of  the  visual  fields 
and  to  the  changes  in  perception  of  color,  there  may  be  every 
other  possible  form  of  visual  field  defect  in  hysteria.  Freud, 
as  late  as  1893,  expressed  the  opinion  that  hemiopic  defects 
have  not  yet  been  described  in  hysteria,  and  never  will  be.  Last- 
ing hemiopia  is  surely  an  extreme  rarity  in  hysteria.  Janet's 
case,  to  be  referred  to  later  on,  is  much  to  the  point,  and  it  is 
well  to  note  that  Dejerine  and  Vialet32  have  described  a  special 
form  of  functional  hemianopsia  in  neurasthenia  and  traumatic 
neurosis.  Nasal  hemianopsia  and  other  forms  of  irregular 
scotoma  have  been  recorded.  The  very  oddity  of  the  visual  de- 
fect is  of  itself  suspicious  of  hysteria,  but  chiasm  lesions  should 
in  such  cases  not  be  lost  sight  of.  The  association  of  an  irreg- 
ular or  unusual  visual  defect,  with  other  ocular  anomalies 
known  to  be  due  to  hysteria,  may  be  considered  to  be  confirma- 
tory of  the  diagnosis.  Janet's  case,  which  was  also  examined 
by  Parinaud,  is  most  instructive.  The  patient  was  a  woman,  42 
years  of  age,  with  marked  sensory  changes  in  the  right  half 
of  the  body,  who  complained  of  not  being  able  to  see  objects 
except  such  as  were  to  the  left  of  her.  The  perimetric  exam- 
ination showed  a  concentric  limitation  of  both  fields,  more  pro- 
nounced in  the  right,  with  obscuration  of  the  nasal  half  of  the 
field.    The  same  patient  exhibited  micropsia  (probably  due  to  a 

34Comptes  rendus  de  la  Soc.  de  Biologie,  July  28,  1894. 
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spasm  of  accommodation,  to  a  spasm  of  the  ciliary  muscle), 
also  deafness  with  complete  anaesthesia  of  the  same  ear  (exter- 
nally); and  the  author,  philosopher  as  he  is,  has  much  to  say 
about  the  loss  of  binocular  vision.  From  his  point  of  view,  the 
inability  to  fuse  the  image  of  one  eye  with  that  of  the  other  be- 
ing a  return  to  a  lower  animal  state.  Of  the  hysterical  nature 
of  all  the  symptoms  in  Janet's32"  case  there  can  be  no  reason- 
able doubt. 

Concentric  limitation  of  the  visual  fields  may  ultimately 
give  rise  to  an  amblyopia  or  an  amaurosis.  I  am  convinced, 
however,  that  only  a  few  of  the  cases  of  hysterical  amaurosis 
are  developed  in  this  way.  It  is  especially  characteristic  of  the 
latter  that  they  come  on  with  extreme  suddenness,  and  often 
vanish  as  quickly.  They  are,  however,  not  always  transitory, 
and  it  is  to  the  forms  of  more  or  less  chronic  amblyopia  of  hys- 
terical origin  that  I  wish  to  direct  special  attention;  for  these 
are  the  forms  that  have  given  rise,  and  justly  so,  to  vehement 
discussion.  If  the  diagnosis  of  hysterical  amaurosis  is  to  be 
upheld,  several  conditions  should  be  considered: 

First,  the  somewhat  sudden  development  of  the  condition 
often  amid,  or  subsequent  to,  emotional  excitement.  Sec- 
ondly, the  ophthalmoscopic  findings  should  be  negative,  and 
must  remain  negative  for  a  prolonged  period  of  time;  and, 
thirdly,  even  if  these  conditions  be  fulfilled,  it  is  well  to  make 
certain  that  there  is  nothing  else  in  the  course  of  development, 
and  that  there  are  some  other  indisputable  signs  of  hysteria 
present,  though  the  presence  of  the  latter  need  not  preclude  the 
possibility  of  organic  trouble.  The  oculists  have  naturally  sug- 
gested various  tests  for  the  purpose  of  detecting  hysterical  blind- 
ness— the  use  of  the  screen  ,"boite  de  Flees,"  etc.  If  hysterical 
patients  recognize  objects  (under  a  peculiar  form  of  stereoscope, 
for  instance)  which  those  who  are  blind  from  organic  disease 
do  not  see,  the  former  are  not  necessarily  guilty  of  deception  or 
of  simulation.  They  do  not  perceive  the  retinal  images ;  or,  as 
Schweigger,  with  the  oculist's  reservation  and  mental  smile, 
puts  it,  "they  see  if  not  aware  that  the  blind  eye  has  been  en- 
gaged in  the  visual  act."  At  all  events,  let  it  be  distinctly  un- 
derstood that  the  idea  that  they  cannot  see  is  the  governing 
32a"Nevroses  et  Idees  fixes,"  Paris,  1898,  p.  270,  et  seq. 
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and  predominant  factor.    The  blindness  is  for  the  time  being 
as  real  to  them  as  is  the  amaurosis  of  a  tabic  patient. 

That  complete  hysterical  amaurosis  is  rare  is  surely- 
true.  Several  of  my  hysterical  patients  have  made  statements 
to  me  of  having  passed  through  a  period  of  complete  blindness 
after  certain  injuries,  after  the  menstrual  period,  etc.;  but  I 
have  actually  seen  it  but  once  in  a  young  girl  of  18  subject  to 
ophthalmic  migraine,  in  whom  a  severe  attack  of  sick  headache 
was  followed  by  an  hour's  absolute  blindness.  The  hysterical 
character  of  this  trouble  was  rendered  probable  by  the  fact  that 
at  the  same  time  the  girl  exhibited  marked'  segmental  an- 
esthesia. 

Mendel  (loc.  cit.)  recorded  the  case  of  a  girl,  26  years  of 
age,  who  was  delirious  and  maniacal  at  times.  There  were  no 
changes  in  the  fundus.  The  pupils  were  variable  in  size  and 
in  their  response  to  light.  During  eight  months  the  girl  was 
blind;  so  says  the  neurologist  Mendel — a  competent,  impartial 
observer. 

Mauthner,  with  the  skepticism  peculiar  to  oculists  in  this 
matter,  accuses  the  girl  of  simulation,  because  she  winked  oc- 
casionally when  the  finger  was  near  the  eye;  and  Schmidt- 
Rimpler  {loc.  cit.,  p.  259)  thinks  she  may  have  been  amaurotic 
for  a  time,  recovered,  and  may  then  have  simulated  her  former 
illness.  Schmidt-Rimpler  is  less  severe  in  his  criticism  of  a 
case  of  Jacobson,  which  seems  much  more  doubtful  to  me. 
This  patient  was  an  unmarried  woman  of  30,  who  became 
totally  blind  and  remained  so  for  several  weeks.  There  was 
not  even  perception  of  light,  and  no  reaction  of  the  markedly 
dilated  pupil;  no  retinal  changes.  That  markedly  dilated  pupil 
would  lead  me  to  suspect  either  some  deep-seated  organic  trou- 
ble or  some  drug  influence.  Oppenheim,  who  is  skeptical 
enough  as  regards  most  medical  questions,  describes  the  dis- 
ease of  a  patient  in  whom  blindness  lasted  for  months,  and  once 
over  three  years,  and  who  had  passed  through  thirteen  at- 
tacks of  blindness  in  ten  years  (loc.  cit.,  p.  738). 

I  would  prefer  not  to  accept  as  a  fact  the  occurrence  of  com- 
plete hysterical  amaurosis  of  months'  duration  until  more  con- 
vincing cases  shall  have  been  brought  forward.  We  are  apt  to 
doubt  such  occurrences  until  satisfied  by  personal  experience. 
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Such  was  my  own  attitude  in  former  years  with  regard  to  hys- 
terical ophthalmoplegia.  However  skeptical  we  may  be  with 
regard  to  complete  hysterical  amaurosis,  the  unilateral  form  is 
acknowledged  by  all.  As  a  rule,  these  patients  are  as  much 
surprised  by  the  onset  of  this  trouble  as  though  they  had  been 
suddenly  afflicted  with  organic  blindness.  Parinaud  has  shown 
that  the  amblyopic  eye  may  not  exhibit  its  defect  in  binocular 
vision.  Herein  was  supposed  to  be  evident  proof  that  the  uni- 
lateral amblyopia  was  sheer  simulation,  and  nothing  else.  But 
this  argument  has  been  most  clearly  disproven  by  Morton 
Prince  (loc.  cit.),  who  found  unilateral  amblyopia  in  a  patient 
who  had  just  made  an  application  for  a  position  on  the  Boston 
police  force,  who  had  excellent  vision  with  both  eyes  open,  but 
when  each  eye  was  tested  separately  marked  amblyopia  was 
revealed.  Putnam  and  Wadsworth  vouch  for  the  correctness 
of  this  observation. 

We  must  bow  to  such  evidence  as  this,  unless  the  oculists 
will  give  some  other  explanation  of  such  an  occurrence.  On 
the  other  hand,  I  am  thoroughly  in  sympathy  with  those  oph- 
thalmologists who  would  not  make  the  diagnosis  of  hysterical 
amaurosis,  if  there  be  the  least  reason  to  suspect  either  some 
form  of  toxic  amblyopia,  a  retrobulbar  neuritis,  or  an  incipient 
tabes,  or  multiple  sclerosis.  I  will  take  it  for  granted  that  a 
careful  examination  will  be  made  to  exclude  the  presence  of 
these  organic  diseases,  and,  for  my  own  part,  would  never  give 
an  opinion  upon  any  case  of  visual  defect  without  at  least  ex- 
amining the  deep  reflexes  and  the  reactions  of  the  pupil.  In 
tabes,  optic  atrophy  is,  as  a  rule,  coincident  with  the  develop- 
ment of  sight  defect,  though  the  reverse  is  even  more  gen- 
erally observed  that  there  is  only  a  very  slight,  or  possibly 
no,  visual  defect  for  some  time  after  the  ophthalmoscope  re- 
reveals  incipient  changes.  It  is  well,  however,  to  remember 
in  this  connection  that  a  number  of  authors  have  recorded  dis- 
turbances of  vision  in  multiple  sclerosis  at  a  time  when  the 
ophthalmoscope  revealed  little  or  nothing.  But  at  this  early 
period  of  a  multiple  sclerosis  other  and  sufficient  signs  would 
be  found  present.  Above  all  things  else,  brain  tumors  should 
be  ruled  out  before  the  diagnosis  of  hysteria  is  made. 

There  will  be  little  confusion  in  attempting  to  make  the  dif- 
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ferential  diagnosis  between  hysterical  affections  and  the  other 
diseases  just  mentioned,  with  the  one  exception  of  retrobulbar 
neuritis.  It  has  been  a  surprise  to  me  to  find  how  little  the 
writers  on  ophthalmology  have  to  say  on  this  subject;  and 
yet,  it  is  the  one  disease  which  may  simulate  hysteria  most 
closely,  for  it  gives  rise  to  central  and  paracentral  scotomata,  to 
painfulness  of  the  eye  to  touch,  to  photophobia,  and  to  vague 
pains  on  movement  of  the  eye  muscles — all  these  symptoms 
being  very  much  like  those  met  with  in  pure  hysteria.  One 
distinction,  according  to  Wilbrand,  is  to  be  found  in  the  fact 
that  the  central  and  paracentral  scotomata  do  not  occur  in 
functional  diseases  of  the  nervous  system,  but  in  the  latter 
irregular  and  circular  defects  are  much  more  common. 

Leber,33  a  number  of  years  ago,  referred  to  the  occurrence 
of  peripheral  optic  nerve  affections  in  hysterical  patients.  These 
patients  exhibited  marked  unilateral  amblyopia,  dependent 
upon  central  scotomata,  eventually  leading  to  a  white  discol- 
oration of  the  papilla.  Higier,34  of  Warsaw,  has  detailed  the 
condition  of  a  patient  who  developed  double  optic  neuritis  after 
marked  emotional  excitement.  The  patient,  a  man  38  years 
of  age,  was  totally  blind,  but  recovered  vision  within  a  year 
under  the  influence  of  atropine  and  strychnine.  Hysterical 
patients  may  develop  retrobulbar  neuritis,  but  it  would  be  con- 
trary to  all  our  conceptions  of  hysteria  if  we  were  to  consider 
this  retrobulbar  neuritis  an  integral  part  of  the  hysterical  neu- 
rosis. Of  all  the  questions  which  I  have  encountered  in  the 
course  of  my  studies  on  this  subject,  none  has  puzzled  me  as 
much  as  the  differential  diagnosis  of  hysteria  from  retrobulbar 
neuritis,  and  the  possible  relation  of  the  two  forms  to  each 
other.  It  seems  to  me  that  oculists  will  do  well  to  pay  further 
attention  to  this  special  division  of  the  subject. 

Two  patients,  whom  I  have  had  occasion  to  observe  with 
Dr.  Marple,  will  serve  to  illustrate  the  difficulties  to  be  en- 
countered in  the  attempt  to  judge  of  ocular  hysteria.  These 
two  patients  presented  marked  visual  disturbance,  without 
perceptible  changes  in  the  fundus ;  yet  it  is  doubtful  whether 
either  one  of  these  cases  can  be  claimed  to  be  an  example  of 
hysterical  amblyopia  or  amaurosis. 

M  Arch.  f.  Psychiatric  Bd.  24,  Heft.,  2. 

34  Higier.     Neurolog  Centralblatt,  1898,  p.  389. 
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The  first  patient  was  a  man  who  had  become  suddenly 
amblyopic  after  having  taken  large  doses  of  quinine,  but  the 
fact  of  his  having  taken  this  drug  was  ascertained  only  after 
much  questioning,  and  some  time  after  the  first  examination. 

The  second  patient  was  one  referred  to  my  clinic,  a  few 
weeks  ago,  by  Dr.  Marple.  A  laundress,  single,  aged  52  years, 
woke  up  one  morning  to  find  herself  totally  blind  in  the  left 
eye.  There  was  no  other  subjective  or  objective  symptoms. 
The  patient  is  a  thoroughly  sensible,  hard-working  woman, 
presenting  no  characteristics  of  hysteria,  and  exhibiting  not  a 
single  stigma ;  nor  was  the  onset  of  the  blindness  preceded  by 
any  great  emotional  excitement.  On  this  account,  I  was  loath 
to  make  the  diagnosis  of  hysterical  amblyopia,  and  suggested 
the  possibility  of  some  retrobulbar  trouble.  All  the  pupillary 
reflexes,  including  the  consensual  reflex,  are  present.  The 
total  blindness  seems,  after  a  lapse  of  four  weeks,  to  be  reced- 
ing, for  the  patient  now  has' perception  of  large  objects  in  a 
small  portion  of  the  nasal  field.  Dr.  Marple  is,  I  believe,  in- 
clined at  present  to  the  diagnosis  of  retrobulbar  neuritis,  as  he 
has  found  a  pallor  of  the  optic  disc.  There  is  no  clew  to  the 
etiological  factor  in  this  case.* 

It  was  my  intention  originally  to  treat  of  a  number  of  other 
functional  conditions,  particularly  of  nervous  asthenopia,  and 
to  speak  of  the  occurrence  in  neurasthenia  of  the  same  condi- 
tions which  are  observed  in  hysteria.  But  1  fear  that  I  have 
already  exceeded  the  limits  of  this  address  and  will,  therefore, 
content  myself  with  having  shown  that  hysteria  does  occa- 
sionally involve  the  eyes,  that  it  may  produce  motor  and  sen- 
sory ocular  phenomena,  and  that  these  should  be  judged  by  the 
same  standard  which  would  apply  to  hysterical  symptoms  in 
other  parts  of  the  body.  Hysterical  ophthalmoplegia  has  been 
observed  in  a  number  of  cases  in  which  no  other  diagnosis 
could  justly  have  been  made,  and  the  presence  of  general 
hysterical  symptoms  in  these  cases  lends  color  to  the  diagnosis. 
The  hysterical  character  of  these  ophthalmoplegias  is  proved, 
moreover,  by  the  presence  or  absence    of    symptoms  which 

*  In  still  another  case  in  spite  of  the  most  careful  and  repeated  ex- 
aminations, by  a  most  competent  observer,  a  functional  trouble  was 
diagnosticated  until  several  months  later  the  indubitable  signs  of 
brain  tumor  appeared. 
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would  not  be  compatible  with  the  assumption  of  an  organic 
nuclear  or  root  ophthalmoplegia.  As  for  hysterical  amaurosis, 
the  unilateral  form  is  confirmed  beyond  doubt,  while  there  is 
some  reason  to  doubt  the  occurrence  of  complete  and  chronic 
hysterical  amaurosis.  The  relation  of  retrobulbar  neuritis  to 
hysteria  needs  further  study.  But  I  trust  I  have  said  enough 
to  impress  you  with  the  fact  that  while  I  am  not  at  all  in  favor 
of  establishing  the  diagnosis  of  hysteria  except  on  the  safest 
possible  grounds,  it  will  not  do  to  turn  our  faces  against  the 
possible  occurrence  of  hysterical  ocular  affections  for  no  other 
reason  than  that  we  have  inherited  since  our  earliest  medical 
days  a  certain  dislike  and  disdain  for  all  phenomena  of  an 
hysterical  nature. 

Lastly,  let  me  remind  you  that  while  hysterical  patients  may 
simulate,  it  would  be  a  grievous  error  to  make  hysteria  synony- 
mous with  simulation. 


I06.  TuBERCULE  PRIMITIF  DE  LA  MOELLE:  MENINGITE  TUBERCUI.EUSE  SE- 
CONDAIRE,  TUBERCULOSE  CONCOMITANTE  DES  GANGLIONS  BRONCH1QUES, 
DE     LA    PLEVRE,     DU     POUMON,     DU    FOIE,     DE    RATE    ET    DU    REIN     DROIT 

(Primary  Tubercle  of  the   Spinal   Cord:     Secondary  Tubercular 
Meningitis,  etc. ).    Aniel  et  Rabot.    (Lyon  Medical.    88-1898,  p.  605). 

The  patient  was  an  infant  nine  months  old  when  admitted  to  the 
hospital.  A  month  before,  the  mother  had  noticed  that  the  child  no 
longer  moved  the  left  leg,  and  the  physician  consulted  made  a  diagnosis 
of  infantile  spinal  paralysis.  On  the  morning  of  the  day  of  entrance 
into  the  hospital  the  child  had  a  convulsion  lasting  about  ten  minutes. 
Examination  on  entrance  revealed  very  little  except  some  general 
restlessness  and  agitation  and  the  paralysis  of  the  left  lower  extremity, 
but  a  diarrhea  that  had  begun  four  days  previously  continued.  In  the 
paralyzed  member  there  was  some  atrophy,  loss  of  the  knee-jerk,  pres- 
ervation of  the  plantar  reflex,  some  contracture  of  the  calf  muscles  and 
apparently  normal  sensation.  The  knee-jerk  on  the  right  side  was 
exaggerated,  sphincters  normal.  After  admission  the  general  condi- 
tion became  rapidly  worse,  one  symptom  of  meningitis  after  another 
appeared,  until  at  the  end  of  a  week  the  picture  of  this  disease  was  com- 
plete and  the  child  died  nine  days  after  admission. 

The  autopsy  revealed  a  luxuriant  cerebro-spinal  tubercular  menin- 
gitis, numerous  enlarged  and  caseous  bronchial  glands,  tubercles  in 
pleura,  lungs,  spleen,  liver  and  one  kidney,  and  in  the  lumbar  enlarge- 
ment of  the  cord  a  tubercular  mass,  diffluent  in  the  center.  This  ag- 
glutination of  tubercles,  or  solitary  tubercle,  occupied  the  interior  of 
the  left  half  of  the  cord,  the  exterior  appearing  normal  and  the  right 
side  not  invaded,  which  readily  accounted  for  the  monoplegia.  The 
author  thinks  that  the  condition  of  this  medullary  tubercle  indicated  it 
as  the  point  of  primary  infection  and  dissemination.  Patrick. 


OCULO-MOTOR     PARALYSIS     FROM     TYPHOID     FEVER, 
WITH  A  CASE.1 

By  G.  E.  de  Schweinitz,  M.D. 

PHILADELPHIA. 

That  affections  of  the  intraocular  and  extraocular  muscles 
may  occasionally  complicate  typhoid  fever  is  a  matter  of  record 
in  medical  literature.  Thus,  during  the  period  of  convales- 
cence, dilatation  of  the  pupil  and  paresis  of  accommodation  are 
not  uncommon,  while  mydriasis  without  cycloplegia  and  with 
normal  vision,  as  Segal  has  pointed  out,  may  be  the  result  of 
irritation  of  the  sympathetic. 

Paralysis  of  the  extraocular  muscles  is  a  much  rarer  phe- 
nomenon, and  probably  seldom  occurs  during  the  height  of  the 
fever  in  the  absence  of  intracranial  complications.  Double 
ptosis  and  abducens  palsy  have  been  reported  by  Nothnagel  in 
the  third  week  of  the  disease. 

During  convalescence,  according  to  '  nies,  these  extra- 
ocular palsies  are  more  frequent,  and  he  refers  to  certain  varie- 
ties which  quickly  appear  and  quickly  relapse,  and  which  he 
believes  to  be  nuclear  and  attributes  to  a  chronic  nephritis 
which  he  thinks  is  a  frequent  sequel  of  tvphoid  fever. 

Finally,  certain  muscular  paralyses  have  occurred  at  long 
intervals  after  typhoid  fever  and  have  been  attributed  by  their 
reporters,  for  example,  Runeberg,  who  has  noted  trochlear 
paralysis  one  and  one-half  years  after  the  fever,  to  the  tvphoid 
poison.  The  etiological  relationship,  under  these  circum- 
stances, it  would  seem,  however,  is  rather  far-fetched.  Such 
cases  as  Samuel  West  has  observed  during  mild  attacks  of  ty- 
phoid fever,  especially  in  children,  which  are  characterized  by 
strabismus  and  retraction  of  the  head,  and  which  disappear 
in  a  few  days,  may  be  the  results  of  a  mild  basilar  meningitis, 
or  may  be  due  to  the  effect  of  the  poison  acting  with  great 
intensity  on  the  nervous  system. 

I  have  gathered  these  cases  together  in  a  chapter  on  the 
ocular  complications  of  typhoid,  and  they  with  their  references 

*Read  before  the  Section  of  Ophthalmology  of  the  College  of 
Physicians  of  Philadelphia,  April  18,  1899. 
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may  be  found  on  pages  312  and  313  of  Keen's  "Surgical  Com- 
plications and  Sequels  of  Typhoid  Fever."  To  this  list  I  desire 
to  add  the  following  case: 

Mr.  R.,  aged  22,  born  in  America,  was  referred  to  me  by 
Dr.  C.  S.  Reynolds,  and  presented  himself  for  examination  on 
the  8th  of  March,  1899. 

history — There  is  nothing  in  the  family  history  of  special 
interest,  the  father  and  mother  both  being  healthy  persons. 
One  brother  had  a  severe  attack  of  typhoid  fever  associated 
with  cerebro-spinal  symptoms,  leaving  him  partially  hemiplegic 
for  a  number  of  months.  On  August  19,  1898,  the  patient  was 
attacked  with  typhoid  fever,  which  pursued  an  ordinary  but 
somewhat  severe  course  until  September  12,  when  convales- 
cence seemed  to  be  established.  On  September  20  there  was  a 
relapse  and  the  patient  was  suddenly  seized  with  vomit- 
ing, headache  and  abdominal  symptoms,  the  last  of  which,  the 
attending  physician  tells  me,  suggested  in  their  severity  in- 
testinal obstruction.  At  the  end  of  the  third  day  of  this  at- 
tack there  developed  complete  right  oculo-motor  paralysis  with 
ptosis.  The  patient  slowly  convalesced  in  spite  of  an  attack 
of  obstruction  of  the  bowels  on  October  14,  from  which  he 
entirely  recovered.  When  I  examined  him  in  March  of  the 
present  year,  although  still  weak  and  slightly  staggering  in 
his  gait,  there  were  no  marked  symptoms  of  the  severe  ill- 
ness from  which  he  had  suffered  except  the  oculo-motor  palsy. 

O.D. — V.  with  +1.25°  axis  90  was  6-6,  accommodation  was 
ample — 0.50  pp.  14  cm.  The  eye  was  divergent,  the  angle  of 
strabismus  being  22  degrees ;  the  outward  movement  was  per- 
fectly preserved ;  the  inward  rotation  was  most  limited ;  there 
was  also  some  limitation  of  upward  and  downward  move- 
ments. These  rotations  measured  on  the  perimeter  were  as 
follows:  Outward  45  degrees,  upward  20  degrees,  inward  to 
to  the  median  line,  possibly  5  degrees  nasalward,  downward 
40  degrees.  Thus,  there  was  loss  of  10  degrees  of  upward  ro- 
tation, practically  the  entire  inward  rotation  and  about  20  de- 
grees of  downward  rotation.  The  pupil  was  round  and  con- 
tracted promptly  to  light  stimulus  and  efforts  of  convergence. 
The  optic  disc  was  a  vertical  oval,  of  good  color.  The  veins, 
however,  were  exceedingly  full,  especially  the  upper  temporal 
vein,  and  there  was  slight  venous  perivasculitis.  No  splotches, 
hemorrhages  or  exudations  could  be  detected  in  the  eyeground. 

OS. — V.  with  -f-ic  axis  90  was  6-5:  the  rotations  of  the 
eye-ball  were  normal  in  all  directions ;  the  fundus  presented  al- 
most exactly  the  same  appearances  as  those  upon  the  opposite 
side :  downward  and  inward  there  was  a  slight  patch  of  super- 
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ficial  choroidal  disturbance.  It  will  be  seen,  then,  that  the 
original  oculo-motor  palsy  had  subsided,  although  no  single 
muscle,  with  the  exception  of  the  levator,  had  been  restored  to 
the  normal. 

The  treatment  has  consisted  of  galvanism  to  the  ocular 
muscles  and  ascending  doses  of  strychnine.  An  obturator  was 
placed  over  the  right  lens  so  as  to  neutralize  the  annoying 
crossed  diplopia.  In  exactly  one  month  there  was  slight  im- 
provement, so  that  the  patient  by  a  strong  effort  could  over- 
come the  divergence  and  rotate  the  eye  about  eight  degrees 
towards  the  nasal  side,  while  the  upward  rotation  had  become 
normal  and  the  downward  rotation  had  gained  10  degrees. 

From  the  resume  given  at  the  beginning  of  this  paper  it  will 
be  seen  that  this  extraocular  muscle  palsy  appeared  at  the  time 
at  which  these  paralyses  have  been  most  commonly  observed, 
namely,  during  convalescence.  While  we  might  naturally  at- 
tribute the  oculo-motor  paralyses  to  a  meningitis,  it  would 
seem  from  the  investigations  of  Osier  that  even  in 
those  cases  in  which  all  of  the  symptoms  point  to 
meningitis,  where,  for  example,  there  are  headache,  photo- 
phobia, retraction  of  the  neck,  twitching  of  the  muscles,  rigid- 
ity and  even  convulsions,  the  actual  pathological  lesions  of 
meningitis  are  not  usually  found.  Thus,  he  made  post-mor- 
tem examinations  in  three  such  cases,  in  two  of  which  the  diag- 
nosis of  cerebro-spinal  fever  had  been  made,  and  found  no 
trace  of  meningeal  inflammation,  only  congestion  of  the  cere- 
bral and  spinal  pia.  Meningitis,  however,  does  occur,  but  is 
uncommon,  according  to  the  Munich  record,  quoted  by  Osier, 
only  ii  times  among  2,000  cases.  If  meningitis  is  set  aside  as 
the  etiological  factor  in  cases  of  this  character,  they  may  be  at- 
tributed to  the  poison  acting  directly  upon  the  nervous  system, 
affecting,  for  example,  the  oculo-motor,  precisely  as  it  may 
cause  inflammation  of  other  nerves,  usually  those  of  the  arms 
and  legs. 


TRANSIENT  PARALYSIS  AS  AN  EPILEPTIC  EQUIVALENT.1 
By  J.  W.  McConnell,  M.D., 

ASSOCIATE  IN   NEUROLOGY,   PHILADELPHIA   POLYCLINIC. 

Transitory  paralyses  subsequent  to  epileptic  seizures, 
whether  such  seizures  are  of  the  Jacksonian  or  ordinary  type, 
are  sufficiently  well  known  to  require  little  more  than  mention 
in  this  paper.  Suffice  it  to  say  that  they  may  be  monoplegic  or 
hemiplegic  in  variety,  and  may  be  due  either  to  exhaustion  or 
to  inhibition.  Other  transitory  paralyses  related  to  epileptic  at- 
tacks are  of  much  less  frequent  occurrence,  but  at  times  occur, 
even  some  years  previous  to  the  onset  of  epileptic  seizures;  or, 
the  epilepsy  being  established,  they  take  place  in  the  interval 
between  the  convulsions.  Those  which  are  observed  before 
convulsions  are  seen  at  all,  may  be  due  to  any  one  of  a  variety 
of  causes;  among  which  are  syphilis,  cerebral  neoplasm,  cere- 
bral softening,  general  paralysis,  etc.  Of  those  occurring  in 
the  interval  of  epileptic  convulsions,  in  illustration  of  which  I 
here  report  a  case,  the  cause  seems  to  be,  like  that  of  the 
major  condition,  somewhat  obscure. 

H.  is  an  intelligent  unmarried  female,  37  years  of  age,  a 
native  of  the  United  States,  and  without  any  especial  business. 
Her  family  history  includes  cases  of  degenerative  mental  dis- 
ease, organic  nervous  disease,  and  tuberculosis;  but  no  epilepsy, 
chorea  or  any  form  of  convulsive  disorder.  She  had  convul- 
sions when  nine  months  old,  and  had  them  subsequently  at 
intervals  until  three  years  of  age.  For  four  years  she  was  free 
from  seizures,  but  at  seven  years  she  had  two  convulsions  in 
twelve  months.  Up  to  this  time  the  attacks  were  mostly  uni- 
lateral, involving  the  left  side.  At  fourteen  years  of  age  men- 
struation started  and  the  appearance  of  the  menstrual  flow  was 
associated  with  general  convulsion.  From  that  time  to  the 
present  she  has  had  convulsive  seizures  at  irregular  intervals, 
although  for  about  five  years  they  have  been  greatly  diminished 
in  frequency  and  lessened  in  severity-  The  attacks  are  un- 
doubtedly epileptic.  She  has  never  had  any  post-paroxysmal 
paralysis  or  paresis,  or  any  abnormal  mental  condition.  For 
the  past  two  and  one  half  years  H.  has  had  occasional  attacks 
of  paralysis  involving  the  left  arm  and  the  left  leg,  either  sep- 

'Read  before  the  Phila.  Neurological  Society,  April  24,  1899. 
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arately  or  together.  The  attacks  last  from  a  few  seconds  to 
two  or  three  minutes ;  consciousness  is  never  lost ;  they  are  pre- 
ceded by  prodromata  in  the  form  of  paresthesia  which  involve 
the  limbs  to  be  paralyzed.  When  the  paralysis  is  developed, 
whatever  the  patient  is  holding  in  the  hand  is  dropped;  or 
if  she  is  standing  and  the  leg  is  affected,  she  will  sink  to  the 
floor.  There  is  no  aphasia,  no  amnesia,  no  involvement  of  the 
cranial  nerves  or  of  general  sensibility.  Control  of  the 
sphincters  is  perfect.  After  the  spell  is  over  the  patient  pro- 
ceeds with  whatever  she  was  doing  when  it  came  on,  and  this 
occupation  is  sometimes  not  interrupted  by  the  attack.  The 
attacks  occasionally  take  place  at  night,  the  patient  being 
roused  from  sleep  by  the  paresthesia.  The  paralyses  never 
come  on  during  or  after  a  convulsion,  but  rather  in  the  interval 
between  the  convulsive  seizures. 

Summarizing,  we  have  a  person,  the  victim  of  epilepsy,  who 
has  at  times  paresthesia  followed  by  paralysis,  the  loss  of 
power  being  transient,  unaccompanied  by  loss  of  consciousness 
or  memory,  or  by  any  involvement  of  the  cranial  nerves.  No 
convulsive  movements  either  precede  or  immediately  succeed 
these  attacks. 

In  searching  for  some  explanation  of  these  paralytic  phe- 
nomena, I  am  utterly  unable  to  find  any  satisfactory  theory 
either  as  to  their  nature  or  as  to  their  cause.  Very  few  such 
cases  are  reported,  and  those  which  I  have  found  I  have  em- 
bodied in  this  report. 

Higier,2  of  Warsaw,  recently  reported  the  case  of  a  boy 
who  had  epilepsy  since  infancy,  although  at  the  time  of  the 
report  he  had  been  free  from  convulsions  for  some  time.  At 
five  and  one  half  years  he  again  had  epileptic  seizures,  and  as- 
sociated with  them  were  momentary  attacks  of  paresthesia  with 
paralysis  of  the  right  leg.  Sometimes  the  weakness  extended 
to  the  trunk  muscles  and  to  the  right  arm.  If  standing,  the  boy 
would  fall,  but  would  not  lose  consciousness.  The  attacks 
lasted  ten  or  twenty  seconds,  were  frequently  repeated  and  were 
not  accompanied  by  aphasia  or  mental  confusion.  The  par- 
alysis occurred  during  sleep,  the  boy  being  waked  by  the  par- 
esthesia.    There  were  no  hysterical  stigmata. 

The  same  author  later  cites3  the  case  of  a  girl  who  had  in- 

2  Higier,  H.,  Neurolog.  Centralbl.,  1897.  No.  4,  p.  152. 
8  Higier,  H.,  Deutsche  Zeitschr.  f.  Nervenheilk.,  V.  14,  1899,  Nos. 
3  and  4,  p.  325. 
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flammation  of  the  brain  at  three  years  of  age,  with  convulsion 
and  subsequent  contracture  of  the  left  upper  limb.  In  the  last 
few  months  she  has  had  in  the  intervals  between  epileptic 
seizures  attacks  of  paralysis  in  the  left  lower  and  upper  limbs, 
preceded  by  paresthesia,  unaccompanied  by  loss  of  conscious- 
ness. The  paroxysms  last  from  ten  to  twenty-five  seconds, 
during  which  time  the  left  arm,  usually  contractured,  is  flaccid 
and  its  immobility  disappears. 

Pitres4  tells  of  a  man  who  had  epilepsy  from  childhood,  and 
who  at  intervals  during  the  course  of  that  disease  had  transient 
paralyses  of  the  right  upper  limb,  without  preceding  convul- 
sion. 

The  case  is  recorded  by  Bouchaud5  of  a  woman  fifty-three 
years  of  age  who  had  repeated  attacks  of  fugacious  brachial 
monoplegia  during  fifteen  years.  Finally  epileptic  seizures  of 
the  Jacksonian  variety  supervened  and  were  associated  with 
paralysis  in  the  epileptic  interval. 

Wood,6  years  before  the  varieties  of  epileptic  attacks  were 
differentiated,  claimed  to  have  observed  epileptic  seizures  which 
occurred  "without  loss  of  consciousness,  with  paralytic  sensa- 
tions and  loss  of  power  of  particular  limbs." 

Whether  or  not  these  transient  paralyses  can  be  classed  as 
attacks  of  petit  mal,  or  whether  we  can  consider  them  as  act- 
ually taking  the  place  of  the  epileptic  seizures,  is  a  question. 
Petit  mal  consists  merely  in  some  transient  loss  of  conscious- 
ness and  very  little  or  no  convulsive  movement,7  although  oc- 
casionally we  have  only  spasm  without  loss  of  consciousness.8 
In  the  case  here  reported  there  has  never  been  the  slightest 
loss  of  consciousness  in  connection  with  the  paralyses,  nor  has 
there  been  the  suggestion  even  of  a  spasm.  This  statement  is 
based  upon  my  personal  observation  of  many  of  the  attacks  of 
paralysis,  and  upon  the  statements  of  the  patient,  who  is  a  very 
intelligent  woman  despite  her  affliction.     Certain  it    is,    the 

4  Pitres,  A.,  Revue  de  Medecine,  V.  8  ,1888,  p.  609. 

5  Bouchaud,  Journal  de  Neurologie,  October  5,  1898,  p.  392. 

8  Wood,  G.  B.,  "Treatise  on  the  Practice  of  Medicine,"  5th  ed., 
1858,  p.  785. 

7  Hamilton,  A.  McL.,  "Syst.  of  Pract.  Med.,"  ed.  by  Wm.  Pepper, 
M.D.,  1886,  V.  5,  P-  477- 

8  Gowers,  W.  R.,  "Epilepsy  and  Other  Chronic  Convulsive  Dis- 
eases," 1885,  p.  90. 
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paralyses  do  not  exactly  resemble  petit  mal;  they  do  not  fol- 
low the  convulsive  seizures ;  nor,  on  the  other  hand,  do  they  im- 
mediately precede  them.  They  occupy  a  separate  and  distinct 
position,  in  which  they  appear  to  be  the  substitutes  of  the 
convulsive  attacks,  or,  as  some  have  called  them,  the  "equiva- 
lents" of  epilepsy.  Pitres9  is  one  of  the  writers  who  has  de- 
scribed these  equivalents,  and  in  commenting  on  them  says :  "It 
is  less  commonly  known  that  epileptic  patients  may  have  with- 
out initiatory  convulsion  sudden  transient  paralyses,  limited  to 
a  limb  or  extending  throughout  one  side  of  the  body.  These 
transient  paralyses  appear  suddenly  in  the  midst  of  perfect 
health." 

Higier10  regarded  his  two  cases  as  instances  of  partial  paral- 
ysis appearing  as  an  epileptic  equivalent,  and  employs  argu- 
ments to  support  such  a  belief  as  follows  : 

i.  In  typical  epilepsy  the  patient  sometimes  has  attacks  in 
which  unconsciousness  occurs,  but  no  convulsion. 

2.  A  brief  paralytic  period  is  observed  after  typical  Jack- 
sonian  epileptic  attacks,  although  the  paralysis  is  not  always 
proportionate  to  the  convulsion.  We  also  have  partial  epilepsy 
with  simultaneous  convulsion  of  one  side  and  paralysis  of  the 
other. 

3.  Weakness  of  one  limb  may  develop  with,  or  precede,  a 
Jacksonian  convulsion. 

4.  In  cases  of  partial  sensory  epilepsy  loss  of  function  of  a 
sensory  organ  occasionally  takes  place,  and  sometimes  rare 
cases  of  both  motor  and  sensory  inhibition  are  seen. 

5.  Ophthalmoplegic  migraine  is  an  undoubted  epileptic 
equivalent,  and  here  loss  of  function  (ocular  paralysis)  is  prom- 
inent. 

6.  Chorea  has  many  clinical  and  pathological  similarities  to 
epilepsy,  and  of  this  a  paralytic  form11  (chorea  mollis  s.  para- 
lytica) is  seen,  in  which  paralysis  of  one  or  both  sides  pre- 
cedes the  clonic  stage. 

While  Higier's  arguments  are  intended  to  prove  the  oc- 
currence of  these  motor  paralytic  equivalents,  it  seems  to  me 
he  rather  relates  them  to  post-paroxysmal  paralyses,  or,  at  least, 

*  Pitres,  op.  cit. 

10  Higier,  op.  cit. 

11  Gowers,  W.  R.,  Brit.  Med.  Jour.,  April  23,  1881,  p.  636. 
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his  distinction  between  the  two  is  not  very  clear.  His  object 
is  evidently  to  show  the  frequency  of  the  occurrence  of  paral- 
ysis in  epilepsy  and  allied  diseases. 

In  studying  the  subject  of  transient  paralyses  one  symp- 
tom group,  recently  so  well  studied  by  Taylor,12  has  im- 
pressed me  as  perhaps  in  some  way  related  to  these 
transient  paralyses  occurring  in  the  epileptic  intervals.  This 
is  the  so-called  family  periodic  paralysis.  I  do  not  as- 
sert that  there  is  an  absolute  relationship  between  the  two 
conditions,  but  some  points  of  resemblance  suggest  such  a 
possibility.  These  points  of  similarity  are  the  influence  of 
heredity ;  the  recurrent  character  of  the  conditions ;  the  occur- 
rence of  prodromata;  the  frequent  nocturnal  onset  of  the 
troubles ;  the  retention  of  consciousness  throughout  the  dura- 
tion of  the  paralysis ;  the  headache  or  slight  indisposition  fol- 
lowing the  attacks.  The  peculiar  electrical  changes  in  the 
muscles  in  cases  of  family  periodic  paralysis  have  not  been  ob- 
served in  the  transient  paralyses  of  which  my  case  is  an  ex- 
ample, nor  are  diminished  reflexes  noted.  Both  conditions  are 
paroxysmal  appearances  of  limited  disturbance  of  +ne  motor 
spheres,  although  of  different  duration.  In  either  the  loss  of 
function  may  be  a  monoplegia,13 14  or  a  hemiparesis,15  although 
usually  in  family  periodic  paralysis  both  lower  extremities 
are  involved.  Melius,16  in  the  discussion  of  the  case  of 
family  periodic  paralysis  presented  before  this  society  by  Dr. 
John  K.  Mitchell  some  months  ago,  said  that  the  history 
of  the  patient  suggested  to  him  some  of  the  cases  of  post- 
paroxysmal paresis  without  epileptic  paroxysms. 

In  looking  for  the  cause  of  these  transient  paralyses  occur- 
ring in  the  epileptic  interval  I  find  little  to  throw  light  upon  the 
subject,  or  to  explain  how  transient  paralyses  can  replace  or 
can  substitute  epileptic  convulsions. 

Grasset17  considers  the  two  conditions,  paralysis  and  con- 

12  Taylor,  E.  W.,  Jour.  Nerv.  and  Ment.  Dis.,  V.  25,  1898,  Nos.  9 
and  10,  pp.  637,  719. 

u  Bouchaud,  op.  cit. 

14  Hirsch,  K.,  Deutsche  med.  Wochenschr.,  1894,  No.  32,  p.  646. 

"  Burr,  C.  W.,  Univ.  Med.  Mag.,  Phila.,  1892-3,  p.  836. 

"  Melius,  E.  L.,  Jour.  Nerv.  and  Ment.  Dis.,  1899,  Vol.  26,  No.  3. 
p.  178. 

"  Grasset,  J.,  et  Rauzier,  G.,  "Traite  pratique  des  Maladies  du 
Systeme  nerveux,"  4th  ed.,  1894,  V.  1,  p.  284. 
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vulsion,  quite  independent  of  each  other,  hence,  says  Pitres,18 
"it  is  possible  that  they,  the  paralyses,  are  dependent  upon  a 
sudden  and  temporary  impairment  of  the  motor  centers." 
But  what  is  the  cause  of  this  sudden  impairment?  Jackson19 
says  that  repeated  transient  paralyses  of  similar  local  involve- 
ment are  hard  to  explain,  but  he  offers  the  suggestion  of  a 
small  clot  or  brain  softening  from  occlusion  of  a  small  vessel. 
Bouchard20  ascribed  the  symptoms  in  his  case  to  a  deep-seated 
cerebral  glioma,  although  the  presence  of  a  neoplasm  is  not 
well  made  out  in  the  clinical  history  of  his  patient. 

The  agency  of  auto-intoxication  in  the  production  of  these 
motor  paralytic  equivalents  is  a  theory  not  to  be  entirely  set 
aside.  Transitory  paralyses,  not  necessarily  related  to  epilepsy, 
sometimes  occur  as  the  result  of  toxemia.  Achard  and  Levi21 
have  reported  cases  of  transitory  paralyses  of  cardiac  origin 
and  relate  them  to  those  due  to  uremic  intoxication  and  to  the 
blood  poisoning  from  hepatic  disease.  Van  Gieson22  believes 
that  by  the  action  of  a  toxic  substance  upon  the  lowly  organized 
neuroglia  cells  and  upon  the  mesoblastic  connective  tissue  cells, 
increase  of  the  neuroglia  cells  in  the  subcortical  zones  can  read- 
ily be  produced.  Such  a  pathologic  finding  he  has  made  in  the 
brains  of  epileptics.  Von  Jaksch23  found  that  epileptic  attacks 
may  be  caused  by  auto-intoxication  from  urea  or  acetone,  with- 
out the  presence  in  the  urine  of  sugar  or  albumin.  Mairet24 
found  that  before  an  epileptic  seizure  the  urine  was  hypertoxic, 
and  that  subsequently  and  in  the  interval  it  was  hypotoxic. 
Cabitto25  employed  the  sweat  secreted  in  the  prodromal  and 
early  stages  of  an  epileptic  convulsion  and  produced  in  rabbits 
similar  convulsive  conditions.  No  such  result  was  obtained 
from  the  secretion  of  the  decreasing  stage  or  of  the  interval. 

Making  comparison  again  with  family  periodic  paralysis, 
we  find  that  Taylor26  thinks  that  auto-intoxication  is  "by  all 

18  Pitres,  op.  cit. 

"Jackson,  J.  Hughlings,  Brain,  Jan.,  1881,  V.  3,  p.  437. 

20  Bouchard,  op.  cit. 

21  Achard  and  Levi,  La  Med.  moderne,  1897,  7,  p.  656. 

22  Van  Gieson,  Ira,  State  Hosp.  Bull.,  N.  Y.,  1896,  V.  1,  No.  4,  pp. 
470,  471,  472. 

28  Von  Jaksch,  R.,  Zeitschr.  f.  klin.  Med.,  1886,  p.  199. 
24  Mairet,  La  France  med.,  1897,  No.  5,  p.  70. 

28  Cabitto,  C,  Riv.  Speriment.  dr  Freniat.,  1893,  27,  p.  36.     Abstract 
in  Jour.  Nerv.  and  Ment.  Dis.,  1898,  V.  25. 
26  Taylor,  op.  cit. 
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means  the  most  plausible  working  hypothesis"  in  seeking  a 
cause  for  this  symptom  group,  "the  source  of  origin  of  the 
problematic  poison  being  wholly  obscure."  This  opinion  is 
shared  by  Mills27.  Goldrlam28  found  the  urine  of  a  patient  suf- 
fering with  family  periodic  paralysis  to  be  hypertoxic  during 
the  attack,  and  hypotoxic  after  recovery  and  in  the  interval. 
If  auto-intoxication  can  cause,  or  be  supposed  to  cause,  tran- 
sient paralyses  of  the  family  type,  the  origin  of  somewhat  anal- 
ogous loss  of  power  might  be  considered  possible  of  similar 
explanation,  until  at  least,  we  know  more  of  the  exciting  causes 
of  epilepsy. 

27  Mills,  C.  K.,  Jour.  Nerv.  and  Ment.  Dis.,  1899,  V.   25,  No.  3,  p. 
178. 

28  Goldflam,  quoted  by  Van  Gieson. 


107.  Zur  Pathogenese  der  Hemichorea  Postapoplectic^  (Contribu- 
tion to  the  Pathogenesis  of  Post-apoplectic  Hemichorea).  W. 
Muratow  (Monatsschrift  fur  Psychiatrie  und  Neurologie,  Vol.  $ 
1899,  p.  180). 

Muratow  reports  two  cases,  one  with  necropsy,  as  a  contribution 
to  our  knowledge  of  forced  movements.  They  seem  to  show  that  a 
lesion  of  the  fibers  forming  the  anterior  cerebellar  peduncle  and  the 
nucleus  ruber  causes  hemichorea  or  athetosis.  He  believes  that  Bon- 
hoeffer  has  definitely  proven  that  a  lesion  of  these  fibers  produces 
such  movements.  Muratow's  second  case  is  evidence  that  hemi- 
chorea may  result  from  a  primary  lesion  of  a  cerebellar  hemisphere 
and  secondary  degeneration  of  the  anterior  cerebellar  peduncle.  He 
believes  that  post-apoplectic  forced  movements  indicate  a  disturbance 
of  co-ordination  in  the  functions  of  the  cerebellum,  basal  ganglia  and 
the  cells  of  the  anterior  horns.  Involvement  of  the  cerebral  cortex 
and  of  the  pyramidal  fibers  cannot  be  excluded,  but  the  cortex  is  in- 
volved only  by  means  of  the  afferent  tracts,  and  focal  cortical  lesions 
of  the  central  convolutions  do  not  produce  such  involuntary  move- 
ments. He  speaks,  however,  of  certain  forms  of  cortical  forced  move- 
ments which  he  does  not  separate  sufficiently  sharply  from  the  sub- 
cortical forced  movements.  Athetoid  and  choreic  forced  movements 
are  not  associated  with  disturbance  of  the  muscle-sense  or  cortical 
epilepsy.  Muratow  finds  that  a  lesion  of  the  nucleus  ruber  causes 
forced  movements  on  the  opposite  side  of  the  body;  and  one  of  the 
cferebellum,  forced  movements  on  the  same  side.  Post  hemiplegic 
tremor  is  a  spinal  symptom,  and  indicates  an  increased  tonicity  of  the 
cells  of  the  anterior  horns.  Spiller. 


A  CASE  OF  PURE  PSYCHICAL  EPILEPSY. 
By  John  Norman  Henry,  M.  D., 

VISITING     PHYSICIAN     TO     THE     CHURCH     HOME     FOR     CHILDREN,     ANGORA,      PA. J 
PHYSICIAN   TO  DISPENSARY  ST.  CHRISTOPHER'S  HOSPITAL,    PHILADELPHIA. 

The  man  whose  case  I  am  about  to  report  first  came  under 
my  notice  at  the  Pennsylvania  Hospital  in  the  wards  of  Dr. 
Morris  J.  Lewis,  through  whose  kindness  i  am  enabled  to 
make  the  following  excerpts  from  the  hospital  notes : 

W.  E.,  aged  forty-three  years,  widower ;  occupation,  general 
business;  was  admitted  on  April  20,  1897. 

Family  history:  Mother  died  of  Bright's  disease.  Father 
living.    Family  history  was  otherwise  negative. 

Previous  history:  Has  had  several  attacks  of  gastritis,  and 
many  years  ago  had  an  attack  of  rheumatism.  Used  to  drink 
to  excess;  now  does  not  drink  at  all,  and  has  not  for  three 
years.  No  venereal  history.  Three  years  ago  he  had  hemor- 
rhages from  mouth  and  gums.  Is  positive  that  the  blood  did 
not  come  from  lungs  or  stomach.  Previous  to  this  his  legs  had 
been  slightly  swollen.  He  was  treated  in  a  New  York  hospital 
and  recovered  after  a  stay  of  several  weeks. 

Present  illness:  On  admission  he  complained  of  swelling  of 
legs  and  abdomen,  also  of  shortness  of  breath  on  exertion. 
Has  recently  had  slight  hemorrhages  from  the  gums.  Has  no 
disturbance  of  the  stomach ;  has  not  been  jaundiced.  Has  been 
passing  from  35  to  50  ounces  of  urine  per  diem  for  at  least  two 
weeks,  according  to  his  own  measurements. 

Physical  examination:  Poorly  nourished  and  sallow  look- 
ing. Tongue  dry  and  flabby ;  pulse  accelerated,  regular ;  ar- 
teries hard;  pupils  normal;  abdomen  very  much  swollen; 
legs  swollen  and  edematous ;  scrotum  also  much  swollen.  Veins 
in  abdominal  wall  markedly  enlarged.  Liver  impossible  to  out- 
line on  account  of  the  swelling  of  the  abdomen,  but  is  appar- 
ently enlarged.  Spleen,  normal  in  size,  apparently.  Heart : 
at  apex  there  is  a  presystolic  and  systolic  murmur,  while  over 
the  aortic  cartilage  is  also  heard  a  systolic  mumur  transmitted 
into  the  vessels  of  the  neck.  Lungs:  there  is  dulness  at  both 
bases,  with  absence  of  breath  sounds.  There  is  superficial 
edema  over  the  back  generally.  Urine:  amber  in  color;  acid 
in  reaction ;  sp.  g.,  1,018;  contains  no  sugar  or  albumin ;  a  few 
fine  hyaline  and  granular  casts.  Treatment:  Basham's  mix- 
ture f.  1  ss.  t.  d. 

April  25.  Has  some  difficulty  in  sleeping  and  complains  of 
nervousness ;  edema  of  legs  and  abdomen  decreasing. 

April  28.  Liver  can  now  be  palpated  and  is  enlarged 
slightly. 
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May  3.  Doing  well.  Does  not  sleep  much  at  night  and  is 
very  nervous. 

May  13.  Still  very  nervous.  Is  able  to  be  up  for  a  short 
time  daily.    Urine  examination  negative. 

From  the  time  of  this  note  until  the  24th  of  June,  on  which 
date  he  was  discharged  from  the  hospital,  he  steadily  improved 
and  left  practically  well.  From  time  to  time  he  used  to  report 
himself  to  me  at  the  hospital,  and  except  for  some  slight  edema 
of  the  feet  at  night  after  an  unusually  active  day's  work,  he 
seemed  to  be  in  excellent  health. 

On  May  4,  1898,  he  consulted  me  in  my  office,  complaining 
of  weakness,  nervousness,  shortness  of  breath  on  exertion,  and 
some  slight  edema  of  the  feet  toward  evening.  Examination 
of  heart  showed  some  hypertrophy,  associated  with  systolic 
mitral  and  aortic  murmurs.  Heart  sounds  were  regular  and  of 
good  force.  Examination  of  urine  showed  a  very  slight  trace 
of  albumin,  a  specific  gravity  of  1,018,  and  a  very  few  fine,  pale 
granular  casts.  The  liver  was  a  little  enlarged,  being  about  one 
finger's  breadth  below  the  costal  margin.  He  was  ordered 
tincture  of  digitalis,  gtt.  xv.,  morning  and  evening,  and  stron- 
tium lactate,  and  was  advised  to  lie  down  for  one  hour  in  the 
middle  of  the  day.  He  seemed  to  steadily  improve  in  general 
condition,  and  in  ten  days  the  urine  examined  showed  no  albu- 
min and  no  casts. 

On  May  15,  1898,  he  came  to  my  office  in  a  very  nervous 
state,  and  gave  me  the  following  account  of  himself : 

At  3  P.  M.  on  the  preceding  afternoon,  while  sitting  in  his 
office,  he  began  to  feel  stupid  and  heavy,  and  acted  in  a  manner 
that  aroused  comment  and  questions  from  his  father  and 
cousin,  who  were  present,  at  which  he  showed  great  irritability. 
He  also  remembers  feeling  nauseated,  but  did  not  vomit. 

At  6  P.  M.  his  cousin  took  him  to  within  two  blocks  of  his 
home  and  left  him,  after  being  assured  that  he  (the  patient) 
could  easily  take  care  of  himself  for  the  rest  of  the  way.  Up  to 
this  point  his  consciousness  was  present,  though  evidently,  from 
his  own  description,  somewhat  benumbed.  His  next  recollec- 
tion was  finding  himself  at  2  A.  M.  on  the  following  morning 
in  an  open  lot  in  an  outskirt  of  the  city,  trying  to  climb  over 
a  fence  in  order  to  board  a  passing  trolley  car,  which  he  suc- 
ceeded in  doing.  He  states  that  he  felt  dazed  and  surprised  at 
finding  his  whereabouts  and  had  no  recollection  of  intervening 
events.  He  again  relapsed  into  unconsciousness,  was  carried 
by  the  car  far  beyond  his  destination,  and  awoke  to  find  him- 
self walking  on  a  street  in  another  outskirt  of  the  city  almost 
as  much  below  his  house  as  the  point  of  boarding  the  car  had 
been  above  it.  For  a  second  time  he  took  a  car.  was  again 
carried  beyond  where  he  should  have  gotten  out,  and  found 
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himself  walking  aimlessly  along  a  street  about  two  miles  from 
his  home,  from  which  place  he  walked,  fearing  to  trust  himself 
again  to  the  car,  and  arrived  safely  at  home  utterly  exhausted 
and  profoundly  sleepy. 

There  was  nothing  unusual  in  his  condition  when  he  came 
to  my  office  that  morning.  He  had  no  headache,  his  mind 
seemed  perfectly  clear,  urine  was  passed  freely,  and  contained 
neither  albumin  nor  casts.  He  denied  having  taken  any  alco- 
hol. I  advised  him  to  carry  a  small  bottle  of  aromatic  spirits 
of  ammonia,  and  to  take  a  dose  if  he  should  again  feel  an  at- 
tack of  the  same  character  coming  on ;  also  to  let  his  family 
know  immediately  of  his  condition. 

On  May  26,  1898,  he  was  brought  to  my  office  by  two  of  his 
friends  just  as  he  was  becoming  conscious,  after  having  had 
a  second  attack  of  a  similar  nature  to  the  one  before  described. 
I  was,  unfortunately,  out  at  the  time,  but  my  father,  Dr.  F.  P. 
Henry,  happened  to  meet  him  on  the  doorstep,  and  was  able  to 
satisfy  himself  and  me  that  there  was  no  question  of  drunken- 
ness in  the  case.  On  the  following  morning  he  gave  me  these 
details  of  his  attack  : 

He  began  in  the  afternoon  to  feel  dull  and  stupid,  was  again 
nauseated  as  in  the  previous  instance.  He  was  able, -however, 
to  dress  and  go  out  for  dinner.  He  found  the  right  house,  but 
was  discovered  trying  to  open  the  door  with  his  own  key. 
Concerning  the  events  of  the  rest  of  the  evening  his  memory 
was  rather  vague,  though  he  did  remember  being  laughed  at 
for  attempting  to  eat  soup  with  a  fork.  He  became  conscious 
or  semi-conscious  to  find  himself  lying  on  a  sofa,  probably 
about  two  hours  after  the  dinner  hour,  and  asked  to  be  taken 
to  my  office ;  and  though  he  could  distinctly  remember  and 
articulate  clearly  my  name,  he  was  entirely  unable  to  tell  on 
what  street  I  lived.  This  difficulty,  however,  was  overcome  by 
his  directing  his  friends  to  the  proper  car  and  by  his  recog- 
nizing the  proper  street  at  which  to  get  off.  By  the  time  he 
had  reached  my  house  his  mind  had  cleared  up,  and  except  for 
some  unsteadiness  of  gait  he  appeared  to  be  quite  himself 
again.  He  slept  soundly  all  night,  and  in  the  morning  felt 
well.  He  was  subsequently  informed  by  his  friends  that  he  was 
able  to  converse  during  any  time  of  his  attack,  but  was  very 
irritable  and  disagreeable.    He  had  no  convulsion. 

After  this  second  attack  I  inquired  more  carefully  into  his 
family  and  personal  history,  having  the  suspicion  of  epilepsy 
in  mind,  but  found  the  family  history  perfectly  free  from  any 
nervous  taint  whatever.  In  the  matter  of  his  own  history,  he 
had  never  had  either  grand  mal  or  petit  mal,  and  was  able  to 
tell  of  nothing  which  could  suggest  nocturnal  attacks. 

On  June  1,  1898,  he  had  his  last  and  most  serious  attack. 
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On  Friday  afternoon,  June  3,  I  was  called  to  his  house,  and 
was  somewhat  surprised  to  learn  that  he  had  spent  the  last  few 
days  in  the  insane  department  of  the  Philadelphia  Hospital. 
His  story  is  much  as  follows:  On  the  morning  of  June  1,  while 
at  his  office,  he  began  to  feel  dull,  stupid,  and  unable  to  attend 
to  his  business.  About  noon  he  left  his  office  and  went  to  his 
tailor's  shop  near  by.  After  leaving  this  place  he  is  able  to 
remember  nothing  until  9  A.  M.  on  the  following  morning, 
when  he  awoke  to  find  himself  strapped  in  bed  at  the  Phila- 
delphia Hospital  in  the  insane  wards.  He  had  lost  his  watch, 
chain  and  a  scarf-pin  during  his  wanderings,  and  on  placing 
the  matter  in  the  hands  of  the  police  he  was  able  to  follow  up 
his  own  trail  to  a  certain  extent.  He  learned  that  he  had  been 
arrested  near  the  City  Hall  at  about  1  A.  M.,  after  attempting 
to  get  into  a  car  through  the  front  window  by  standing  on  the 
fender.  He  had  previously  been  seen  to  kick  over  some  bi- 
cycles and  deliberately  stamp  on  them ;  also  to  try  to  enter  a 
large  store  through  the  window.  He  was  taken  to  the  City 
Hall,  where  he  was  recognized  and  questioned,  but  to  all  in- 
quiries he  gave  unmeaning  answers  and  showed  great  irrita- 
bility. He  was  then  seen  by  a  physician,  and  sent  to  the  Phila- 
delphia Hospital  in  a  patrol  wagon  after  vain  attempts  to  learn 
from  him  the  address  of  his  father,  who  had  recently  moved, 
and  whose  address  consequently  did  not  appear  in  the  city 
directory. 

I  saw  the  resident  physician  at  the  Philadelphia  Hospital 
under  whose  care  my  patient  had  been  while  in  the  hospital. 
The  doctor  told  me  that  Mr.  E.  on  his  arrival  was  very  much 
excited,  and  was  so  violent  that  it  was  necessary  to  confine  his 
hands  and  feet  to  the  bed  with  straps;  that  he  showed  no 
paralytic  or  convulsive  symptoms ;  his  pupils  were  equal  and 
normal  in  size.  He  had  also  a  curious  aphasia,  in  that  he  had 
but  two  words  in  his  vocabulary,  one  being  his  own  name,  the 
other  the  word  "no,"  either  of  which  he  would  answer  indis- 
criminately to  all  questions  put  to  him.  There  were  no  signs 
of  alcoholism  about  him.  During  the  night  he  evacuated  his 
bowels  and  bladder  in  bed.  By  9  A.  M.  on  June  2  he  had  be- 
come conscious  and  rational ;  the  aphasia  had  disappeared,  and 
he  was  able  to  walk  about  the  ward,  and  on  the  following  day 
he  was  discharged. 

As  in  the  other  instances  following  this  attack,  there  seemed 
to  be  nothing  unusual  in  his  condition.  His  mind  returned  to 
its  normal  functional  activity ;  he  had  no  headache  or  dizzi- 
ness, and  he  again  appeared  to  be  in  good  health,  except  for 
the  natural  anxietv  which  he  now  began  to  feel  in  regard  to 
the  possibility  of  frequent  returns  of  these  attacks,  which  to 
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some  degree  influenced  his  general  health.  His  eye-grounds 
were  examined  and  the  fields  of  vision  taken,  and  both  found 
to  be  normal. 

He  was  immediately  placed  on  bromide  of  potassium  10 
grains,  and  iodide  of  potassium,  5  grains,  three  times  daily,  but 
as  he  showed  great  susceptibility  to  the  iodide  it  became  neces- 
sary to  reduce  the  dose  of  it  to  one  grain  morning  and  even- 
ing, continuing  the  bromide  as  originally  prescribed.  From 
that  date,  i.  e.,  June  3,  1898,  until  January  3,  1899,  since  which 
time  I  have  lost  track  of  him,  he  had  no  further  attacks.  The 
case  is  one  of  considerable  interest  from  various  standpoints. 

Briefly  stated,  the  points  in  regard  to  the  diagnosis  are 
these :  A  man,  forty-three  years  of  age,  with  a  history  of  great 
alcoholic  excesses  extending  up  to  a  period  of  time  within 
three  years  of  his  coming  under  observation,  free,  however, 
from  any  family  or  personal  history  of  epilepsy  in  any  of  its 
phenomena,  has  a  series  of  three  attacks  of  psychical  aberration 
lasting  for  several  hours,  each  similar  in  onset,  symptoms,  ac- 
tions and  subsequent  course ;  while  during  the  intervals  be- 
tween these  attacks  he  enjoys  perfect  mental  health,  associated 
with  as  good  physical  condition  as  is  compatible  with  the  con- 
dition of  his  heart,  kidneys  and  liver. 

These  attacks  were  in  each  instance  preceded  by  a  feeling 
of  dulness  and  mental  hebetude,  followed  by  nausea  with- 
out vomiting;  upon  this  condition  of  dulness  rapidly  ensued 
that  of  unconsciousness,  lasting  for  several  hours,  during  which 
automatic  actions  were  performed,  conversations  held  and  dis- 
tances traversed  in  cars  (the  car-fare  presumably  being  paid 
also).  On  the  administration  of  bromide  and  iodide  the  attacks 
disappeared. 

There  is  also  another  point  which  in  the  recital  of  his  story 
I  failed  to  bring  out;  namely,  that  during  the  unconscious 
periods  consciousness  would  recur  to  him  again  and  again  for 
a  few  seconds,  in  which  he  would  notice  the  name  of  a  street, 
recognize  a  shop,  or  receive  the  impression  of  a  face  which  he 
may  still  remember.  Without  overstraining  the  analogy  to 
motor  epilepsy  we  might  compare  the  periods  of  unconscious- 
ness with  the  waves  of  consciousness  to  the  tonic  and  clonic 
phases  of  a  motor  spasm. 

The  age  of  the  man,  the  absence  of  epileptic  taint  in  the 
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family,  and  also  of  any  other  epileptic  manifestations  in  the 
man  himself,  made  me  slow  to  accept  the  diagnosis ;  while  on 
the  other  hand,  the  history  of  alcoholic  excess,  so  potent  an 
etiological  factor  in  epilepsy  in  later  life,  the  presence  of  an 
aura,  represented  by  the  nausea  which  preceded  each  attack, 
the  perfect  mental  equilibrium  which  intervened,  the  absence  of 
any  signs  of  organic  brain  disease,  and  the  prompt  and  last- 
ing response  to  the  administration  of  bromide,  logically  justi- 
fies the  diagnosis  of  pure  psychical  epilepsy — "epilepsie  larvee 
pure"  of  the  French. 

Much  has  been  said  and  written  on  both  sides  of  the  ques- 
tion in  regard  to  the  existence  of  a  pure  psychical  equivalent 
of  epilepsy,  most  of  the  English  writers  taking  the  view  ex- 
pressed by  Savage  and  supported  by  Hughlings-Jackson,  that 
a  fit  of  some  kind,  great  or  small)  must  precede  the  uncon- 
sciousness. While  there  can  be  no  doubt  that  this  is  almost 
the  invariable  rule,  yet  there  are  exceptions,  and  a  pure 
psychical  epilepsy,  however  rare  it  may  be,  is  fairly  exemplified 
in  this  case. 

All  three  of  his  attacks  occurred  in  the  daytime  in  a  pop- 
ulous part  of  a  large  city;  he  was  under  observation  of  friends 
at  and  before  the  beginning  of  each  attack,  during  the  attack 
and  after  the  attack,  and  in  one  instance  almost  throughout  the 
attack,  and  nothing  corresponding  to  a  fit,  great  or  small,  was 
observed. 

The  French  writers  accept  the  existence  of  pure  psychical 
epilepsy.  Ardin-Delteil  in  his  recent  work  speaks  most  posi- 
tively on  the  subject.  He  states  that  not  only  does  the  psychi- 
cal equivalent  occur  in  conjunction  with  grand  mal,  petit  mal, 
Jacksonian  epilepsy,  as  pointed  out  T~-  Pitres,  but  also  that  it 
occurs  entirely  free  from  any  other  association.  He  considers 
the  addition  of  motor  phenomena  in  a  case  of  psychical  epilepsy 
as  evidence  of  onward  progress  of  the  disease.  He  speaks  of  a 
case  of  a  girl  who  had  three  attacks  of  unconsciousness  during 
one  week,  in  whom  the  motor  symptom  preceding  the  uncon- 
sciousness was  confined  merely  to  a  twitching  of  the  middle 
finger  of  the  right  hand.  That  motor  epilepsy  may  be  limited 
to  any  degree,  even,  as  in  the  case  just  mentioned,  to  the  center 
for  a  single  finger,  with  or  without  unconsciousness  following, 
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is  a  recognized  fact.  Recently  also  the  writer  has  had  knowl- 
edge of  a  case  presenting  a  complete  epileptiform  seizure  with- 
out any  loss  of  consciousness  whatever.  In  view  of  these  ex- 
amples of  limitation  of  convulsion,  it  would  seem  reasonable 
to  accept  the  possibility  of  a  discharge  entirely  limited  to  the 
intellectual  area. 

Fortunately  this  case  had  no  legal  bearing,  though  it  is 
evident  from  the  history  that  the  patient  would  have  been  quite 
capable  of  carrying  out  any  violent  impulsive  idea  had  the 
suggestion  occurred  to  him,  and  that  he  would  have  been  en- 
tirely irresponsible  in  the  matter. 


10S.     Zur  Lehre  von  den  Geschwulsten  der  Ruckenmarkshaute  (A 

Contribution  to  the  Study  of  Tumors  of  the  Spinal  Membranes). 

A.  P«  aenkel  (Deutsche  med.  Wochenschrift,  1898,  28,  29  and  30,  pp. 

442,  457  and  476). 

Fraenkel  reports  two  cases  of  tumor  of  the  spinal  membranes.  In 
the  first  case  a  gliosarcoma  surrounded  the  cervical  portion  of  the 
spinal  cord  like  a  mantle,  3  to  4  mm.  thick.  It  was  less  extensive  in 
the  thoracic  region,  but  the  cord  at  about  the  fifth  thoracic  segment 
was  involved  in  the  growth.  Numerous  nodules  were  found  on  the 
nerve  roots  in  the  lumbar  region  and  on  the  cauda  equina.  The  dis- 
ease began  with  pain  in  the  muscles  of  the  neck  and  back,  and  this  was 
followed  soon  by  the  signs  of  a  transverse  lesion  of  the  cervical  cord. 
The  duration  of  the  process  was  only  about  six  weeks.  The  diagnosis 
of  tumor  could  not  be  made  during  life,  as  the  symptoms  indicated  a 
myelitis  of  the  cervical  swelling. 

In  the  second  case  the  cord  was  examined  only  below  the  cervical 
region.  A  tumor,  of  about  twelve  cm.  long  in  the  thoracic  region,  and 
nodules  lower  in  the  cord,  were  found.  At  the  lower  thoracic  region 
the  cord  was  involved  in  the  growth,  and  here  numerous  canals  and 
spaces  were  found  lined  with  a  single  layer  of  cylindrical  cells,  re- 
sembling the  epithelium  of  the  central  canal.  Fraenkel  believes  that 
these  cell  nests  were  probably  separated  from  the  tissue  about  the  cen- 
tral canal  early  in  life,  or  even  in  the  embryonic  period,  and  after  an 
injury  had  been  received,  gave  rise  to  the  growth.  Only  in  the  portion 
where  the  cord  was  involved  did  the  tumor  present  the  appearance  of  a 
neuroepithelioma  (Rosenthal);  elsewhere  it  was  a  gliosarcoma  without 
cell-lined  spaces. 

He  states  that  sarcomata  involve  chiefly  the  posterior  part  of  the 
pia,  and  thereby  cause  great  pain,  which,  however,  is  not  a  pathogno- 
monic symptom,  and  in  some  cases  is  not  pronounced.  He  calls  at- 
tention to  the  slight  tendency  to  involvement  of  the  cord  and  nerve 
roots  manifested  by  the  tumors  in  his  two  cases. 

Benda  examined  the  tumor  in  the  second  case  and  makes  some  in- 
teresting remarks  on  the  origin  of  the  glia  and  ependyma.  He  be- 
lieves also  that  the  growth  began  in  the  epithelial  nests  separated  from 
the  central  canal,  but  as  ganglion  cells  were  not  found  in  the  tumor, 
he  prefers  to  call  it  an  ependymoma  instead  of  a  neuroepithelioma,  in 
order  to  avoid  confusion.  He  recommends  a  special  method  of  stain- 
ing. Spiller. 
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The  President,  Dr.  Frederick  Peterson,  in  the  chair. 

ALCOHOLIC  NEURITIS  IN  A  CHILD. 

Dr.  George  W.  Jacoby  presented  a  boy,  four  years  and  a 
half  old,  exhibiting  symptoms  of  alcoholic  paralysis.  When 
first  seen  on  February  20,  it  was  stated  that  the  boy  had  been 
well  up  to  four  weeks  previously,  at  which  time  he  had  had  se- 
vere colic  without  vomiting  or  constipation.  Then  the  left 
knee-joint  had  become  swollen.  Eight  days  previously  he  had 
been  noticed  to  be  unsteady  in  walking.  It  was  found  that  the 
boy  had  received  about  a  half  to  one  tumblerful  of  beer  daily 
ever  since  the  age  of  six  months.  Examination  had  revealed 
extensor  paralysis  of  the  hands  and  legs,  with  a  reaction  of  de- 
generation in  all  the  muscles.  The  extensors  of  the  thighs 
were  unaffected,  and  there  was  no  sensory  disturbance.  The 
speaker  quoted  some  recent  statistics  regarding  the  habitual  use 
of  alcohol  in  a  large  German  city.  The  municipal  authorities 
had  undertaken  an  investigation  among  the  school  children, 
and  had  found  that  of  100  children,  16  drank  no  milk. 
Twenty-five  per  cent,  of  the  children  had  never  tasted  brandy, 
but  had  habitually  drunk  beer  or  wine.  Eight  per  cent,  had 
received  their  daily  portion  of  brandy  "to  make  them  strong." 
He  thought  there  was  an  almost  equally  large  percentage  of 
children  among  the  German  and  Irish  population  here  who 
were  habitually  given  alcoholic  drinks.  This  case  emphasized 
the  cumulative  effect  of  small  doses  of  a  poison  long  continued. 

Dr.  William  M.  Leszynsky  agreed  thoroughly  with  Dr.  Jacoby 
regarding  the  prevalence  of  this  vicious  habit  in  this  country. 

Dr.  Joseph  Collins  said  that  he  had  two  such  cases  under  obser- 
vation in  the  last  two  years.  One  of  these,  a  child  of  seven  years,  was 
now  passing  through  the  second  attack.  This  child  had  been  in  the 
habit  of  drinking  beer.  He  had  not  completely  recovered  his  mus- 
cular power  when  the  second  attack  came  on.  Dr.  Collins  had  been 
impressed  with  the  phenomenon  presented  by  all  the  cases  that  he  had 
seen,  and  which  was  present  in  the  case  just  exhibited,  i.  e.,  the  re- 
markable pallor  of  the  cutaneous  surface  as  compared  with  the  red- 
ness of  the  mucous  membranes.  In  this  connection  it  was  interesting 
to  note  that  Hughlings  Jackson  had  recently  recorded  himself  again 
in  favor  of  treating  chorea  entirely  by  the  use  of  port  wine. 

Dr.  Frederick  Peterson  remarked  that  it  was  very  unusual  for  an 
alcoholic  neuritis  to  be  free  from  sensory  symptom- 
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Dr.  Jacoby  said  that  there  was  intense  pain  over  the  nerve  trunks 
in  his  case,  but  there  was  no  general  hyperesthesia  of  the  skin. 

AN    EPILEPTIC    PATIENT    WITHOUT    AN    ATTACK    FOR 
FOUR  YEARS. 

Dr.  J.  Arthur  Booth  presented  a  woman,  fifty-one  years  of 
age,  as  a  case  of  cured  epilepsy.  The  interesting  point  was 
that  she  had  gone  four  years  without  an  attack.  She  had  been 
under  his  care  since  1882.  She  had  enjoyed  good  health  up 
to  the  twelfth  year,  when  she  had  had  her  first  seizure,  charac- 
terized by  loss  of  consciousness,  frothing  at  the  mouth,  biting 
the  tongue  and  deep  stupor.  From  this  time  up  to  1880  there 
had  been  about  six  attacks  each  year.  For  the  next  two  years 
the  seizures  were  more  frequent  and  severe,  so  that  they  oc- 
curred several  times  a  week.  The  attacks  were  apparently  not 
influenced  by  menstruation.  She  had  been  given  bromide  of 
sodium  and  chloral.  At  one  time  she  had  received  as  much 
as  four  drams  of  the  bromide  in  the  twenty-four  hours.  Dur- 
ing the  past  year  she  had  only  taken  ten  grains  daily. 

Dr.  Peterson  remarked  that  in  view  of  the  investigations  of  Dr. 
Sinkler  it  did  not  seem  proper  to  call  any  case  of  epilepsy  cured,  al- 
though ordinarily  a  case  that  had  gone  as  long  as  four  years  without  an 
attack  might  be  considered  as  cured.  A  collective  investigation  on 
this  subject  would  prove  very  instructive.  Probably  a  much  larger 
percentage  was  cured  by  drugs  than  by  surgical  operation. 

Dr.  Edward  D.  Fisher  said  that  children  often  had  attacks  for 
several  years,  and  then  there  was  an  interval  of  four  years  or  more  be- 
fore their  return.  He  had  known  cases  to  pursue  such  a  course  with 
little  or  no  treatment,  and  hence  it  was  not  even  presumptive  evidence 
of  a  cure.  He  had  not  found  anything  to  take  the  place  of  the  bro- 
mides, and  considered  this  the  proper  treatment.  In  his  experience 
the  continuous  use  of  the  bromides  had  not  had  any  deleterious  in- 
fluence on  the  mind. 

Dr.  George  W.  Jacoby  said  that  one  must  place  some  limit  to  de- 
termine what  should  be  called  a  cure.  An  epileptic  patient  might  have 
a  return  of  his  trouble  just  as  he  might  of  other  disorders.  An  in- 
terval of  many  years  followed  by  a  return  of  the  seizures  he  would 
rather  look  upon  as  a  fresh  attack  of  epilepsy  brought  about  quite  pos- 
sibly by  the  same  cause  as  had  originally  produced  it. 

Dr.  L.  Pierce  Clark  said  that  he  had  known  several  cases  of 
epilepsy  to  apparently  undergo  a  spontaneous  cure,  that  is.  they  would 
have  no  seizure  for  perhaps  thirty  years,  and  this,  too,  without  any  ap- 
parent relation  to  medicinal  or  dietetic  treatment. 

Dr.  Booth  said  that  the  result  of  drug  treatment  in  epilepsy  de- 
pended very  largely  upon  the  faithfulness  with  which  the  treatment 
was  kept  up.  and  it  was  because  patients  were  usually  negligent  that 
more  so-called  cures  were  not  reported. 

TWO  CASES  OF  LOCALIZED  SCLERODERMA. 

Dr.  George  W.  Jacoby  presented  two  women  showing  lo- 
calized scleroderma.     Both  upper  extremities    and    the    face 
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were  affected  in  both  persons.  One  patient,  a  girl  of  seventeen 
years,  had  been  quite  sickly  in  infancy.  At  the  age  of  two  years 
she  had  been  scalded  from  the  shoulders  to  the  waist.  At  the  age; 
of  five  years  stiffness  of  the  hands  had  been  first  noticed.  The 
other  patient  was  thirty-five  years  of  age,  and  had  been  a 
healthy  child.  She  had  been  married  at  the  age  of  twenty-two 
years,  had  had  six  healthy  children,  and  had  herself  enjoyed 
good  health.  Seven  years  ago  she  had  noticed  a  sore  on  the 
tip  of  the  index  finger  of  the  left  hand,  and  this  had  healed  very 
slowly.  Then  the  other  fingers  became  the  seat  of  open  sores, 
and  as  they  healed  the  fingers  were  noticed  to  be  stiff.  On  ex- 
amination, both  patients  presented  hardness,  stiffness  and 
bronzing  of  the  skin,  together  with  wasting.  There  was  an 
absence  of  the  first  phalanx  of  each  finger.  These  cases  were 
presented  because  of  their  comparative  rarity.  He  had  only 
seen  three  other  cases.  In  two  of  the  latter  there  had  also 
been  a  history  of  scalding  or  of  severe  injury  of  some  kind  to 
the  skin.  He  was  inclined  to  think  that  these  cases  might  not 
be  tropho-neuroses,  as  was  generally  believed,  but  instead  ex- 
amples of  parasitic  infection.  Both  of  the  patients  presented 
had  been  under  treatment  with  the  desiccated  thyroid,  one  of 
them  sufficiently  long  to  show  that  the  treatment  was  in  her 
case  an  utter  failure.  The  question  always  arose  as  to  the 
oossibility  of  this  affection  being  dependent  upon  some  inter- 
ference with  the  function  of  the  hypophysis. 

Dr.  B.  Sachs  said  that  about  two  months  ago  he  had  seen  a  gentle- 
man who  had  fallen  off  a  ladder,  and  in  doing  so  one  hand  had  been 
penetrated  by  a  sharp  steel  wire.  Soon  after  this  accident  there  had 
been  flushings  connected  with  a  part  of  the  distribution  of  the  mus- 
culo-spiral  nerve.  Subsequently  a  very  marked  and  typical  scleroderma 
had  developed.  The  man  had  been  under  treatment  with  the  thyroid, 
and  was  taking  at  the  present  time  fifteen  grains,  three  times  daily. 
Under  this  medication  the  scleroderma  had  been  distinctly  diminished. 

Dr.  L.  Stieglitz  said  that  he  believed  he  had  been  the  first  one  in 
New  York  city  to  use  the  thyroid  treatment  in  cases  of  scleroderma, 
and  he  had  found  that  it  was  very  beneficial  during  the  hypertrophic 
stage.  It  was  not  surprising  that  in  the  stage  of  atrophy  the  method 
should  prove  unavailing.  He  had  seen  good  results  from  this  treat- 
ment in  three  cases. 

Dr.  Jacoby  thought  that  localized  scleroderma  was  different  from 
the  other  forms  of  scleroderma — it  was  a  distinct  entity. 

PROGRESSIVE  MUSCULAR  ATROPHY  (?). 

Dr.  L.  Stieglitz  presented  a  man,  sixty-two  years  of  age, 
who  six  years  ago  had  first  noticed  a  weakness  in  the  left  leg. 
This  had  increased  steadily,  and  had  been  associated  with 
wasting.  Two  years  ago  he  had  been  injured  in  a  runaway  ac- 
cident, and  asserted  that  he  had  been  unconscious  for  a  week. 
The  pupils  reacted  to  light  and  during  accommodation.     There 
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was  perfect  control  of  the  sphincters.  Examination  showed 
marked  weakness  and  wasting  of  the  left  thigh  and  calf,  and 
beginning  wasting  on  the  other  side.  The  knee-jerk  was  ab- 
sent on  the  right  side,  and  on  the  left  there  was  only  a  response 
in  the  sartorius  muscle.  The  man  also  had  a  dislocation  up- 
ward of  the  left  hip.  The  case  suggested  three  diagnoses. 
The  first  of  these  was  tabes  with  a  Charcot  joint  in  the  left  hip, 
but  it  was  evident  that  there  was  no  disturbance  in  the  sensory 
part  of  the  arc,  and  there  was  no  other  symptom  of  tabes.  The 
second  possible  diagnosis  was  dislocation  of  the  hip  with  sec- 
ondary wasting  of  the  muscles,  but,  according  to  the  history, 
the  atrophy  of  the  muscles  had  begun  long  before  the  injury  to 
the  hip.  The  third  diagnosis,  and  the  one  to  which  he  inclined, 
was  progressive  muscular  atrophy  with  incidental  dislocation 
of  the  hip. 

Dr.  L.  Muskens  said  that  in  this  case  he  had  found  a  lack  of 
faradic  response,  more  marked  on  the  left  side.  As  a  result  of  his  ex- 
amination of  the  patient  he  took  the  same  position  as  Dr.  Stieglitz. 

Dr.  Joseph  Collins  said  that  the  case  had  been  under  treatment  at 
his  clinic  for  a  long  time,  and  there  had  then  been  no  suspicion  of  the 
existence  of  progressive  muscular  atrophy.  In  the  hospital  in  which 
he  had  been  previously  there  had  been  no  history  given  of  muscular 
atrophy  prior  to  the  injury  to  the  hip.  He  looked  upon  the  case  as 
one  of  dislocation  occurring  in  a  man  of  very  feeble  recuperative 
power.    The  atrophy  seemed  to  be  entirely  one  of  inactivity. 

Dr.  Leszynsky  thought  that  this  patient  presented  remarkable  re- 
sistance power  in  his  extensors,  and  the  condition  of  the  knee-jerk 
seemed  to  him  to  point  to  tabes. 

Dr.  Fraenkel  said  that  the  fact  that  the  knee-jerks  were  lost  on 
both  sides  would  indicate  a  more  serious  condition  than  an  inactivity 
atrophy.  The  resistance  of  the  extensors  could  be  explained  by  con- 
tracture of  the  muscles  as  a  result  of  the  injury  to  the  hip. 

Dr.  Stieglitz  opposed  Dr.  Collins'  diagnosis  as  not  being  in  ac- 
cordance with  the  conditions  found  in  the  two  lower  extremities. 
Gowers  had  stated  that  the  knee-jerk  was  often  lost  before  there  was 
marked  atrophy  in  cases  of  progressive  muscular  atrophy.  The  re- 
sponse from  the  sartorius  seemed  to  indicate  positively  that  part  of 
the  sensory  arc  must  be  free. 

DEMONSTRATION  OF  SPECIMENS  FROM  A  CASE  OF 
ERYTHROMELALGIA. 

Dr.  B.  Sachs  and  Dr.  A.  Wiener  gave  this  demonstration. 
Dr.  Sachs  said  that  this  disease  had  been  carefully  studied  in 
the  past  six  or  seven  years.  The  only  autopsy  on  record  was 
on  a  case  under  the  care  of  Auerbach,  and  it  was  associated 
with  tabes.  There  were  changes  found  in  the  lumbar  and  sa- 
cral roots,  but  it  was  not  shown  that  the  ervthromelalgia  was 
dependent  upon  central  disease.  Mitchell  and  Spiller  had  re- 
cently observed  a  case  in  which  it  had  seemed  to  them  that  the 
nerves  were  more  involved  than  the  blood  vessels.     The  speci- 


NEW  YORK  NEUROLOGICAL  SOCIETY.  373 

mens  demonstrated  had  been  taken  from  a  man,  thirty-six 
years  of  age,  who  had  been  first  seen  in  1898.  At  that  time, 
when  the  part  was  pendent  a  few  minutes,  there  was  a  violet 
color  of  the  foot  and  ankle,  associated  with  severe  pain  and  ten- 
derness. A  few  months  later  a  gangrenous  ulcer  formed  on  the 
dorsum  of  the  foot.  There  was  marked  atrophy  of  the  anterior 
tibial  group.  Owing  to  the  rapid  spread  of  the  gangrene,  it 
had  been  considered  necessary  to  amputate  through  the  thigh. 
According  to  Weir  Mitchell  there  was  no  gangrene  in  cases 
of  erythromelalgia,  and  the  disease  was  asymmetrical,  but  in 
this  case  the  appearance  had  been  typical  before  the  occurrence 
of  gangrene,  and  moreover  slight  gangrene  had  been  reported 
by  others.  Marked  arterial  changes  were  found  in  this  case, 
particularly  in  the  larger  branches  of  the  popliteal  artery.  This 
in  itself  seemed  to  be  a  sufficient  justification  for  Dr.  Gerster's 
opinion  that  the  amputation  should  be  done  above  the  knee. 
The  symptoms  seemed  to  be  explained  by  obliterating  endar- 
teritis. The  changes  in  the  nerves  were  so  slight  that  he 
looked  upon  them  as  secondary.  It  was  interesting  to  note  in 
this  connection  that  several  cases  of  cardiac  disease  and  marked 
arterial  sclerosis  were  at  the  Montefiore  Home  presenting  the 
principal  symptoms  of  erythromelalgia.  There  was  an  inter- 
esting analogy  between  erythromelalgia  and  Erb's  description 
of  intermittent  claudication. 

Dr.  A.  Wiener  said  that  specimens  of  nerve,  skin,  muscle  and 
connective  tissue  had  been  given  to  him  for  examination,  and  in  not 
a  single  one  were  the  arteries  normal.  Only  in  the  distal  portions  of 
the  peripheral  nerves  could  any  distinct  changes  be  found,  and  they 
were  rather  degenerative  than  inflammatory.  In  all  of  the  specimens 
a  very  prominent  feature  had  been  the  enormous  quantity  of  connective 
tissue.  He  had  not  been  able  to  find  a  single  case  on  record  in  which 
arterial  changes  had  not  been  found,  whereas  cases  had  been  reported 
in  which  there  had  been  no  changes  in  the  nerves. 

Dr.  Ira  Van  Gieson  thought  that  in  this  case  the  vessels  were 
affected  to  a  somewhat  greater  extent  than  in  the  Mitchell-Spiller  case. 
The  specimens  showed  plainly  the  predominance  of  the  arterial 
changes. 

Dr.  C.  L.  Dana  said  that  this  case  differed  essentially  from  the 
typical  ones  described  by  Weir  Mitchell  in  the  occurrence  of  gangrene, 
and  hence  it  was  possible  that  the  histological  appearances  were  not 
exactly  those  found  in  the  classical  cases  of  erythromelalgia.  Two 
cases  of  erythromelalgia  were  cited  in  which  the  urine  had  contained 
sugar,  and  the  patients  had  improved  greatly  under  appropriate  die- 
tetic treatment.  This  seemed  to  suggest  that  there  might  be  an  under- 
lying diabetic  or  gouty  state  leading  to  neuritis  or  disease  of  the  blood 
vessels. 

Dr.  William  H.  Thomson  spoke  of  cases  of  pseudo-erythrome- 
lalgia  occurring  in  Graves'  disease,  and  in  allied  cases  characterized 
by  persistent  tachycardia.  He  had  seen  at  least  ten  of  these  cases,  and 
felt  sure  that  when  severe  they  might  be  very  readily  confounded  with 
true  erythromelalgia. 


374  NEW  YORK  NEUROLOGICAL  SOCIETY. 

Dr.  Leszynsky  remarked  that  two  years  ago  he  had  seen  a  case 
of  acromegaly  in  which  erythromelalgia  had  attacked  the  upper  ex- 
tremities. 

Dr.  Stieglitz  spoke  of  a  case  of  typical  erythromelalgia  which  he 
had  seen  about  two  years  ago  in  a  drug  clerk.  After  a  few  months 
attacks  of  local  asphyxia,  associated  with  severe  pain,  had  developed 
in  the  toes.  Under  rest  in  bed  and  the  use  of  the  iodides  the  improve- 
ment had  been  decided.  Aside  from  the  features  mentioned  all  the 
classical  symptoms  described  by  Weir  Mitchell  had  been  present,  yet 
if  the  case  had  been  allowed  to  go  on  unchecked  he  was  confident 
that  gangrene  would  have  developed. 

Dr.  Sachs,  in  closing,  insisted  that  the  case  had  been  a  typical 
erythromelalgia  for  several  months,  and  that  the  gangrene  had  de- 
veloped at  a  very  late  stage.  The  fact  that  it  occurred  in  a  man  of 
thirty-five  years,  apparently  healthy  in  every  other  way,  was  very  in- 
teresting. The  man  had  recovered  very  satisfactorily  from  the  ampu- 
tation, and  the  pain  had  entirely  disappeared. 

REMARKS    ON    TWO    CASES    OF    BRAIN    TUMOR,    WITH 
PRESENTATION  OF  SPECIMENS. 

Dr.  Joseph  Collins  reported  these  cases.  The  first  was  that 
of  a  child  of  six  and  a  half  years.  When  four  years  old  there 
had  been  an  attack  of  measles,  followed  by  slight  otorrhea  on 
one  side.  The  last  illness  had  been  ushered  in  by  severe  head- 
ache and  persistent  vomiting,  and  the  latter  had  lasted  for  about 
three  months.  Relief  had  been  sought  chiefly  because  of  the  in- 
tense pain  and  the  trembling  in  the  hands.  Examination  showed 
that  the  patient  did  not  use  the  left  hand  as  freely  as  the  right 
There  was  no  control  over  urination  and  defecation.  There 
was  double  choked  disk.  The  diagnosis  of  cerebellar  tumor, 
probably  vermicular,  was  made.  The  strabismus  which  was 
present  was  not  constant.  The  temperature  was  elevated  from 
one  to  five  degrees  during  the  last  few  days.  The  autopsy  re- 
vealed a  lobulated  mass,  the  size  of  an  English  walnut,  project- 
ing from  between  the  hemispheres  of  the  cerebellum.  It  had 
caused  atrophy  of  portions  of  the  right  hemisphere  of  the  cere- 
bellum. The  gross  appearance  of  the  tumor  was  that  of  sar- 
coma. 

The  second  case  was  that  of  a  woman,  twenty  years  of  age, 
who  had  been  in  good  health  up  to  November,  1897,  or  about 
seven  months  before  coming  under  his  observation.  The  in- 
itial svmptom — intense  pain  all  over  the  head — had  appeared 
very  abruptly,  and  had  been  associated  with  vomiting  and  dim- 
ness of  vision  and  progressive  dementia.  The  left  eve  showed 
distinct  choked  disk ;  the  right  eye  great  swelling  of  the  veins. 
Three  davs  after  admission  to  the  hospital  an  attack  of  syncope 
occurred.  She  was  six  or  seven  months  pregnant.  One 
month  later  she  became  restless  and  irritable,  and  developed 
fever.     Labor  was  induced,  but  the  patient  died  the  next  day. 


NEW  YORK  NEUROLOGICAL  SOCIETY.  375 

The  autopsy  revealed  a  sarcoma  the  size  of  a  hen's  egg;  in 
the  anterior  third  of  the  right  lateral  ventricle.  Both  ventricles 
were  distended  with  fluid. 

TEMPORARY  (EXHAUSTIVE)  PARALYSIS  IN  EPILEPSY. 
Dr.  L.  Pierce  Clark  presented  a  brief  abstract  of  his  paper 
on  this  subject.  An  analysis  of  the  cases  therein  reported  was 
as  follows:  Cases  of  local  exhaustion  with  general  seizures; 
cases  of  paralysis  at  the  beginning,  and  becoming,  to  a  certain 
extent,  permanent;  exhaustion  paralysis  in  infantile  cerebral 
palsy;  exhaustion  paralysis  associated  independently  with  cere- 
bral palsy,  but  on  the  opposite  side  to  the  organic  lesion;  cases 
of  exhaustion  manifested  in  aphasia  only;  cases  of  paralysis 
manifested  in  the  right  leg  and  left  arm.  His  conclusions 
were :  That  the  theory  of  exhaustion  paralysis  had  been  con- 
clusively proved  by  physiological  experimentation,  and  that 
exhaustion  paralysis,  generally  localized  to  the  parts  participat- 
ing in  the  spasm,  was  confined  to  those  parts  most  convulsed  in 
general  seizures.  There  might  be  exceptions  to  this  general 
rule.  The  transient  paralyses  might,  after  a  time,  become  per- 
manent hemiplegias.  Temporary  exhaustion  paralysis  was 
essentially  exhaustion  of  cerebral  centers,  and  the  frequency  or 
severity  of  the  muscular  spasm  was  not  a  fair  index  of  the 
amount  of  exhaustion  of  these  centers.  A  careful  study  of  ex- 
haustion phenomena  suggested  that  epilepsy  was,clearly  allied 
to  paralytic  states,  due  allowance  being  made  for  the  fact  that 
the  epileptic  brain  did  not  possess  the  normal  capacity.  The 
great  frequency  of  epilepsy  as  a  symptom  following  most  cere- 
bral lesions  of  a  transient  nature  tended  to  substantiate  the 
clinical  hypothesis  of  the  close  association  of  epilepsy  and 
paralysis.  Minute  disseminated  patches  of  sclerosis  in  differ- 
ent areas  of  the  epileptic  brain  had  been  repeatedly  demon- 
strated by  various  observers,  and  this  also  helped  the  hypoth- 
esis very  strikingly.  In  not  a  few  instances  he  had  produced 
apparent  epileptic  seizures  by  massage. 

Dr.  Dana  said  that  the  photographs  presented  in  connection  with 
this  paper  gave  a  more  graphic  description  of  the  epileptic  convulsion 
than  any  others  he  had  seen.  They  should  prove  very  helpful  to 
teachers.  He  thought  when  neurologists  were  able  to  make  a  closer 
study  of  the  clinical  phenomena  of  epileptic  seizures  they  would  be  in  a 
better  position  to  localize  the  disorder. 

Dr.  I.  Van  Gieson  said  that  the  theories  of  epilepsy  were  not  thor- 
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oughly  satisfactory,  and  one  of  the  advantages  of  a  place  like  the 
Craig  Colony  was  the  opportunity  afforded  for  close  and  prolonged 
study.  He  predicted  that  in  these  cases  evidence  of  an  abnormal  ex- 
penditure of  energy  in  the  cortical  motor  cells  would  be  found.  In 
one  case  that  he  had  studied,  that  of  a  patient  who  had  been  in  the 
City  Hospital,  and  had  had  sixty  seizures  in  one  day,  unmistakable  evi- 
dences existed  of  the  expenditure  of  energy  in  the  ganglion  cells.  He 
thought  the  metaplasm  granules  were  the  hitherto  unrecognized  evi- 
dence of  this  expenditure.  In  inveterate  cases  of  epilepsy  these  gran- 
ules would  be  founc  in  the  interior  of  the  nerve  cells  and  elsewhere. 

Dr.  Peterson  said  he  had  seen  two  or  three  cases  of  hemiplegia 
coming  on  during  epileptic  attacks,  and  they  had  been  permanent. 

Dr.  Clark  said  that  he  had  seen  about  forty  cases  of  exhaustion 
paralysis  in  which  the  duration  of  the  paralysis  had  varied  from  forty 
seconds  to  two  or  three  weeks. 


109.     LXhmung  des    Trigeminus   und    Entartung    seiner    Wurzeln 

INFOLGE  EINER  NeUBILDUNG  IN  DER  GEGEND  DES  GANGLION  GAS- 
SERI;     BEITRAG     ZUR      FRAGE    NACH      DER      TROPHISCHEN      BEDEUTUNG 

des  Trigeminus  (Paralysis  of  the  Trigeminus  and  Degeneration 
of  its  Roots  in  Consequence  of  a  Neoplasm  in  the  Region  of  the 
Gasserian  Ganglion,  etc.).  Jarl  Hagelstam  (Deutsche  Zeitschrift 
fur  Nervenheilkunde,  Vol.  13,  Nos.  3  and  4,  p.  205). 

Hagelstam  compares  his  findings  in  a  case  of  endothelioma  of  the 
base  of  the  brain,  causing  complete  destruction  of  the  Gasserian  gan- 
glion, with  those  in  a  similar  case  reported  by  Homen  in  1890.  Hagel- 
stam found  important  changes  in  the  cells  of  the  sensory  and  motor 
nuclei  of  the  fifth  nerve,  and  some  alteration  in  the  large  cells  of  the 
cerebral  root  of  this  nerve.  The  sensory  root  and  the  spinal  root  were 
much  degenerated.  The  retrograde  degeneration  of  the  cerebral  root, 
and  the  alterations  in  the  large  cells  near  this  root,  were  regarded  as 
evidence  of  the  motor  function  of  these  structures.  The  paralysis  of  the 
peripheral  motor  and  sensory  branches  was  complete,  taste  was  lost  on 
the  anterior  part  of  the  tongue  on  the  side  corresponding  to  the  new 
growth.  The  sense  of  smell  on  this  side  was  also  altered.  The  paresis 
of  the  soft  palate,  the  impaired  hearing,  the  changes  in  the  pupil,  and 
the  paresis  of  the  facial  muscles,  observed  by  Hagelstam,  could  not  be 
attributed  to  the  destruction  of  the  Gasserian  ganglion,  as  the  tumor 
was  quite  large  and  involved  more  than  the  fifth  nerve.  The  case  shows 
that  hemiatrophy  of  the  face  is  not  dependent  on  lesions  of  the  fifth 
nerve,  and  that  trophic  fibers  are  not  contained  in  this  nerve. 

Spiller. 
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March  27,  1899. 

The   President,   Dr.  James   Hendrie   Lloyd,  in  the  chair. 

Dr.  Lloyd  presented  a  young  woman  who  had  almost  total 
internal  and  external  ophthalmoplegia. 

Dr.  B.  Sachs,  of  New  York,  remarked  Jthat  instances  of  this  com- 
plete form  of  ophthalmoplegia  were,  on  the  whole,  rare.  He  had  not 
seen  a  dozen  cases  in  the  course  of  many  years.  He  thought  that  the 
diagnosis  as  made  by  Dr.  Lloyd  was  entirely  correct  and  that  the 
case  was  of  nuclear  origin.  Whether  or  not  Hutchinson  was  right  in 
believing  that  these  cases  were  due  to  syphilis,  is  difficult  to  deter- 
mine. He  would  not  be  so  much  inclined  to  ascribe  them  to  syphilitic 
infection  as  he  would  some  of  the  cases  of  partial  ophthalmoplegia 
that  are  supposed  to  be  nuclear. 

A  number  of  years  ago  Thomsen,  of  Berlin,  described*  an  unusual 
case  in  which  there  was  specific  infiltration  of  the  oculo-motor  roots, 
choking  some  fibers  without  destroying  them,  and  giving  rise  to 
partial  oculo-motor  symptoms.  That  case  had  always  stood  out  in 
his  mind  as  an  unusual  example  of  root  disease  in  contradistinction  to 
what,  on  clinical  grounds,  would  be  supposed  to  be  nuclear  disease. 

This  case  of  Dr.  Lloyd  he  was  inclined  to  rank  with  those  de- 
scribed by  Wernicke  under  the  head  of  polioencephalitis  superior. 
In  the  majority  of  these  cases,  particularly  in  the  acute  form,  there 
was  a  marked  alcoholic  history.  Cases  have  been  reported  by  the 
speaker  and  others,  in  which  ocular  symptoms  were  associated  with 
poliomyelitis  anterior,  and  it  is  evident  that  the  affection  may  at  times 
attack  the  gray  matter  in  the  floor  of  the  third  and  fourth  ventricles,  or 
at  other  times  involve  the  gray  matter  of  the  cord. 

Dr.  William  G.  Spiller  said  that  although  it  was  possible  that  the 
nuclei  of  the  sixth  nerves  in  the  case  were  involved  in  the  primary 
lesion,  he  would  be  more  inclined  to  attribute  the  disturbance  of  func- 
tion of  the  external  recti  muscles  to  impairment  of  the  connection  be- 
tween the  ocular  centers  by  means  of  the  posterior  longitudinal 
bundles.  The  absence  of  any  involvement  of  the  facial  nerves  seemed 
to  indicate  that  the  sixth  nuclei  were  not  primarily  diseased. 

The  case  of  Thomsen  alluded  to  by  Dr.  Sachs  resembled  some- 
what the  one  reported  by  Gibson  and  Turner  (Edinburgh  Med.  Journal, 
1897) ;  in  this  a  hemorrhagic  infiltration  was  found  in  the  oculo-motor 
nerve.  A  hemorrhage  in  the  opposite  frontal  lobe  was  at  first  sup- 
posed to  be  the  cause  of  the  oculo-motor  paralysis. 

Dr.  Spiller  also  referred  to  a  case  of  hysterical  ophthalmoplegia 
reported  by  Dr.  Sachs. 

Dr.  James  Hendrie  Lloyd  thought  that  the  point  made  by  Dr. 
Sachs'in  regard  to  root  involvement  was  of  interest.  The  possibility 
of  this  involvement  could  be  excluded  in  the  present  case,  because  the 
third  nerve  was  not  exclusively  involved.  The  fourth  and  sixth 
nerves  were  also  paralyzed.  In  the  absence  of  other  lesions,  the  case 
could  only  be  explained  as  one  of  those  selective  morbid  processes 
involving  the  nuclei. 

ERYTHROMELALGIA  AND  ALLIED  DISORDERS. 

Dr.  B.  Sachs,  of  New  York,  read  this  paper  by  invitation. 
While  rare    diseases    are    not    necessarily  interesting,  the 
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reader  referred  to  the  importance  of  erythromelalgia,  because 
of  the  discussion  that  necessarily  involved  the  consideration  of 
other  disorders  to  which  it  is  more  or  less  closely  allied.  In 
his  studies  on  the  subject  he  attempted  to  answer  the  following 
questions:  Does  erythromelalgia  constitute  a  disease  sin 
generis,  or  is  it  a  mere  complex  of  symptoms  which  may  be 
associated  with  a  number  of  other  diseases?  Is  it  of  peripheral 
or  central  origin?  Is  it  always  due  to  the  same  cause,  or  is  it 
in  any  sense  a  purely  nervous  disease? 

A  brief  review  of  the  subject  showed  that  the  majority  of 
writers  who  judge  the  matter  from  a  purely  clinical  standpoint 
thought  that  the  symptom-group  of  erythromelalgia  was  due 
to  involvement  of  the  posterior  and  lateral  gray  matter  of  the 
cord.  This  inference  was  based  solely  upon  the  association  of 
erythromelalgia  with  such  diseases  as  syringomyelia,  Morvan's 
disease  and  tabes  dorsaiis.  But  one  autopsy  had  been  per- 
formed up  to  the  present  time  on  a  patient  suffering  from 
erythromelalgia.  In  this  case  changes  were  found  by  Auer- 
bach  and  Edinger  in  the  posterior  roots,  but  it  is  doubtful 
whether  this  disease  of  the  posterior  roots  was  at  all  re- 
sponsible for  the  condition  of  erythromelalgia,  while  it  may 
have  had  an  important  bearing  upon  the  complicating  tabes 
dorsaiis.  Examinations  of  sections  of  the  peripheral  nerves 
and  of  the  arteries  had  been  made  by  Mitchell  and  Spiller  from 
an  amputated  toe  in  a  typical  case.  Their  findings  seemed  to 
bear  out  Mitchell's  contention  that  while  the  disease  may  pos- 
sibly be  of  central  origin,  it  could  also  be  explained  on  the  as- 
sumption of  a  nerve-end  neuritis. 

In  the  patient  detailed  by  Dr.  Sachs  the  disease  was  typical 
for  many  months,  until  a  large  gangrenous  ulcer  developed  on 
the  dorsum  of  the  foot.  On  this  account  amputation  of  the 
thigh,  immediately  above  the  knee,  had  to  be  performed,  and 
opportunity  was  given  for  ample  examination  of  the  nerve 
strands  and  arteries  in  the  leg.  The  histological  examination 
which  was  made  in  conjunction  with  Dr.  Alfred  Wiener,  of 
New  York,  proved  that  all  the  arteries  of  the  leg,  but  particu- 
larly the  popliteal  and  the  anterior  tibial,  were  markedly  dis- 
eased. The  lumen  in  the  larger  branches,  as  well  as  in  the 
smaller,  being  almost  entirely  occluded.  In  the  various  nerves 
that  were  examined  there  was  slight  degeneration,  altogether 
out  of  proportion,  however,  to  the  disease  of  the  blood-vessels. 

It  is  safe  to  assume  that  this  obliterating  endarteritis  was 
present  in  the  largest  as  well  as  the  smallest  blood-vessels  of 
the  thigh  and  leg.  As  the  speaker's  case  was  entirely  un- 
complicated, the  findings  prove  that  the  symptom-group  could 
be  explained  entirelv  on  the  assumption  of  peripheral  and 
arterial  disease,  followed  by  nerve  degeneration.    He  was  thus 
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led  to  agree  with  Mitchell  and  Spiller  as  to  the  probable  per- 
ipheral origin  of  erythromelalgia,  laying  greater  stress,  how- 
ever, upon  the  disease  of  the  blood-vessels  than  upon  the  dis- 
ease of  the  peripheral  nerves;  and  while  it  is  barely  possible 
that  in  some  instances  the  same  or  similar  group  might  be 
caused  by  disease  of  the  gray  matter  of  the  cord,  that  propo- 
sition was  still  to  be  proved.  Everything  pointed,  however,  to 
the  conclusion  that  erythromelalgia  did  not  represent  a  morbus 
sui generis,  but  was  a  symptom-group  which  might  exist  inde- 
pendently of  all  others,  but  might  at  times  be  associated  with 
other  diseases. 

The  speaker  finally  called  attention  to  the  fact  that  there 
were  conditions  following  upon  chronic  heart  and  arterial  dis- 
eases which  resembled  erythromelalgia  very  closely,  and  that 
from  the  point  of  view  of  morbid  anatomy,  there  was  some  re- 
semblance between  intermittent  claudication  and  the  disease 
under  discussion,  only  in  the  former  the  obliterating  endarteri- 
tis, as  shown  by  Erb,  leads  to  temporary  motor  paralysis,  while 
in  erythromelalgia  the  obliterating  endarteritis  causes  a  series 
of  sensory  and  vaso-motor  disturbances. 

Dr.  Wharton  Sinkler  remarked  that  the  paper  recalled  to  his 
mind  certain  cases  that  he  had  seen  resembling  erythromelalgia  with- 
out pain.  The  symptoms  were  more  those  of  arterial  disease  than  of 
nerve  disease.  In  some  cases  there  was  intense  flushing  of  one  foot 
when  the  limb  was  pendent.  This  led  him  to  think  that  the  theory  of 
Dr.  Sachs  was  certainly  tenable;  but  the  conclusion  cannot  be  escaped 
that  in  typical  cases  of  erythromelalgia.  as  described  by  Dr.  Mitchell, 
there  is  primarily  disorder  of  the  peripheral  nerves,  as  shown  by  pain, 
and  that  coincident  with  the  pain,  there  are  disorders  of  circulation 
which  are  due  to  the  nervous  disturbance. 

The  president  asked  if  it  might  not  be  of  value  to  institute  bacte- 
riological examinations  in  these  cases.  The  extreme  involvement  of 
the  intima  of  the  arterial  system  indicated  the  possibility  of  some 
microbic  infection.  The  fact  that  the  condition  was  limited  to  the 
vessels  of  one  limb  would  of  course  be  an  objection  to  this  view. 
This  would  also  militate  against  the  idea  of  a  central  origin.  The  pos- 
sibility of  thrombosis  in  the  main  artery  of  supply  should  also  be 
borne  in  mind. 

Dr.  W.  G.  Spiller  thought  that  the  presence  of  gangrene  was  not 
sufficient  to  exclude  a  diagnosis  of  erythromelalgia.  If  further  ex- 
amination shows  that  the  arteries  are  usually  affected  in  this  disease 
we  may  expect  to  find  gangrene  occasionally.  It  seemed  strange, 
however,  that  in  the  case  reported  by  Dr.  Sachs,  as  well  as  in  the  one 
reported  by  Dr.  Mitchell  and  himself,  the  disease  was  asymmetrical. 
If  arteritis  were  the  only  cause,  or  the  essential  cause,  we  would  ex- 
pect to  find  the  limbs  bilaterally  involved  in  erythromelalgia.  Dr. 
Sachs  had  stated  that  the  arteries  in  his  case  were  more  diseased  in 
portions  remote  from  the  area  of  gangrene;  that  would  seem  to  indi- 
cate that  the  disease  was  hardly  of  microbic  origin,  so  far  as  the 
gangrenous  area  was  concerned. 

Dr.  Spiller  said  that  the  atrophy  of  the  thigh  muscles  and  the  ex- 
aggeration of  the  knee-jerk,  mentioned  by  Dr.  Sachs,  were  interesting 
features  of  the  case.  Exaggerated  knee-jerk  was  also  observed  in  the 
case  reported  by  Dr.  Mitchell  and  himself.     The  atrophy  of  the  thigh 
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muscles  seemed  to  indicate  that  the  anterior  crural  nerve  was  involved, 
and  nevertheless  the  knee-jerk  was  exaggerated. 

Dr.  Spiller  thought  that  Dr.  Sachs  had  been  very  fortunate  in 
saving  his  patient  after  so  serious  an  operation,  for  surgical  inter- 
vention in  these  cases  has  sometimes  been  fatal.  In  one  case  men- 
tioned by  Dr.  Mitchell  the  patient  died  on  the  operating  table,  and  in 
the  patient  reported  by  Dr.  Mitchell  and  himself  an  ugly  slough 
formed  after  the  amputation  of  the  toe. 

The  endarteritis  described  by  Dr.  Sachs  agreed  with  the  findings 
of  Mitchell  and  Spiller,  but  Dr.  Spiller  was  unwilling  to  assert  from 
the  findings  of  one  case  that  the  essential  lesion  of  erythromelalgia 
was  arteriosclerosis.  This  view  may  be  correct,  but  it  is  exceedingly 
difficult  to  distinguish  the  primary  lesion  when  nerves  and  vessels  are 
diseased,  as  disease  of  either  may  lead  to  involvement  of  the  other, 
and  the  tissues  most  involved  are  not  necessarily  the  first  affected. 
Dr.  Mitchell  and  he  had  been  unable  to  say  which  was  the  primary 
lesion  in  their  case.  Even  if  the  process  were  primarily  vascular,  in- 
volvement of  the  nerves  seemed  to  be  necessary  for  the  complete 
clinical  appearance  of  erythromelalgia.  In  the  recent  thorough  work 
on  intermittent  claudication  by  Erb,  to  which  Dr.  Sachs  had  referred, 
the  symptoms  of  erythromelalgia  were  distinguished  from  those  of 
intermittent  claudication.  Intense  arteriosclerosis  often  exists  with- 
out the  signs  of  erythromelalgia. 

Withirr  the  past  six  months  Dr.  Spiller  had  seen  three  cases  pre- 
senting symptoms  resembling  those  of  erythromelalgia.  One  was  a 
pedler  who  carried  heavy  weights  on  her  arms,  and  walked  all  day. 
She  complained  of  intense  pain  in  her  arms  and  hands,  and  said  that 
her  hands  at  times  "got  as  red  as  blood."  She  suffered  also  from  pain 
in  her  feet.  The  second  case  was  that  of  a  woman  who  stood  nearly 
all  day.  She  complained  of  much  pain  in  her  heels,  and  these  parts 
were  somewhat  red.  The  third  patient  was  a  butcher,  who  complained 
of  considerable  pain  and  redness  of  the  feet,  and  he  had  no  knee-jerk, 
but  no  other  sign  of  tabes  was  discovered. 

The  question  had  occurred  to  Dr.  Spiller,  Why  do  we  not  find 
symptoms  of  erythromelalgia  in  every  case  of  neuritis?  Possibly  the 
disease  is  found  only  when  the  vaso-motor  nerves  are  affected.  It  is 
not  improbable  that  in  different  forms  of  neuritis  different  nerve  fibers 
are  diseased.  We  know  that  lead,  alcohol  and  the  toxin  of  diphtheria 
not  only  select  certain  nerves,  but  may  select  certain  fibers  within 
these  nerves.  Dejerine  has  shown  that  neuritis  is  not  uncommon  in 
tabes,  and  the  ataxia  may  be  in  part  due  to  this  neuritis.  It  is  not 
unreasonable  to  believe,  therefore,  that  in  some  forms  of  neuritis  the 
vaso-motor  nerves  are  especially  involved. 

Dr.  H.  A.  Hare  said  that  he  had  not  heard  all  of  the  paper,  and 
did  not  know  whether  the  gangrene  was  of  the  moist  or  dry  variety, 
or  whether  the  veins  were  affected  as  well  as  the  arteries.  From  the 
occlusion  of  the  arteries  he  should  expect  to  find  dry  gangrene, 
whereas,  if  the  veins  were  diseased,  the  gangrene  would  be  of  the 
moist  variety.  This  had  been  the  case  in  endarteritis  in  typhoid 
fever. 

Dr.  Charles  S.  Potts  referred  to  a  case  that  he  had  seen  a  number 
of  years  ago  at  the  University  Hospital.  The  patient,  a  young  man. 
had  one  toe  crushed  by  a  stone.  Shortly  afterwards  he  developed 
ascending  neuritis,  and  after  a  certain  length  of  time  this  was  followed 
by  typical  erythromelalgia. 

Dr.  A.  A.  Eshner  thought  that  it  was  not  a  remote  possibility 
that  in  erythromelalgia  we  had  primarily  to  do  with  some  toxic 
process,  not  necessarily  a  poison  from  without,  but  more  likely  a 
poison   generated   within   the   body.     The   objection   arising  from   its 
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peculiar  localization  would  have  to  be  disposed  of  as  Dr.  Spiller  had 
suggested.  We  do  not  know  why  it  is  that  certain  poisons  have  cer- 
tain affinities.  Many  toxic  substances  expend  a  part  of  their  activity 
upon  the  blood-vessels,  and  some  also  upon  the  nerves.  In  erythro- 
melalgia  there  may  be  a  degenerative  process  involving  the  blood- 
vessels and  an  inflammatory  process  involving  the  nerves,  and  through 
this  vicious  circle  there  results  an  aggravation  of  the  symptoms  at- 
tending either  process.  It  seems  not  impossible  that  in  this  combina- 
tion is  to  be  found  the  explanation  of  the  peculiar  train  of  phenomena 
that  we  see  in  erythromelalgia — why  with  simple  neuritis  or  with 
simple  arteriosclerosis  we  do  not  have  erythromelalgia,  while  with  the 
association  of  neuritis  and  arteriosclerosis  symptoms  of  erythromelal- 
gia develop. 

In  addition  to  the  cases  referred  to  there  was  another  that  was 
under  Dr.  Mitchell's  care,  and  in  which  operation  produced  a  success- 
ful result.  In  this  patient,  a  man  of  about  twenty-five  years  of  age, 
the  symptoms  followed  a  traumatism  of  the  foot,  induced  by  a  falling 
stone.  He  was  subjected  to  nerve  stretching  and  nerve  excision,  and 
the  symptoms  at  once  improved,  and  ultimately  disappeared. 

Dr.  Joseph  Sailer  referred  to  a  case  which  he  had  recently  ob- 
served and  which  was  in  the  wards  of  Dr.  J.  Chalmers  DaCosta  at 
the  St.  Joseph  Hospital.  When  the  man  stood  the  feet  swelled  and 
became  of  a  bluish,  dusky  color.  The  pain  was  not  excessive,  but  the 
swelling  and  pain  were  increased  by  walking.  Pressure  on  the  pos- 
terior tibial,  the  anterior  tibial  and  the  sciatic  nerves  caused  intense 
pain.  An  interesting  feature  was  a  surgical  complication  which  had 
occurred. 

Dr.  F.  Savery  Pearce  called  attention  to  the  fact  that  sometimes 
cases  of  periostitis  have  been  differentiated  with  difficulty  from 
erythromelalgia.  He  referred  to  a  case  in  which  Dr.  Mitchell  was  in 
doubt  as  to  whether  it  was  one  of  periostitis  or  erythromelalgia. 

Dr.  B.  Sachs  in  concluding  the  discussion,  said  that  no  bacterio- 
logical examination  had  been  made.  The  fact  that  the  arteries  were 
more  diseased  higher  up  than  in  the  vicinity  of  the  gangrene  would  be 
sufficient  to  disprove  the  microbic  origin  of  the  disease. 

In  regard  to  the  slight  difference  between  the  view  of  Drs. 
Mitchell  and  Spiller  and  that  expressed  by  himself,  he  wished  to  be 
understood  in  this  particular;  he  did  not  at  all  deny  the  importance  of 
neuritis  as  a  possible  factor  in  the  disease.  He  sided  entirely  with  Dr. 
Mitchell  and  Dr.  Spiller  as  against  the  majority  of  German  writers 
who  have,  without  microscopical  study,  concluded  that  this  was  a 
central  disease.  He  thought  that  symptoms  of  erythromelalgia  may 
be  associated  with  some  central  disease,  but  in  the  uncomplicated  cases 
that  have  been  reported  it  is  not  necessary  to  seek  any  central  nervous 
disease — the  peripheral  changes  are  sufficient  to  account  for  the  con- 
dition. He  believed  that  erythromelalgia  would  be  shown  to  be 
chiefly,  or  very  largely,  of  arterial  origin.  The  changes  in  the  arteries 
are  so  much  more  pronounced  than  those  in  the  nerves  that  he  thought 
it  was  hardly  possible  to  make  the  nerves  responsible  for  these 
changes. 

There  was  one  point  which  he  had  neglected  to  mention.  Several 
of  those  afflicted  with  erythromelalgia  have  been  tailors,  or  those  who 
sat  in  a  crouched  position  or  ran  sewing-machines,  and  he  thought 
that  it  might  be  better  to  go  back  to  a  simple  mechanical  explanation 
rather  than  to  seek  for  a  bacteriological  origin.  He  was  inclined  to 
doubt  the  bacteriological  or  toxic  causation  of  the  disease  which,  after 
lasting  for  years,  showed  relatively  slight  changes. 

In  reoly  to  Dr.  Hare  he  said  that  the  veins  had  been  examined 
and  found  to  show  only  very  slight  changes.  In  his  case  there  was 
moist  gangrene  of  the  foot  and  also  dry  gangrene  of  the  toe. 
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ANATOMY  AND  PHYSIOLOGY. 

no.     On  the  Innervation  of  the  Intracranial  Vessels.     A.  Morri- 
son (Edinburgh  Med.  Journal,   1898,  IV,  5,  p.  413). 

Working  upon  the  brain  of  the  fetal  cat,  the  author  succeeded  in 
demonstrating  fine  nerve  fibers  coursing  with  the  vessels  of  the  pia 
mater,  twisting  about  them,  and  terminating  upon  them  in  plexiform 
manner. 

In  his  paper  he  considers  the  subject  under  the  following  heads: 

1.  "The  character  of  the  structures  from  which  the  nerves  in 
question  rise."  2.  ''The  size  of  the  vessels  in  association  with  which 
the  nerves  have  been  found."  3.  "The  character  of  the  nerve  fibers." 
4.  "The  mode  of  termination  of  the  nerves  in  the  vessels,  and  in  the 
pia  mater."  5.  "The  presence  of  ganglion  cells  in  the  stems  of  the 
innervating  trunks,  and  the  character  of  these  cells." 

Of  the  first,  he  has  not  been  able  to  get  a  very  good  idea. 

2.  The  size  of  the  vessels  in  association  with  the  nerves  was  from 
10  to  20  micra.  The  nerves  themselves  bore  direct  relation  to  the  size 
of  the  vessels,  the  larger  being  about  2  micra  in  diameter,  the  individ- 
ual branches  measuring  about  0.5  micron. 

3.  The  nerve  fibers  are  interrupted  at  intervals  by  nuclear  bodies. 
The  nerves  have  sheaths  showing  connective  tissue  corpuscles  in  the 
larger  branches,  and  hyaline  in  the  smaller  ones. 

4.  The  nerves  terminate,  both  in  the  pia  mater,  and  on  the  ves- 
sels, in  a  plexus,  whose  ultimate  ramifications  end  in  points  so  fine 
that  their  exact  nature  cannot  be  made  out. 

5.  The  ganglion  cells  occurring  on  the  nerve  trunks  are  unipolar 
and  from  1  to  2.5  micra  in  diameter.  They  have  a  well  marked  nucleus 
and  nucleolus. 

His  specimens  were  prepared  by  Sihler's  hematoxylin  method. 
The  article  is  illustrated.  Allen. 


in.  Weiterer  Beitrag  zum  Verhalten  der  Reflexe  bei  hohen 
Querschnittsmyelitidkn  (A  Further  Contribution  to  the  Behavior 
of  the  Reflexes  in  High  Transverse  Myelitis).  Joseph  Fraenkel 
(Deutsche  Zeitschrift  fur  Nervenheilkunde,  Vol.  13,  Nos.  3  and 
4.  P-  274)- 

Fraenkel  reports  a  case  of  psammoma  of  the  spinal  cord,  extending 
from  the  tenth  thoracic  to  the  first  lumbar  segment.  The  tumor 
seemed  to  arise  from  the  posterior  part  of  the  cord.  The  twelfth  seg- 
ment was  entirely  destroyed  and  the  first  lumbar  was  not  intact.  The 
patellar  reflex  could  not  be  obtained,  but  a  tap  on  the  patellar  tendon 
caused  reflex  movement  of  the  adductors. 

About  one  hundred  cases  of  complete,  and  about  ten  of  partial, 
supralumbar  lesion  of  the  spinal  cord  have  been  reported,  in  which 
flaccid  paraplegia  existed,  although  the  pyramidal  tracts  were  degen- 
erated and  the  lumbar  cord  and  peripheral  motor  nerves  were  not  dis- 
eased. Fraenkel  believes,  therefore,  that  the  patellar  reflex  is  lost  in 
every  case  of  complete  supralumbar  lesion,  but  he  does  not  believe  that 
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flaccid  paraplegia  of  spinal  origin  is  a  proof  of  complete  transverse 
lesion.  Ten  cases  of  lost  reflexes  from  a  partial  lesion  of  the  cord 
have  been  observed.  Fraenkel  gives  the  various  theories  which  are 
held  relating  to  the  flaccid  paraplegia  from  complete  supralumbar 
transverse  lesion,  and  accepts  the  views  of  Bastian,  with  some  slight 
modification.  He  makes  the  preservation  of  muscular  tonus  of  great 
importance  in  the  maintenance  of  the  reflexes.  Stiller. 

112.  La  non-equivalence  des  deux  hemispheres  cerebraux  (The 
Non-equivalence  of  the  Cerebral  Hemispheres).  Klippel  (Jour- 
nal de  Med.,  March  6,  189S). 

After  examination  of  a  large  number  of  specimens,  the  author  finds 
a  distinct  difference  between  the  secondary  degeneration  following 
lesions  of  the  right  and  of  the  left  cerebral  hemispheres. 

He  has  found  descending  degeneration  of  the  crossed  pyramidal 
tract  after  cortical  softening  on  the  left  side  limited  to  the  frontal  lobe 
anterior  to  the  ascending  frontal  convolution,  and  leaving  this  entirely 
intact.  In  lesions  involving  the  Rolandic  convolutions  he  finds  de- 
generation of  the  pyramidal  tract  more  marked  when  the  lesion  is  on 
the  left  side.  Involvement  of  the  direct  pyramidal  tract  is  more  frequent 
in  left-sided  lesions.  Bilateral  descending  degeneration,  that  is,  de- 
generation of  the  crossed  pyramidal  tract  on  both  sides  from  a  uni- 
lateral lesion,  is  seen  almost  exclusively  in  lesions  of  the  left  side. 

Patrick. 

113.  An  Experimental  Study  of  Visions.  Morton  Prince  (Brain,  21, 
1898,  p.  528). 

This  is  an  interesting  paper  on  the  genesis  of  visions  with  the  re- 
lated phenomena.  The  author  has  summed  up  the  observations  as 
follows: 

(1)  Visions  in  sane  persons  may  be  revivals  of  past  visual  ex- 
periences, which  originally  may  have  been  conscious  or  sub-conscious. 
The  original  sub-conscious  experience  may  have  occurred  in  a  moment 
of  absentmindedness,  or  may  not  have  been  sufficiently  intense  to 
have  entered  consciousness,  or  (rarely),  may  have  occurred  in  som- 
nambulism. 

(2)  The  vision,  instead  of  being  a  revival,  may  be  a  newly  created 
pictorial  representation  of  past  experience  other  than  visual.  That  is 
to  say,  past  impressions  of  one  or  more  senses  (touch,  hearing)  and 
actions  may  translate  themselves  into  a  representation  by  another  sense 
as  a  vision. 

(3)  It  is  probable,  though  not  proved,  that  a  vision  may  not  re- 
produce or  represent  any  past  experience,  visual  or  other,  but  may  be 
newly  created  out  of  something  the  subject  has  read,  heard  or  thought. 
The  inference  from,  and  passing  thoughts  about,  known  facts,  may 
weave  themselves  into  visions.  This  was  probably  the  origin  of  the 
visions  of  Joan  of  Arc,  and  religious  enthusiasts. 

(4)  Visions  may  partake  more  or  less  of  the  characteristics  of 
these  classes,  being  partly  revivals,  partly  representations  of  actual 
non-visual  experiences,  and  also  of  the  subject's  knowledge,  inferences 
and  thoughts. 

(5)  Generalizing,  it  is  possible  that  hallucinations  of  the  other 
senses,  especially  of  hearing,  and  as  exhibited  by  trance  mediums, 
may  have  a  similar  origin  and  composition. 

(6)  Analogous  phenomena  may  be  observed  in  the  attacks  of 
hysterics  where  the  passing  thoughts  in  the  normal  state  may  appear 
as  insistent  ideas  in  the  attack. 

(7)  It  is  probable  that  thoughts  which  have  strongly  absorbed 
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the  mind  and  expressed  the  longed-for  ambition,  or  the  ideas  and  be- 
liefs of  the  subject,  may  appear  as  visions.  The  subjects  then  are  apt 
to  look  upon  them  as  inspirations.  In  this  way  have  arisen  the  visions 
of  political  personages  like  Joan  of  Arc,  Bismarck,  and  religious  en- 
thusiasts like  Luther,  Fra  Angelico,  Catherine  of  Sienna  and  others. 

{8)  Visions,  artificially  created,  may  be  representations  and  re- 
vivals of  the  experience  of  the  hypnotic  personality,  of  which  experi- 
ence the  waking  consciousness  has  never  had  knowledge. 

(9)  Impressions  on  the  sense  organs  which  never  entered  con- 
sciousness (therefore  neither  known  nor  remembered)  may  afterwards 
appear  as  visions.  Jelliffe. 


PATHOLOGY  AND  CLINICAL  NEUROLOGY. 

114.  Primary  Diffuse  Sarcomatosis  of  the  Pia  Mater.  FreySvenson 
(Nordiskt  Medicnskt  Arkiv.,  1897,  No.  6;  Progres  medical,  April 
9,  1898). 

A  patient  of  fifteen  years  died  after  having  had  symptoms  of  brain 
tumor  for  six  years,  when  the  autopsy  revealed  a  diffuse  sarcomatosis 
of  the  base  of  the  brain,  extending  to  the  upper  cervical  region  of  the 
cord,  but  entirely  confined  to  the  soft  membranes.  There  were  also 
lobes  of  the  growth  found  on  the  inferior  surface  of  the  cerebellum,  in 
the  right  lateral  ventricle,  and  in  the  temporo-occipital  fissure.  The 
growth,  or  growths,  were  supposed  to  originate  in  the  endothelium  of 
the  subarachnoid  space.  The  author  was  able  to  find  in  the  literature 
fifteen  cases  of  diffuse  neoplasm  limited  to  the  leptomeninges  of  the 
central  nervous  system.  Patrick. 

115  Parasitisme  des  centres  nerveux  par  mycose  (Mycotic  Infec- 
tion of  the  Nervous  Centers)  J.  Roux  &  J.  Paviot  (La  Piesse 
Medicale,  23  Fevrier,  1898,  p.  102). 

The  patient,  forty-one  years  of  age,  was  admitted  to  the  hospital 
suffering  from  paresis  of  the  lower  extremities  and  other  nervous  dis- 
orders. She  was  married,  had  had  one  miscarriage  and  one  child 
which  died  in  early  infancy.  There  was  no  neuropathic  heredity,  and, 
aside  from  excessive  indulgence  in  alcohol,  no  history  of  previous  dis- 
ease. Fifteen  days  before  admission  to  the  hospital  the  patient  caught 
cold  during  menstruation,  and  felt  very  much  fatigued.  The  following 
day  she  had  a  slight  attack  of  sore  throat,  and  noticed  abnormal  sensa- 
tion in  the  lower  limbs,  that  is,  tingling  and  stabbing  pains.  She  was 
so  weak  that  it -was  almost  impossible  for  her  to  remain  standing.  Her 
condition  continued  to  grow  worse,  and  she  applied  for  admission  to 
the  hospital.  Her  condition  was  as  follows:  Great  weakness  of  the 
lower  limbs;  locomotion,  however,  was  possible,  but  the  patient 
walked  with  a  staggering  gait;  the  station  was  poor,  the  patient  falling 
if  not  supported;  there  was  no  inco-ordination;  the  reflexes  were  lost; 
tactile  sense  was  disturbed,  the  patient  responding  very  slowly  and 
localizing  very  poorly;  the  sphincters  were  intact.  Two  days  later  the 
patient  was  unable  to  stand,  but  could  still  move  the  limbs,  while  in 
bed.  Sensation  was  almost  completely  abolished,  particularly  in  the 
feet  and  legs,  and  the  subjective  pains  and  tingling  were  still  present. 
There  was  no  muscular  atrophy,  no  fever,  no  disturbance  of  the  heart 
or  respiration,  and  the  urine  was  normal  Three  days  later  the  paraly- 
sis had  continued  to  ascend,  and  had  involved  the  sphincters.  The 
general   condition,  however,   remained  excellent.     Tl\e  following  day 
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the  arms  were  completely  paralyzed,  and  one  day  later,  on  the  twenty- 
second  day  of  the  disease,  the  patient  developed  tranquil  delirium  and 
some  hallucinations.  She  complained  particularly  of  a  sense  of  an- 
guish if  she  looked  at  any  clear  space  of  considerable  size  in  her  neigh- 
borhood, having  a  kind  of  phobia  for  empty  space.  Up  to  this  time 
the  heart  had  remained  normal.  The  following  day,  bulbar  symptoms 
appeared,  and  there  was  tachycardia,  and  on  the  twenty-fourth  day  the 
patient  died.  The  most  important  changes  in  the  central  nervous  sys- 
tem were:  first,  the  marked  increase  in  the  consistency  of  the  brain  and 
medulla.  The  dura  mater  of  the  cord  was  covered  by  a  multitude  of 
little  glistening  tumors  containing  a  clear  substance.  The  surface  of 
the  cord  was  irregular  and  nodular,  as  if  constricted  by  the  pia  mater, 
which  formed  a  number  of  irregular  rings  about  it,  with  projection  of 
the  substance  between  them.  The  microscopical  examination  gave  some 
extraordinary  results.  In  the  pia  mater,  penetrating  into  the  fissures 
of  the  cord,  were  found  a  number  of  micro-organisms  of  very  unequal 
length,  varying  in  size  from  that  of  the  tubercle  bacillus  to  long  fila- 
ments following  all  the  flexions  of  the  pia  mater.  The  latter  were 
formed  by  chains  of  individuals  placed  end  to  end  with  a  clear  space 
between.  Branches  were  not  observed,  nor  were  the  ends  swollen. 
These  filaments  were  found  in  the  lumbar  region  in  the  substance  of 
the  spinal  cord,  particularly  surrounding  the  blood  vessels.  Similar,  but 
fewer,  bodies  were  found  in  the  medulla  and  in  the  cerebellum.  In  the 
brain  itself  the  results  were  doubtful;  a  number  of  small  granules  stain- 
ing deeply  by  methylene  blue,  but  not  by  Gram,  were  found  around  the 
blood  vessels.  In  no  part  of  the  central  nervous  system  was  there  any 
trace  of  inflammatory  reaction  or  accumulation  of  round  cells.  Cul- 
tures and  inoculations  were  unfortunately  not  made;  but  the  authors 
are  convinced  that  the  parasite  belongs  to  the  group  of  streptothricea?. 
The  symptoms  presented  by  the  patient  resembled  very  closely  those 
of  Landry's  ascending  paralysis,  and  in  the  absence  of  inflammatory 
reaction,  they  assume  that  they  were  produced  by  the  parasite  in  con- 
sequence of  its  mechanical  inhibition  of  nervous  action.  The  mode  of 
entrance  was  probably  by  penetration  of  the  mucous  membrane  during 
the  attack  of  sore-throat.  Sailer. 


116.  Der  Morbus  Basedowii  (Basedow's  Disease).  Schwerdt 
(Miinchener  Medicin.Wochenschrift,  1898,  Nos.  42,  43  and  44, 
p.  1334  et  seq.). 

As  the  author  himself  admits,  the  title  of  his  article  is  somewhat 
misleading,  since  its  aim  is  to  show  that  Basedow's  disease,  myxe- 
dema and  scleredema  all  have  their  starting-point  in  the  condition, 
■enteroplosis.  This  last  he  defines  as  a  constitutional  disease — which 
could  be  more  correctly  called  ''general  atony" — whose  most  promi- 
nent symptom  is  a  ptosis  of  the  abdominal  viscera.  The  disease  de- 
pends upon  an  irritable  weakness  of  the  nervous  system,  congenital  or 
acquired,  bearing  a  close  relationship  to  neurasthenia. 

The  alteration  in  intra-abdominal  pressure,  through  weakness  of 
the  muscles  of  the  abdominal  walls,  and  the  atony  of  the  stomach  and 
intestinal  musculature,  tend  to  cause  a  stasis  in  the  flow  of  blood  and 
lymph,  digestive  disturbances,  abnormal  fermentations,  and  autointoxi- 
cation. There  is  gradually  more  and  more  disturbance  of  the  circu- 
lation in  the  abdominal  lymphatics,  the  valves  of  the  thoracic  duct 
finally  become  insufficient,  and  the  chyle  tends  to  pass  into  the  ex- 
ternal lymphatics  and  to  mix  with  the  body  lymph,  hence  the  tendency 
to  lymph  accumulation  at  certain  points,  and  the  production  of  local- 
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ized  edema,  so  common  in  Basedow's  disease.  By  a  further  exten- 
sion of  this  process,  the  author  attempts  to  explain  the  production  of 
exophthalmos,  by  lymph  stasis  in  the  orbital  cavities. 

On  account  of  the  circulatory  disturbance,  the  heart  becomes 
hypertrophied,  and  irritable,  and  beats  more  rapidly — the  tachycardia. 
Finally  the  passages  of  toxins,  and  especially  of  the  chyle  through  the 
thyroid  gland — whose  function,  he  thinks,  is  to  separate  from  the 
blood,  and  to  neutralize  certain  toxins — causes  an  irritation  of  the 
organ,  hence  a  hypertrophy  of  it — the  struma — and  increased  produc- 
tion of  its  thyreoantitoxin,  so  accounting  for  the  other  symptoms  of 
Basedow's  disease. 

The  process  continuing,  there  are  gradually  produced  induration 
and  shrinking  of  the  lymph  glands,  and  changes  in  caliber  of  the  larger 
lymph  vessels,  especially  of  the  thoracic  duct. 

There  is  a  tendency  to  dilatation  of  the  lymph  capillaries  in  cer- 
tain regions,  especially  about  the  chest  and  upper  extremity,  and  to 
accumulation  there  of  mucoid  material,  causing  local  swellings.  The 
thyroid  gland  atrophies,  and  ceases  to  functionate,  and  we  have  the 
clinical  picture  of  myxedema.  Sclerodema,  which  has  many  points 
of  resemblance  to  myxedema,  presents  three  stages,  edema,  indura- 
tion, and  atrophy. 

Unlike  in  myxedema,  the  swelling  does  not  spread  to  contiguous 
tissues,  but  occurs  in  independent  foci.  This,  however,  seems  due  to 
local  causes,  as  injury,  cold,  rheumatism,  etc.  In  both  diseases,  the 
author  considers  that  there  is  a  stasis  of  chyle  and  lymph,  but  while 
in  myxedema  this  is  mainly  through  obliteration  of  the  thoracic 
duct,  in  sclerodema  the  obstruction  is  mainly  in  the  lymph  glands. 
The  author  quotes  a  number  of  authorities  to  support  his  opinions  at 
certain  points,  but  gives  no  post-mortem  findings  on  which  to  base 
his  theory,  and  relates  no  new  facts.  Allen. 

117.     On  Four  Obscure  Cases  of  Intracranial  Disease.    H.  J.  Camp- 
bell (Brit.  Med.  Jour.,  1898,  No.  1970,  p.  959). 

Case  I.  A  spinner,  aged  nineteen,  had  had  headache  for  four 
months,  vomiting  for  two  weeks  and  dragging  of  the  right  leg  for  two 
days  before  admission  to  hospital.  The  next  day  paralysis  of  the  right 
arm,  aphasia  and  impairment  of  sensation  on  the  whole  right  side  were 
added.  The  patient  was  restless  and  irritable  and  the  inner  edge  of 
either  disk  was  found  to  be  somewhat  blurred;  temperature  99.2,  pulse 
84,  respirations  slightly  accelerated.  For  two  days  his  condition  re- 
mained much  the  same,  when  he  suddenly  died. 

The  necropsy  revealed  a  most  unusual  cause  for  the  symptoms. 
The  left  cerebral  hemisphere  was  softer  and  more  friable  than  the  right, 
but  no  gross  lesion  was  discovered  except  a  few  tubercles  on  the  ves- 
sels at  the  base.  Doctor  Eurich  (a  very  competent  man)  made  the 
microscopical  examination  and  found  numerous  tubercle  bacilli  in  the 
gray  matter  of  the  motor  area.  The  hemiplegia  was  therefore  appar- 
ently due  to  pressure  upon  the  cortical  cells  by  the  inflammatory 
edema,  caused  by  the  presence  of  the  micro-organisms  in  this  region. 
Case  II.  A  woman  of  thirty-three,  for  a  period  of  fourteen  weeks 
presented  the  symptoms  of  tumor  of  the  pituitary  body.  On  examina- 
tion post  mortem  no  tumor  was  found,  but  an  inflammatory  thickening, 
principally  a  pachymeningitis,  in  the  region  of  the  sella  turcica.  As 
"here  and  there  there  were  evidences  of  caseation"  the  lesion  was  prob- 
ably of  tubercular  or  syphilitic  origin. 

Case  III.  A  boy  of  fifteen  complained  of  slight  headache,  a  few 
minutes    later   vomited,    after    walking   home   vomited    again,    and    in 
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doing  so  fell  down  unconscious.  There  was  a  slight  general  convul- 
sion and  he  died  six  hours  later. 

At  the  necropsy,  made  thirty-three  hours  after  death,  the  right  half 
of  the  brain  was  found  to  be  suffused  with  blood  under  the  pia  from 
the  rupture  of  small  vessels  on  the  surface;  the  lateral  ventricles,  the 
iter,  and  the  third  and  fourth  ventricles  all  distended  with  blood  clot, 
the  source  of  the  hemorrhage  being  the  choroid  plexus  apparently  in 
the  right  ventricle,  this  being  more  distended  than  the  left.  The  lungs 
were  normal.  The  pericardium  was  universally  adherent,  the  cavity 
being  quite  obliterated.  The  pericardium  was  also  adherent  to  the  ad- 
jacent lung  and  chest  wall.  The  right  ventricle  was  dilated  and  empty, 
the  left  being  much  hypertrophied.  The  spleen  was  large,  but  other- 
wise normal.  The  thymus  was  large.  Both  kidneys  were  very  large, 
and  were  typical  examples  of  congenital  cystic  degeneration.  The 
stroma  presented  the  naked-eye  appearances  of  fatty  degeneration. 
The  bladder  was  large  and  thick-walled.  The  stomach  was  empty  and 
somewhat  dilated.     All  other  organs  were  normal. 

Case  IV.  A  woman,  forty-two  years  old,  subject  to  "attacks  of  acute 
hysteria"  and  with  mitral  stenosis,  had  "an  emotional  attack"  while  out 
driving.  This  was  thought  to  be  hysterical,  but  at  the  termination  of 
the  drive  she  was  found  to  be  semi-conscious,  in  which  state  she  re- 
mained for  some  hours.  On  regaining  consciousness  she  was  found 
to  have  left  hemiplegia,  paralysis  of  both  third  nerves,  was  unable  to 
talk  and  was  very  emotional.  From  this  condition  she  gradually  re- 
covered, but  had  a  second  attack  from  which  she  died. 

On  making  a  necropsy  the  basilar  artery  was  found  plugged  with 
an  ante-mortem  clot  of  quite  recent  date,  and  an  old  adherent  clot  on  the 
anterior  wall  of  the  posterior  cerebrals  at  their  point  of  origin,  occlud- 
ing the  vessels  going  to  the  posterior  perforated  space.  There  was  also 
a  recent  hemorrhage  on  the  surface  of  the  right  occipital  lobe  from  the 
posterior  cerebral.  Except  for  mitral  stenosis  the  other  organs  were 
healthy.  Patrick. 


118.  Note  sur  les  delires  d' auto-intoxication  et  d'infection  (Note 
upon  the  Delirium  of  Auto-intoxication  and  Infection).  Regis 
(La  Presse  Medicale,  Aug.  3,  1898). 

Regis  believes  that  the  deliria  of  auto-intoxication  resemble  very 
closely  those  produced  by  other  forms  of  intoxication,  particularly 
alcoholism.  He  regards  all  these  as  being  practically  states  of  som- 
nambulism, and  cites  an  interesting  case  in  which  he  was  able  to  recall 
to  the  recollection  of  his  patient  his  actions  during1  the  delirious  state 
by  hypnotizing  him.  This  led  him  to  employ  suggestion  for  the  cure 
of  persistent  post-febrile  delirium,  and  he  found  that  he  was  able  to 
restore  his  patients  in  certain  cases  to  memory,  and  in  some  cases  to 
dissipate  what  had  apparently  become  fixed  ideas.  Sailer. 

119.  Sectionsbefund  bei  einer  frischen  spinalen  Kinderi.ahmung 
(Pathological  Findings  in  a  Case  of  Recent  Spinal  Infantile  Paral- 
ysis). Matthes  (Deutsche  Zeitschrift  fur  Nervenheilkunde,  vol. 
13,  Nos.  3  and  4,  p.  331). 

The  question  as  to  whether  anterior  poliomyelitis  is  a  disease 
which  affects  the  ganglion  cells  of  the  anterior  horns  primarily  or 
secondarily  has  never  been  positively  decided.  Charcot  believed  that 
the  motor  cells  were  primarily  affected,  and  v.  Kahlden  has  recently 
defended  this  opinion.    All  cases  of  anterior  poliomyelitis,  which  have 
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been  examined  soon  after  the  commencement  of  the  disease,  have 
shown  myelitis.  Recent  cases  alone  are  of  value  in  determining  the 
primary  seat  of  the  affection. 

Matthes  reports  a  case  of  anterior  poliomyelitis  in  which  death 
occurred  eight  days  after  the  beginning  of  the  paralysis.  He  found 
circumscribed  hemorrhagic  myelitis,  with  changes  in  the  ganglion  cells 
of  the  anterior  horns,  which  he  regarded  as  secondary.  The  vessels 
arising  in  the  anterior  spinal  artery  seemed  to  be  almost  the  only  ones 
affected.  This  is  the  first  case  of  anterior  poliomyelitis  studied  by  the 
method  of  Nissl.  Spiller. 

120.  Ueber  einen  Fall  von  Tumor  cerebri  (Concerning  a  Case  of 
Cerebral  Tumor).  H.  Oppenheim  (Deutsche  med.  Wochenschrift, 
10,  1898). 

Oppenheim  reports  an  interesting  case  of  brain  tumor.  The  pa- 
tient spoke  quite  well  so  long  as  he  was  in  the  recumbent  position, 
though  he  had  some  difficulty  in  remembering  words.  The  disturbance 
of  speech  increased  when  he  was  sitting,  and  he  had  much  difficulty  in 
recalling  words,  and  did  not  understand  all  that  was  said  to  him. 
Words  which  he  could  not  remember  when  he  was  sitting  were  re- 
called almost  immediately  when  he  laid  down.  The  disturbance  of 
speech  Oppenheim  describes  as  amnestic  aphasia  and  paraphasia,  be- 
cause the  patient  spoke  much  and  sensibly,  but  had  difficulty  in  finding 
words.  In  the  sitting  posture  the  disturbance  of  speech  took  the  form 
of  word  deafness.  A  sarcoma  was  found  in  the  left  supramarginal 
gyrus  at  the  necropsy,  and  involved  also  the  posterior  part  of  the  first 
temporal  gyrus.  The  left  temporal  lobe  was  supposed  to  have  been 
pressed  upon  by  the  growth  when  the  patient  was  sitting.      Spiller. 

121.  Pathology  of  a  Case  of  Friedreich's  Disease.  With  a  Sum- 
mary of  Previously  Reported  Cases.  H.  Mackay,  M.D.  (Brain, 
21,  1898,  p.  435). 

The  author  presents  an  extended  study  of  a  case  of  Friedreich's 
ataxia  and  gives  a  very  complete  summary  of  all  of  the  known  pub- 
lished cases.  He  believes  that  our  present  knowledge  of  the  pathogene- 
sis of  the  disease  cannot  be  better  summed  up  than  in  Guiz"etti's  con- 
clusion, that  Friedreich's  disease  depends  upon  a  congenital  predispo- 
sition, in  consequence  of  which,  in  the  early  years  of  life,  certain  sys- 
tems of  fibers  and  nerve  cells  undergo  a  process  of  progressive  atrophy, 
and  that  the  process  is  independent  of  any  contributory  effect  from 
vascular  alterations.  In  further  explanation  of  the  process  the  author 
adds  that  the  expression  "certain  systems  of  fibers  and  cells"  in  these 
conclusions  of  Guizetti  ought  perhaps  to  be  understood  as  follows: 

A.  (Due  to  arrested  development  at  the  eighth  month.)  Tracts  in 
the  cord  which  are  the  latest  to  undergo  medullation,  viz.,  the  pyra- 
midal tracts,  direct  and  crossed,  and  the  postero-internal  tract. 

B.  (Secondary  to  mal-development  of  Goll's  column?)  Systems 
of  fibers  and  cells  functionally  related  to  the  postero-internal  tract. 
The  extent  of  the  atrophic  process  as  to  systems  attacked  and  degree 
of  degeneration  in  individual  systems  may  be  dependent  upon  the 
duration  of  the  disease,  these  systems  may  include:  1.  The  peripheral 
sensory  neuron  complex  in  its  entirety,  viz.,  peripheral  sensory  fibers, 
ganglion  cells,  posterior  roots  and  root  zones  (Burdach's,  Lissauer's), 
fibers  to  Clarke's  columns,  to  the  middle  zone,  and  to  the  anterior 
cornua. 

2.  Portions  of  the  central  sensory  neurons,  viz.,  cells  in  posterior 
horns,  with  associated  ascending  fibers,  cells  in  Clarke's  columns,  with 
associated  fibers  (direct  cerebellar  tract),  cells  in  middle    zone,    with 
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associated  fibers  (Gowers'  tract),  cells  in  medullary  nuclei,  clavate  and 
cuneate,  with  associated  fibers  (internal  arcuate).  Jelliffe. 

122.  PaRALYSIE  DU  VOILE  DU  PALAIS  ET  DU  FACIAL  INFERIEUR  DROIT, 
AVEC  PARESIE  DU  PNEUMOGASTRIQUE    ET    DU    PHRENIQUE    DANS    UN    CAS 

d'angine  diphtherique  (Paralysis  of  the  Soft  Palate  and  of  the 
Right  Inferior  Facial,  with  Paresis  of  the  Pneumogastric  and  the 
Phrenic  Nerves  in  a  Case  of  Diptheritic  Angina.  Varnali  (La 
Presse  Medicale,  Aug.  13,  1898.) 

The  patient  had  suffered  for  some  days  from  a  sore  throat,  from 
which  she  apparently  recovered,  when  she  commenced  to  experience 
difficulty  in  gargling,  and  the  voice  became  nasal.  The  soft  palate  was 
motionless  and  anesthetic,  and  failed  to  react  even  to  electricity.  A 
few  days  later  there  was  a  deviation  to  the  left  of  the  orbicularis  oris 
and  the  right  naso-labial  fold  disappeared.  There  was  partial  reaction 
of  degeneration  in  the  muscles  of  the  paralyzed  side.  Three  days  later 
the  patient  suffered  from  tachycardia  and  difficulty  in  respiration,  that 
was  apparently  caused  by  paresis  of  the  diaphragm,  which  contracted 
poorly  and  irregularly.  Deglutition  was  exceedingly  difficult.  The 
epiglottic  reflex  was  lost,  and  the  vocal  cords  were  paretic.  Subse- 
quently there  was  tingling  and  a  sensation  of  cold  in  the  legs  and 
arms,  but  she  ultimately  recovered.  Varnali  believes  that  the  exten- 
sive distribution  of  the  lesions  in  this  case  indicates  the  fact  that  the 
post-diphtheritic  paralyses  are  due  to  neuritis  and  not  to  a  central 
lesion.  Sailer. 

123.  A  Remarkable  Case  of  Aphasia.  Acute  and  Complete  Em- 
bolic Softening  of  the  Left  Motor-vocal  Speech  Center  (Bro- 
ca's  Convolution)  in  a  Right-handed  Man;  Transient  Motor 
Aphasia,  Marked  Inability  to  name  Objects,  and  especially 
Persons,  Considerable  Agraphia  and  Slight  Word-Blindness. 
Byrom  Bramwell  (Brain,  21,  1898,  p.  343). 

An  epitome  of  this  interesting  case  is  given  in  the  title;  the  more 
complete  history  should  be  consulted  in  the  original.  The  author's 
own  conclusions  are  as  follows:  "It  may,  of  course,  be  argued  that  the 
motor-vocal  speech  center  is  not  necessarily  limited  to  the  posterior 
end  of  the  lower  (third)  left  frontal  convolution  (Broca's  convolu- 
tion), or  indeed  to  the  adjacent  parts  of  the  lower  (third)  left  frontal 
convolution  (for  in  this  case  the  softening  involved  not  only  the  'foot.' 
but  also  the  'cap'  and  the  'orbital'  portion  of  the  third  left  frontal 
convolution),  but  that  it  may,  in  exceptional  cases,  of  which  this  was 
an  example,  be  situated  in  the  adjacent  parts  of  the  left  hemisphere  (the 
lower  end  of  the  left  ascending  frontal  convolution,  etc.).  In  other 
words,  that  the  modern  view,  that  the  lower  end  of  the  left  ascending 
frontal  convolution  is  merely  the  ordinary  psycho-motor  center  for  the 
lower  face,  tongue,  larynx,  etc.,  and  that  it  is  not,  properly  speaking, 
a  part  of  the  motor-vocal  speech  center,  is  erroneous.  If  this  be 
granted,  it  must,  of  course,  be  allowed  that  it  is  unnecessary  to  sup- 
pose that  the  action  of  the  left  motor-vocal  speech  center  was  in  this 
case  taken  up.  and  carried  on  by  the  corresponding  center  in  the  right 
hemisphere." 

"In  short,  after  the  most  careful  and  impartial  consideration  of  the 
whole  question,  the  most  reasonable  explanation  of  the  absence  of 
motor-vocal  aphasia  in  this  case,  in  which  Broca's  convolution  was 
completely  and  acutely  destroyed,  seems  to  me  to  be  that  the  function 
of  the  left  motor-vocal  speech  center  was  taken  up  and  carried  on  by 
the  motor-vocal  speech  center  in  the  right  hemisphere  of  the  brain." 

Jelliffe. 
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LEgONS  DE  CLINIQUE  THERAPEUTIQUE  SUR   LES  MALADIES  DU    SYSTEME    NER- 

veux.    Par  le   docteur   Gilles  de  la  Tourette.      Paris:  E.    Plon, 
Nourrit  et  Cie.,  1898. 

This  volume  of  clinical  lectures  is  in  the  French  style,  with  which 
we  all  were  so  familiar  during  the  life  of  Charcot.  There  is  certainly 
no  country  except  France,  where  it  is  so  much  the  vogue  to  publish 
clinical  lectures  that  a  large  volume  of  nearly  500  pages  on  rather  com- 
monplace themes  would  be  looked  upon  as  a  matter  of  course.  The 
volume  exemplifies  the  evils  of  this' kind  of  literature;  it  is  diffuse  with- 
out being  exhaustive,  and  prolix  without  being  especially  learned. 
Withal  it  is  interesting;  and  for  those  who  take  time  to  go  through 
it  page  by  page  it  will  be  found  both  instructive  and  refreshing  to  the 
memory.  We  cannot  but  protest,  however,  against  a  class  of  books 
which,  like  this  one,  require  twice  the  time  for  reading  that  would  be 
needed  for  a  more  condensed  volume  that  could  readily  contain  in  one 
half  the  space  all  that  this  volume  contains. 

The  subjects  treated  by  Gilles  de  la  Tourette  are  cerebral  hem- 
orrhage, neurasthenia,  epilepsy,  hysteria,  tic  douloureux,  migraine, 
morphinomania,  Meniere's  disease,  club-foot,  syphilitic  myelitis  and 
locomotor  ataxia. 

On  the  subject  of  cerebral  hemorrhage  the  author  presents  noth- 
ing new — and  for  this  we  certainly  cannot  criticise  him. 

Neurasthenia  receives  from  Tourette  a  very  satisfactory  exposition. 
It  is  not  only  clearly  outlined,  but,  what  is  of  first  importance,  it  is 
clearly  differentiated  from  hysteria.  This  is  what  we  would  expect 
from  an  author  whose  monograph  on  hysteria  is  the  best  clear-cut 
description  of  this  disease  that  we  possess  in  any  language.  The  author 
gives  full  credit  to  Beard  for  what  he  did  to  establish  a  recognition  of 
neurasthenia,  but  he  perceives  plainly  that  Beard  did  not  contribute 
much  more  than  the  name  and  had,  himself,  a  very  confused  idea  of  the 
affection.  With  him  it  was  a  remarkable  medley  of  hysteria,  hypo- 
chondria and  sexual  perversion.  Tourette  subdivides  the  subject  into 
cerebrasthenia  and  myelasthenia — not  a  bad  observance,  even  if  a  lit- 
tle pedantic.  He  calls  especial  attention,  even  while  distinguishing  be- 
tween the  two  neuroses,  to  the  fact  that  hysteria  and  neurasthenia  may 
coexist  in  the  same  individual,  and  to  this  combination  he  gives  the 
name  hystero-neurasthenia.  This  is  characteristic  of  the  analytical  fac- 
ulty, so  well  marked  in  the  French  mind,  and  which  has  made  so  many 
of  their  clinicians  such  able  demonstrators  of  nervous  diseases.  It  is 
certain  that  few  American  or  English  writers  would  proceed  to  such 
distinctions,  and  yet  they  are  perfectly  valid  and  even  necessary.  We 
miss,  however,  in  Tourette's  paper  a  clear  recognition  of  certain 
neurasthenic  states  of  mind  which  are  described  by  Regis  in  his  recent 
work  as  impulsive  and  aboulic  obsessions.  We  know  quite  well  that 
most  authors  include  such  mental  stigmata  under  incipient  or  con- 
firmed paranoia,  but  we  are  convinced  from  experience  that  Regis  is 
correct  in  recognizing  that  such  fixed  or  imperative  conceptions  may 
coexist  with  neurasthenia,  *.  e.,  may  help  to  constitute  a  true  cerebras- 
thenia. This  is  an  important  clinical  fact  which,  it  seems  to  us,  is  too 
much  ignored  by  Tourette  and  others. 

The  lecture  on  hysteria  is  one  of  the  most  important  in  the  vol- 
ume, because  it  is  devoted  almost  entirely  to  the  therapeutics  of  this 
affection.     No  one  is  better  qualified  than  Gilles  de  la  Tourette  to  write 
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on  hysteria,  and  his  scheme  of  therapeutics,  based  upon  an  unrivaled 
hospital  experience,  is  most  interesting  and  instructive.  His  trenchant 
criticism  of  the  theorists  who  claim  that  hysteria  can  readily  be  cured 
with  hypnotism  is  especially  noteworthy;  hypnotism  itself,  he  says,  is 
nothing  else  than  an  hysterical  crisis,  provoked  instead  of  being  spon- 
taneous. How  easy  it  must  be  to  confound  the  disease  with  the  cure, 
and  to  overlook  the  vital  fact  that  the  patient  who  is  readily  cured  by 
hypnosis  is  from  that  very  fact  proclaimed  to  be  hysterical! 

The  only  remaining  subject  in  Tourette's  book  that  we  need  note  is 
syphilitic  myelitis.  The  author  devotes  eighty  pages  to  a  discussion  of 
this  ever  interesting  if  not  ever  fruitful  theme.  He  is  more  optimistic 
about  the  curability  of  nervous  syphilis  than  our  own  experience  per- 
mits us  to  be — but  this  may  merely  be  because  he  wants  to  put  his  best 
foot  forward  when  he  steps  into  print.  His  treatment,  both  of  the 
theme  and  the  disease,  is  conventional  and  open  to  but  little  criticism. 
The  only  fault,  as  already  indicated,  is  that  it  is  somewhat  hackneyed, 
and  hence  disappointing.  To  read  eighty  pages  from  Paris,  and  to 
find  that  they  are  merely  abreast  of  our  best  American  thought  and 
teaching,  is  flattering  but  not  surprising,  and  is  a  little  conducive  to 
ennui.  James  Hendrie  Lloyd. 

Die  Neurologie  des  Augf.s.  Ein  Handbuch  fur  Nerven-  und  Augen- 
Aerzte.  Von  Dr.  H.  Wildbrand  und  Dr.  A.  Saenger.  Erster  Band, 
erste  Abtheilung.  Mit  63  Textabbildungen.  Wiesbaden:  J.  F. 
Bergman,  1899. 

An  ophthalmologist  and  a  neurologist  have  combined  in  what 
another  reviewer  aptly  calls  "the  happy  co-operation  of  two  investi- 
gators, each  an  authority  in  his  field,"  and  produced  a  book  that  at 
once  commands  the  earnest  attention  of  workers  in  these  two  important 
branches  of  medicine,  which  have  always  been,  and  must  continue  to 
be,  associated  in  their  interests.  Although  this  is  the  day  of  highly 
differentiated  specialties,  the  union  between  ophthalmology  and  neu- 
rology is  too  intimate  to  permit  the  devotee  of  each  to  pursue  sepa- 
rate pathways.  One  difficulty  that  this  combined  effort  constantly  en- 
counters is  the  widely  scattered  literature,  which  makes  orientation  con- 
fusing. Hence,  to  gather  the  reports  of  cases  and  the  records  of 
autopsies  bearing  upon  any  given  subject,  and  after  collection  to 
classify  and  analyze  them,  is  a  labor  not  only  of  love,  but  of  a  high  sci- 
entific importance.  This  is  the  task  which  our  authors  have  set  for 
themselves  and  which,  as  far  as  they  have  gone,  they  have  accom- 
plished with  skill  and  judgment. 

The  scope  of  their  labors  may  be  learned  from  the  contents  of  the 
volume,  which  are  as  follows:  (1)  The  position  and  form  of  the  eye- 
lids; (2)  the  form  and  width  of  the  palpebral  fissure  under  physiologi- 
cal and  pathological  conditions;  (3)  the  lid  reflexes  and  the  anatomical 
condition  of  the  orbicularis  palpebrarum;  (4)  the  associated  move- 
ments of  the  lid  and  bulbus;  (5)  spasm  of  the  levator  palpebral;  (6) 
paralysis  of  the  levator  palpebral  superioris — ptosis.  There  is  a  full 
description  of  the  anatomy,  pathology  and  physiology  of  the  eyelids, 
in  so  far  as  they  pertain  to  the  subject  under  discussion,  and  we  find 
discussed  such  interesting  topics  as  periodic  edema  and  hemorrhages 
of  the  lids,  spontaneous  gangrene,  irritation  and  paralysis  of  the  sym- 
pathetic, the  ocular  phenomena  of  exophthalmic  goiter,  the  associated 
movements  of  the  orbicularis  with  the  upward,  downward  and  lateral 
rotations  of  the  eyeball,  as  well  as  the  associations  between  the  move- 
ments of  the  lids  and  the  pupillary  reactions.     In  the  last-named  para- 
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graph  the  authors  have  failed  to  notice  Gifford's  observations  on  the 
orbicularis  pupillary  reaction,  which  observations,  however,  may  have 
been  published  after  the  book  went  to  press,  as  they  are  of  compara- 
tively recent  date.  There  is  an  interesting  paragraph  on  facial  paraly- 
sis and  palpebral  phenomena  in  association  with  voluntary  and  invol- 
untar--  innervation  of  various  facial  muscles.  Cramp  of  the  levator 
palpebral  is  dismissed  in  four  pages,  which  brings  the  reader  to  Chap- 
ter VI.,  with  which  the  book  concludes,  in  the  fullest  possible  discus- 
sion of  paralysis  of  the  levator  palpebral  superioris — that  is,  ptosis. 

This  chapter,  a  book  in  itself  of  nearly  three  hundred  pages,  is  an 
amazing  example  of  industry  and  bibliographical  research,  and  its  com- 
prehensiveness may  be  imagined  when  it  is  realized  that  after  a  gen- 
eral consideration  of  the  subject  there  are  discussed  congenital  ptosis, 
cortical  ptosis,  isolated  double-sided  ptosis,  nuclear  ptosis  following 
chronic  disease,  ptosis  associated  with  asthenic  bulbar  paralysis,  and 
finally,  ptosis  following  nuclear  paralysis  which  has  resulted  from  sub- 
acute or  acute  morbid  processes. 

Nothing  in  the  literature  of  this  subject  seems  to  have  escaped  the 
authors.  In  addition  to  the  general  text,  a  series  of  tables  of  condensed 
case  histories  is  appended;  for  example,  of  ptosis  associated  with 
chronic  progressive  ophthalmoplegia  which  remained  localized,  ptosis 
occurring  in  tabes  dorsalis  without  autopsy,  ptosis  in  the  same  disease 
with  autopsy,  paralyses  of  the  ocular  muscles  which  occur  with  in- 
fluenza, diphtheria,  lead  intoxication,  botulismus,  etc.  This  would 
seem  to  exhaust  the  subject  of  ptosis,  but  we  are  promised  that  the  sec- 
ond volume  of  this  book  shall  continue  this  topic  in  a  discussion  of  this 
symptom  when  it  is  brought  about  by  syphilis,  cerebral  hemorrhages, 
cerebral  tumors,  trauma,  poliomyelitis,  etc.,  etc. 

The  volume  is  more  freely  illustrated  than  is  the  custom  of  Ger- 
man monographs,  sixty-three  woodcuts  being  presented,  for  the  most 
part  reproductions  of  photographs  of  the  various  types  of  ptosis.  We 
have  nothing  but  praise  for  this  book.  It  is  a  monument  of  industry 
which  will  always  be  consulted  with  profit,  and  which  should  be  read 
by  all  those  who  are  interested  in  the  subjects  of  neurology  and 
ophthalmology.  G.  E.  de  Schweinitz. 

Medical  Jurisprudence  of  Insanity  or  Forensic  Psychiatry.  By 
S.  I.  Clevenger,  M.D.:  with  an  Exhaustive  Presentation  of  the 
Judicial  Decisions  upon  the  Subject  by  F.  T.  Bowlby,  1898.  Two 
Octavo  Volumes.     1,300  pages. 

One  of  the  most  frequent  mistakes  made  in  reviewing  works  of 
a  scientific  character  is  to  devote  the  entire  review  to  the  shortcomings 
of  the  volume  under  consideration.  The  reader  of  reviews  of  a  medical 
work  has  a  very  practical  desire  to  ascertain  if  he  is  compelled  to  place 
the  book  among  his  acquisitions  as  a  work  of  such  importance  that  it 
is  necessary  to  his  library.  It  is,  therefore,  in  justice  to  author,  pub- 
lisher, and  purchaser  that  the  volumes  should  receive  their  full  modi- 
cum of  praise  and,  if  desirable,  their  measure  of  unfavorable  criticism. 
Dr.  Clevenger  has  given  to  the  profession  a  valuable  contribution, 
one  which  every  one  interested  in  the  subject  of  medical  jurisprudence 
should  possess,  and  a  work  which  every  alienist  should  consult.  It 
meets  all  the  requirements  of  lawyers  and  physicians  in  civil  and  crim- 
inal cases.  It  is  a  complete  bibliography  and  index-rerum  of  forensic 
psychiatry.  It  is  a  work  of  reference  of  great  scope,  and  in  its  field 
the  only  one.  As  far  as  its  special  references  to  judicial  decisions  and 
points  of  legal  adjudication  generally  are  concerned,  it  is  filled  with 
thousands  of  cited  cases  which  alone  make  it  valuable. 
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In  a  work  like  this  it  is  of  little  moment  to  differ  with  the  author's 
conceptions  of  psychology  or  his  point  of  view  of  degeneracy,  habit- 
neuroses,  and  perversions;  but  it  is  of  great  practical  importance  to 
know  that  there  is  a  work  which  covers  so  thoroughly  and  well  the 
wide  fields  of  forensic  psychiatry.  J. 

•General  Physiology.  An  Outline  of  the  Science  of  Life,  by  Max 
Verworn,  Ph.D.,  Professor  of  Physiology.  Jena.  Translated 
from  the  Second  German  Edition  by  F.  S.  Lee,  Ph.D.,  Adjunct 
Professor  of  Physiology  in  Columbia  University,  N.  Y.,  London, 
and  New  York.     Macmillan  &  Co.     1899. 

It  is  not  often  in  the  busy  scramble  for  the  acquisition  of  facts 
that  it  is  vouchsafed  to  one  to  be  able  to  sit  down  and  gather  together 
the  disjointed  fragments  of  numerous  observations  and  weave  them 
into  a  fabric  of  general  truths.  Such  a  task,  however,  has  been  per- 
formed by  the  author  of  this  present  volume,  and  performed  in  a  man- 
ner that  has  won  the  attention  and  the  praise  of  the  entire  physiolog- 
ical world;  but  the  work  is  not  only  for  the  physiologist,  it  is  one  for 
every  thinking  and  active  worker  in  the  domain  of  the  biological  sci- 
ences. Verworn  has  given  the  physiology  of  the  cell  its  full  consider- 
ation, and  has  gathered  together  the  truths  respecting  the  elementary 
phenomena  of  life  in  a  way  that  is  singularly  attractive  and  practical 
to  those  who  would  seek  the  broader  and  deeper  interpretations  of 
nature's  phenomena.  For  the  neurologist  and  alienist  there  is  much 
of  primary  importance  if  he  is  to  understand  the  elementary  truths  of 
the  mechanism  of  life  in  both  its  physical  and  psychical  aspects. 

The  work  is  divided  into  six  chapters.  These  deal  with:  The 
Aims  and  Methods  of  Physiological  Research,  in  which  is  considered 
the  problem  of  physiology,  the  history  of  the  research  and  the  meth- 
ods of  Study:  Living  Substance,  in  which  is  treated  its  composition  and 
the  relations  of  living  and  lifeless  substances:  Elementary  Vital  Phe- 
nomena discussing  the  phenomena  of  metabolism,  the  causes  and  con- 
ditions of  form  changes,  and  the  problems  of  the  transformation  of 
energy:  The  General  Conditions  of  Life,  taking  up  in  turn  the  pres- 
ent conditions  of  life  on  the  surface  of  the  earth,  its  origin,  and  the 
history  of  death  and  decay:  Stimuli  and  their  Actions,  which  is  a 
chapter  of  especial  interest  to  the  neurologist  and  alienist.  The  author 
here  discusses  the  nature  of  stimulation,  its  varieties  and  intensity,  the 
irritability  of  living  substance,  and  the  nature  of  life  reactions.  The 
problems  of  electrical  stimulation,  the  influences  of  heat,  sunlight,  and 
other  epiphenomena  are  severally  and  thoroughly  presented:  The 
Mechanism  of  Life  is  the  title  of  the  last  chapter.  It  discusses  the 
vital  processes,  the  mechanics  of  cell  life  and  the  relationships  of  cell 
to  cell  and  the  interdependence  of  cell  communities.  An  extensive 
■bibliography  completes  the  volume. 

The  translator  has  done  his  part  in  a  very  acceptable  manner  in 
that  he  has  preserved  the  charm  of  the  original,  a  feat  that  is  by  no 
means  an  easy  task  in  a  work  of  this  kind.  We  predict  for  it  a  wide 
acceptance  in  its  present  form.  The  mechanical  work  of  the  publishers 
is  excellent. 
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Preliminary  program  of  papers  to  be  read  at  the  twenty-fifth 
annual  meeting  of  the  association,  to  be  held  at  the  Hotel  Dennis, 
Atlantic  City,  New  Jersey,  June  14,  15  and  16,  1899: 

An  address  commemorative  of  the  twenty-fifth  anniversary  of  the 
association  will  be  delivered  by  Dr.  Wharton  Sinkler,  of  Philadelphia. 

Isolated  Finger  Paralysis.     Dr.  William  Browning,  of  Brooklyn. 

The  Pathology  of  a  Case  of  General  Cutaneous  and  Sensory 
Anesthesia.     Dr.  Henry  J.  Berkley,  of  Baltimore. 

Hemorrhagic  Pachymeningitis  of  the  Convexity,  with  Cervical 
Pachymeningitis  Occurring  in  a  Case  of  Tubercular  Cerebral  Tumor 
Dr.  Charles  W.  Burr  and  Dr.  D.  J.  McCarthy,  of  Philadelphia. 

Report  of  a  Case  of  Asthenic  Bulbar  Paralysis.  Dr.  John  Punton, 
of  Kansas  City. 

Facial  Paralysis  of  Unusual  Distribution — Probably  Congenital. 
Dr.  F.  W.  Langdon,  of  Cincinnati. 

Rigidity  of  the  Spinal  Column.     Dr.  Philip  Zenner,  of  Cincinnati. 

Two  Cases  of  Muscular  Dystrophy,  with  Necropsy  (one  of  the 
Facio-scapulo-humeral  Type,  Reported  Clinically  by  Duchenne  of 
Boulogne,  Landouzy  and  Dejerine).  Dr.  William  G.  Spiller,  of  Phila- 
delphia. 

Tumor  of  the  Pituitary  Body.     Dr.  George  L.  Walton,  of  Boston. 

The  Influence  of  Treatment  in  Paralysis  of  Ocular  Muscles.  Dr. 
William  M.  Leszynsky,  of  New  York. 

The  Origin  and  Development  of  Obsessions.  Dr.  Smith  Baker, 
of  Utica. 

Some  Interesting  Cases  of  Brain  Disease.  Dr.  William  C.  Krauss, 
of  Buffalo. 

Tuberculous  Myelitis.     Dr.  Joseph  Collins,  of  New  York. 

A  Case  of  Sub-dural  Hemorrhage  Causing  Partial  Word-deafness 
in  which  there  was  a  Marked  Inability  to  Name  Objects  and  Persons. 
Site  of  the  Lesion  Disclosed  by  an  Operation.  Dr.  Graeme  M.  Ham- 
mond, of  New  York. 

Sensory  Disturbances  in  Hysteria  and  Epilepsy.  Dr.  E.  D. 
Fisher,  of  New  York. 

Anomia  and  Paranomia,  with  Report  of  Cases,  and  Remarks  on 
the  Sites  of  Lesions.     Dr.  Charles  K.  Mills,  of  Philadelphia. 
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MULTIPLE     CAVERNOUS    ANGIOMA,     FIBROENDOTHELI- 

OMA,  OSTEOMA,  AND   HEMATOMYELIA  OF  THE 

CENTRAL  NERVOUS  SYSTEM  IN  A  CASE 

OF    SECONDARY    EPILEPSY. 

By  A.  P.  Ohlmacher,  M.D. 

DIRECTOR  OF  THE  PATHOLOGICAL   LABORATORY   OF%THE  OHIO   HOSPITAL 
FOR  EPILEPTICSj  GALLIPOLIS,  O. 

An  exceptionally  rare  and  interesting  combination  of  lesions 
characterizes  this  case,  whose  salient  features  are  condensed 
and  offered  in  this  abstract: — 

Synopsis. — Adult  male.  Secondary  (Jacksonian?)  epilepsy 
of  comparatively  recent  origin.  Spinal  paraplegia,  rapidly 
progressing.    Terminal  pneumonia. 

Anatomical  Diagnosis. — Right  lobar  pneumonia.  Acute 
splenic  tumor.  Fibroendothelioma  (psammoma)  of  cranial 
dura,  pressing  into  Rolandic  sulcus.  Cavernous  angioma  of 
callossal  gyrus,  of  optic  thalamus  and  of  cervical  spinal  cord. 
Hematomyelia.    Osteoma  of  spinal  arachnoid. 

CLINICAL  HISTORY. 

From  the  notes  furnished  by  Dr.  Richard  O'Connell,  First 
Assistant  Physician  at  the  Ohio  Hospital  for  Epileptics,  who  at- 
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tended  the  patient  throughout  the  whole  illness,  the  history  is 
compiled  as  follows  : — 

Denis,  S.,  laborer,  widower,  native  of  Ohio,  was  admitted 
to  the  Ohio  Hospital  for  Epileptics,  May  4,  1896,  in  his  forty- 
eighth  year.  His  father  died  in  his  thirty-fifth  year  of 
pulmonary  tuberculosis ;  the  mother  of  apoplexy  in  her  sixtieth 
year.  There  were  ten  children  in  the  family,  of  whom  eight 
(six  male  and  two  female)  are  dead;  three  dying  of  tuberculosis, 
one  of  pleurisy,  two  of  typhoid  fever,  one  of  diphtheria,  and  one 
of  unknown  cause.  One  brother  is  living  and  in  good  health. 
No  mental  or  nervous  disease  is  known  to  exist  in  family.  Pa- 
tient has  one  daughter  living  and  well. 

The  patient  has  had  diphtheria,  "scrofulous"  glands  in  groin, 
and  erysipelas  a  year  ago.  His  own  statements  as  to  the  first 
appearance  of  the  epileptic  convulsions  are  contradictory. 
Once  he  stated  that  the  primary  attack  appeared  in  his  thirtieth 
year  while  working  in  a  wheat  field  in  very  hot  weather,  when 
he  fell  unconscious  and  remained  so  for  three  days.  Again,  he 
said  that  the  first  fit  occurred  in  his  fortieth  year,  when  they 
continued  for  three  years,  then  abated  for  two  years,  to  reap- 
pear in  the  fall  of  1895  and  continue  till  the  present  time. 
When  he  was  in  his  twenty-fifth  year  he  claims  to  have  received 
a  blow  on  the  head,  to  which  he  sometimes  charges  the  begin- 
ning of  the  epileptic  attacks.  From  the  patient's  statement  he 
has  suffered  both  light  and  severe  attacks;  in  the  severe  ones 
(which  were  only  occasional)  general  convulsions  occurred, 
the  urine  would  be  voided,  the  face  become  pale,  and  unless 
supported  a  fall  would  result.  No  information  relative  to  a 
localized  beginning  of  the  spasms  could  be  obtained,  and  it  is 
not  clear  whether  consciousness  was  lost  in  the  severe  seizures, 
for  none  of  these  attacks  was  ever  witnessed  by  a  physician 
either  before  or  after  admission  to  the  hospital. 

The  notes  of  the  entrance  examination  (May,  1896)  give  the 
height  as  182.5  cm.,  weight  146  lbs.,  pulse  90,  respiration  24, 
■chest  expansion  37-39  in.  No  evidence  of  pulmonary  or  car- 
diac disease  is  found.  The  bowels  are  habitually  constipated, 
the  appetite  good.  No  mental  disorder  can  be  discovered;  the 
patient  being  able  to  read  and  write,  to  converse  intelligently, 
and  his  memory  is  fair.  The  patellar  reflexes  are  prompt  on' 
both  sides. 

Up  to  the  onset  of  the  present  illness  nothing  is  recorded 
except  an  average  of  sixteen  epileptic  attacks  during  the  first 
six  months,  then  two  attacks  monthly  for  the  second  half  year 
(while  under  mixed  bromide  and  iodide  treatment),  followed  by 
four  months  without  a  seizure,  and  two  in  the  month  before 
•death. 

About  the  first  of  May,  1897,  the  present  illness  began,  when 
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it  was  noticed  that  the  patient  walked  with  a  shuffling  gait.  He 
-complained  that  difficulty  was  experienced  in  buttoning  his 
-clothes,  and  that  there  was  a  numbness  along  the  ulnar  side  of 
both  hands  and  forearms.  The  motion  in  these  parts  was  still 
perfect,  and  rough  tests,  like  pinching,  pressing,  and  jerking 
the  affected  members,  showed  no  absolute  loss  of  sensation, 
while  the  grip  was  still  perfect  in  both  hands.  On  September 
15  he  went  home  for  a  visit,  returning  November  29,  and  stat- 
ing that  he  had  improved  during  his  visit,  walking  six  miles 
with  little  fatigue  the  day  before  making  the  return  journey. 
It  was  now  noticed  that  walking  had  become  more  difficult  and 
that  the  patient  required  assistance  in  getting  from  the  train  to 
his  cottage  at  the  hospital,  both  feet  and  legs  being  dragged  and 
moved  with  difficulty.  November  30  a  more  careful  exam- 
ination showed  that  he  could  walk  slowly  only  if  supported, 
that  the  legs  could  be  raised  voluntarily  only  with  great  effort; 
Dut  that  the  arms  were  still  quite  useful,  enabling  him  to  feed 
himself.  There  was  no  impairment  of  sensation,  except  on  the 
ulnar  side  of  both  hands  and  forearms,  where  the  anesthesia 
was  quite  pronounced.  The  patient  says  he  has  had  aching  in 
both  legs  for  six  months  past,  especially  in  damp  weather,  and 
also  that  spasms  have  occurred  in  the  left  leg.  On  the  sixth 
of  December  a  bloody  diarrhea  confined  the  man  to  his  bed, 
when  he  was  found  to  have  well-marked  motor  paralysis  in  both 
legs,  with  anesthesia  almost  complete.  Several  days  later  a  par- 
tial paralysis  appeared  in  the  left  arm,  followed  in  a  day  or  two 
by  partial  paralysis  in  the  right  arm.  From  this  date  there 
was  occasional  involuntary  jerking  of  both  legs.  The  patellar 
reflexes  are  exaggerated,  the  anesthesia  becomes  more  marked 
in  the  legs,  gradually  extends  upward,  and  the  bladder  and  rec- 
tum become  involved,  the  urine  dribbling  constantly  and  bow- 
els becoming  obstinately  constipated.  Another  examination 
was  made  December  19,  when  it  was  found  that  the  motor 
paralysis  of  the  arms  had  gradually  increased,  the  anesthesia 
had  gradually  extended  Up  to  the  trunk  to  the  level  of  the  second 
rib,  while  a  total  paralysis  of  the  muscles  below  this  point  was 
present.  On  the  left  thigh,  anteriorly,  sensation  was  not  abso- 
lutely lost,  as  pinching,  pricking,  pressure,  heat  and  cold  were 
all  appreciated  slowly.  The  .tactile  sense  was  abolished,  except 
on  the  upper  left  thigh  and  radial  side  of  both  arms,  where  it 
was  quite  perfect.  Pain  at  the  level  of  the  second  rib  radiating 
down  the  arms  was  complained  of,  and  there  was  a  line  of  hy- 
peresthesia corresponding  to  the  level  of  this  rib.  Deep  pressure 
along  the  ulnar  nerve  gave  no  pain,  but  a  sense  of  pressure. 
Pricking  along  the  legs  produced  occasional  spasms  of  under- 
lying muscles,  more  marked  in  the  right  leg.  The  plantar,  pa- 
tellar, cremasteric  and  biceps  reflexes  in  exaggeration  could  be 
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elicited  on  both  sides'.  The  flabbiness  of  the  muscles  of  the 
arms  and  legs  was  noticeable,  and  some  atrophy  of  them  had 
occurred.  The  pupils  responded  promptly  to  light  and  accom- 
modation, and  the  tongue  was  not  deviated  in  protrusion. 

A  temperature  of  100  degrees  F.  was  now  recorded,  and 
the  appetite  was  failing.  December  20  the  morning  temper- 
ature was  100.6  degrees  F.,  pulse  90;  patient  had  slept  but  lit- 
tle; the  urine  was  diminished  in  quantity;  the  same  pains  were 
complained  of.  In  the  evening  the  temperature  was  101.2  de- 
grees, pulse  100,  respirations  28.  An  examination  of  the  urine 
made  on  this  date  showed  a  specific  gravity  of  1,029,  an  alka- 
line reaction,  but  no  evidence  of  sugar  or  albumin ;  eight  days 
later  another  sample  yielded  a  slightly  acid  reaction,  a  specific 
gravity  of  1,021,  and  a  trace  of  albumin  which  microscopic  ex- 
amination showed  to  be  due  to  a  moderate  number  of  pus  cells 
and  spermatozoa.  The  next  day  (December  21)  the  morning 
temperature  was  101.2  degrees,  pulse  95,  respiration  30;  in  the 
evening  a  slight  fall  was  noted.  Now  the  anesthesia  was  com- 
plete in  the  left  thigh,  the  left  arm  had  become  almost  useless, 
but  the  reflexes  were  still  preserved.  Beginning  bedsores  were 
found  over  the  sacrum  December  22,  and  the  patient  claimed 
he  could  feel  the  one  on  the  left  side,  but  not  that  on  the  right, 
which  was  more  advanced.  Both  temperature  and  pulse  had 
fallen  slightly.  On  the  23d  the  temperature  was  99.4  degrees 
and  pulse  80;  bedsores  had  appeared  on  the  outer  mal- 
leolus of  the  left  ankle,  and  on  this  date  a  slight  epileptic  attack 
was  noted,  with  spasms  of  the  eye  and  mouth  muscles  and  tran- 
sient loss  of  consciousness.  From  the  24th  to  the  27th  the 
conditions  remained  about  stationary,  but  in  the  evening  of  the 
latter  date  a  rise  of  temperature  (103  degrees),  of  the  pulse 
rate  (115),  and  respirations  (30)  was  noted.  The  next  morning 
the  temperature  had  increased  to  105  degrees,  pulse  120,  and 
respiration  50;  in  the  afternoon  a  fall  of  one  degree  in  tempera- 
ture occurred,  with  no  change  in  pulse  and  breathing.  The 
reflexes  were  becoming  obtuse — the  man  was  apathetic.  He 
could  still  feel  the  passing  of  the  hand  along  the  radial  side  of 
the  arms,  and  above  the  level  of  the  second  rib  sensation 
seemed  quite  perfect.  At  four  o'clock  in  the  morning  of  De- 
cember 28  'he  had  a  series  of  spasmodic  jerkings  of  the  arms 
and  legs;  lasting  ab«ut  an  hour,  with  pain  and  excessive  per- 
spiration in  the  parts,  and  at  this  time  he  suddenly  threw  one 
of  his  arms  across  his  chest,  but  could  not  return  it,  and  jerked 
his  legs  above  the  level  of  the  body,  only  to  have  them  fall  back 
helplessly.  In  the  morning  of  December  29  the  patient  was 
found  to  be  unconscious,  temperature  105.8  degrees,  pulse  120, 
respirations  36;  the  reflexes  were  all  gone;  the  left  side  of  the 
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chest  was  noticed  to  bulge.    Death  took  place  at  noon  on  this 
date. 

AUTOPSY. 

At  two  o'clock  in  the  afternoon  on  the  day  of  death  the 
immediate  post-mortem  examination  was  commenced,  and  the 
following  data  were  obtained:  The  body  is  183  cm.  long,  and 
in  a  fair  state  of  nourishment.  Rigor  has  not  appeared.  The 
skin  is  sallow,  and  is  broken  on  the  back  by  two  large  superficial 
bedsores,  one  on  each  side  of  the  median  line  in  the  sacro-iliac 
region ;  a  smaller  superficial  sore  is  also  present  over  the  left 
external  malleolus;  otherwise,  no  changes  are  noticeable  in 
the  skin,  and  a  moderate  pallor  is  alone  noticeable  in  the 
mucous  membranes.  The  left  pupil  is  more  dilated  than  the 
right.  The  left  side  of  the  chest  bulges  distinctly.  A  moderate 
fat-layer  covers  the  trunk,  and  here  the  muscles  are  pale  and 
flabby.  About  the  lower  lobe  of  the  right  lung  a  few  adhesions 
of  recent  origin  are  found.     The  heart  is  arrested  in  diastole. 

As  to  the  thoracic  and  abdominal  viscera  it  only  is  here 
necessary  to  record  the  existence  of  a  croupous  pneumonia  of 
the  right  lower  and  middle  lobes,  in  the  transition  of  the  red  to 
gray  hepatization,  accompanied  with  the  usual  cloudy  swelling 
of  the  other  organs,  and  with  a  swollen  and  softened  spleen. 

The  skull  was  of  average  thickness,  and  the  skullcap  was 
readily  removed  from  the  dura.  As  the  'hand  was  passed  over 
the  convex  surface  of  the  exposed  cranial  dura  a  hard  mass 
was  felt  on  the  left  side  of  the  longitudinal  sinus,  in  a  position 
corresponding  to  the  upper  limb  of  the  cerebral  motor  con- 
volutions. The  dura  was  cautiously  stripped  from  the  vertex 
so  as  to  leave  the  region  occupied  by  this  hard  mass  undis- 
turbed in  its  relations.  No  adhesions  between  the  hard  and 
soft  meninges  were  found  except  in  the  region  of  the  dural 
tumor,  as  the  hard  mass  proved  to  be ;  'here  a  few  fibers  served 
to  bind  the  tumor  to  the  pia  beneath.  The  meningeal  fluid 
was  in  no  way  changed,  and  no  alterations  could  be  detected 
about  the  base  of  the  brain.  The  weight  of  the  encephalon  was 
found  to  be  1,385  grams.  Without  further  dissection  the  whole 
organ,  with  its  cap  of  dura,  was  placed  in  a  large  bulk  of 
Zenker's  fluid,  where  it  remained  for  three  days,  to  be  then 
transferred  to  Midler's  fluid,  after  having  the  cerebellum  and 
stem  cut  away  from  the  cerebral  hemispheres,  which  were  sep- 
arated by  a  median  longitudinal  incision. 

Except  for  the  small  tumor  of  the  spinal  meninges  to  be 
presently  de  scribed,  those  membranes  were  unchanged.  There 
is  a  slight  increase  of  clear  subarachnoid  spinal  fluid.  Even 
when  the  spinal  cord  lies  in  situ  a  darkened  area  can  be  seen 
through  the  dura  in  the  lower  cervical  region,  corresponding 
to  the  level  of  the  bodies  of  the  sixth  and  seventh  cervical  and 
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first  costal  vertebrae.  The  cord  is  carefully  removed  from 
below  upwards,  retaining  its  dural  sac  about  it,  and  only  after 
its  complete  removal  to  a  suitable  _flat  surface  is  the  dura  in- 
cised. Now  that  the  cord  is  exposed,  its  peculiar  configuration 
in  the  lower  cervical  region  is  at  once  evident  in  the  appear- 
ance of  a  well-marked  fusiform  swelling  of  this  portion,  to- 
gether with  the  reddish-brown  color  of  the  thickened  region, 
especially  as  seen  from  the  dorsal  aspect,  which  makes  a 
marked  contrast  with  the  proper  color  of  the  spinal  substance. 
For  fear  of  disturbing  important  relations  no  incision  is  made 
into  this  enlarged  portion,  and  the  specimen  is  handled  as 
little  as  possible,  the  only  point  elicited  at  this  time  being  an 


Fig.  I.  A  photograph  of  the  brain  exposing  especially  the  left 
cerebral  hemisphere,  from  which  the  soft  meninges  hav.e  been  stripped, 
and  showing  above,  the  dura  turned  back,  with  its  tumor,  t.a.,  lifted 
out  of  its  bed  in  the  upper  limb  of  the  Rolandic  fissure,  where  the  de- 
pression marking  its  former  presence  still  remains. 

increased  consistency  of  the  swollen  region  as  developed  by 
delicate  touch.  The  fresh  cord  is  cut  into  sections  6-8  cm. 
long,  and,  with  the  dura  remaining  attached  at  the  sides  for  sup- 
port, is  fixed  for  48  hours  in  Zenker's  fluid,  washed,  brought 
through  ascending  alcohols  to  that  of  95  per  cent.,  and  left  for 
future  study.  In  several  of  the  freshly-made  sections  below  the 
region  of  the  cervical  swelling  a  tube-like  excavation  is  noted, 
from  which  a  thick,  bloody  fluid  escapes. 

Upon  the  completion  of  the  hardening  process  various  ad- 
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ditional  examinations  of  the  abnormal  features  in  the  central 
nervous  system  were  made,  which  will  be  immediately  dis- 
cussed.    . 

THE  TUMOR  IN   THE  CRANIAL  DURA. 

As  soon  as  the  preliminary  fixation  of  the  brain  in  Zenker's 
fluid  was  completed  it  was  washed  with  water,  the  pia  stripped 
from  the  left  cerebral  hemisphere,  and  before  further  dissection, 
photographed  so  as  to  show  the  dural  tumor  in  its  various  re- 
lations. Figures  I  and  II  reproduce  this  photograph.  The 
anterior  end  of  the  brain  is  to  the  left  as  one  faces  Fig.  I.  It 
will  be  seen  that  a  portion  of  the  anterior  extremity  of  the 
right  cerebral  hemisphere,  its  convolutions  covered  with  pia- 
arachnoid  shows  above  the  great  longitudinal  fissure.  Rest- 
ing on  this  right  hemisphere  is  the  dura,  partially  lifted  out  of 
the  longitudinal  fissure  and  turned  back.  At  t.a.  projects  the 
tumor  with  which  we  are  now  concerned,  appearing  as  a  dis- 


Fig.  II.  The  left  hemisphere,  now  seen  from  its  mesial  aspect, 
with  the  dura  above  it  and  turned  back,  and  twisted  in  such  a  way  as 
to  bring  the  dural  fibroendothelioma,  t.a.,  into  view,  held  in  place  by 
a  veil  of  pia-arachnoid  hiding  the  paracentral  end  of  the  fissure  of  Ro- 
lando. At  t.b.  the  external  '(mesial)  projecting  surface  of  the  cav- 
ernoma  in  the  callosal  gyrus  is  displayed;  while  at  t.c.  is  located  the 
cavernoma  in  the  optic  thalamus. 


tinctly  rounded  mass  which  has,  in  the  turning  backward  of  the 
dura  to  expose  it  for  photographing,  been  lifted  from  its  bed, 
a  distinct  impression  of  which  still  remains  and  is  reproduced 
in  the  picture.  This  bed  from  which  the  dural  nodule  has  been 
lifted  is  located  in  the  superior  end  of  the  central  (Rolandic)  sul- 
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cus,  which  can  be  located  in  Fig.  I.  between  the  two  central 
gyri.  In  Fig.  II.  another  view  of  this  dural  tumor  is  seen  at 
t.a.,  this  time  from  the  mesial  aspect  of  the  left  cerebral  hemis- 
phere, the  dura  being  now  drawn  to  the  left  and  slightly  twisted 
so  as  to  bring  the  nodule  into  view,  which,  with  the  band  of  pia- 
arachnoid  attaching  it  to  the  paracental  lobule,  hides  the  mesial 
end  of  the  Rolandic  sulcus. 

These  photographs  record  the  location  of  the  tumor  and 
its  general  appearance  better  than  mere  words  can,  so  that  com- 
paratively little  need  be  said  about  the  gross  appearance  of  the 
neoplasm.  As  tne  figures  show,  it  is  a  roughly  spherical  mass 
with  a  broad  base  of  attachment  to  the  dura  on  its  inner  or  en- 
cephalic face,  immediately  to  the  left  of  the  longitudinal  dural 
sinus,  at  the  side  of  the  falx,  projecting  or  growing  freely  down- 
ward; and  so  situated  as  to  lie  upon  the  upper  end  of  the  central 
sulcus,  w"here  a  distinct  bed  or  trough  has  been  made  by  the 
tumor  mass  growing  into  the  soft  brain  tissue,  in  which  the  end 
of  the  thumb  may  be  snugly  fitted.  Owing  to  the  perfect 
hardening  the  exact  shape  of  this  bed  remains,  even  to  several 
accessory  depressions  corresponding  to  small  irregularities  of 
the  free  tumor  surface,  so  that  the  neoplasm  fits  into  its  bed  as1 
naturally  as  though  it  had  been  moulded  in  this  position. 

This  depression  on  each  side  of  the  sulcus  resulted,  of 
course,  from  pressure-atrophy  of  the  yielding  brain  tissue;  and 
in  this  process  the  precentral  gyrus,  lying  more  directly  beneath 
the  hard  tumor,  suffered  more,  although  the  apex  of  the  post- 
central gyrus  also  shared  in  providing  a  depression  for  the  neo- 
plasm. A  comparison  of  these  regions  in  the  two  hemis- 
pheres of  the  hardened  brain  brings  out  in  a  striking  manner 
the  extent  and  nature  of  this  depression.  On  the  right  side  the 
precentral  gyrus  reached  the  top  of  the  brain  as  a  well-rounded 
and  prominent  ridge,  and  the  furrow  marking  its  union  with 
the  superior  frontal  gyrus  is  sharply  incised ;  but  on  the  oppo- 
site side  the  rotundity  of  the  upper  extremity  of  the  precentral 
gyrus  is  lost  and  the  furrow  obliterated  to  appear  as  a  shallow 
bay.  As  previously  remarked,  several  fine  bands  of  adhesion 
extended  from  the  pia-arachnoid  to  the  tumor  surface  at  the 
point  where  it  depressed  the  brain  substance,  and  these  bands 
were  severed  in  lifting  the  tumor  from  its  bed.  A  glance  at 
the  figure  (Fig.  I)  will  show  several  spots  in  the  top  of  the 
Rolandic  sulcus  at  the  location  of  the  tumor  bed,  and  this 
roughened  region  corresponds  to  the  area  over  which  the  pia 
adhered  to  the  proper  brain  substance  so  strongly  as  to  leave 
erosions  on  'being  stripped. 

The  tumor  proper  measures  2  cm.  in  diameter,  with  its  gen- 
erally spherical  contour  broken  upon  the  broad  base  of  inti- 
mate attachment  to  the  dura,  where  it  is  quite  flat,  due,  no 
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doubt,  to  the  resistance  offered  by  the  bony  surface  overlying 
this  portion  on  the  outside  of  the  membrane.  Towards  the 
median  line  this  base  of  attachment  encroaches  so  closely  upon 
the  longitudinal  sinus  that  it  seems  questionable  whether  an 
attempt  at  removal  would  succeed  without  tearing  into  this 
blood-space.  Several  accessory  smaller,  nodular  projections 
serve  to  disturb  the  perfectly  spherical  outline  of  the  free  tumor 
surface,  but  there  is  no  roughness  or  break  in  the  smooth 
boundary  surface  except  a  few  points  where  tags  of  adhering 
pia  remain.  Even  in  the  fresh  state  the  nodule  was  found  to 
be  quite  dense,  approaching  the  consistency  of  cartilage,  but 
not  becoming  osseous.  In  the  hardened  specimen  this  density 
has  not  increased  in  proportion  to  the  hardening  of  previously 
softer  structures.  An  incision  into  the  nodule  shows  it  to  be 
uniformly  firm,  and  of  the  same  faintly  yellowish  hue  that 
is  shown  externally.  As  the  knife  enters  the  mass  it  grates 
perceptibly  and  a  distinctly  fibrous,  or  laminated,  condition  can 
be  seen  on  close  inspection  of  the  cut  surfaces.  A  slice  0.5 
cm.  in  thickness  was  cut  from  the  center  of  the  nodule,  and 
after  proper  preparation  the  parafnne-imbedded  piece  was  sec- 
tioned and  the  sections  stained. 

The  microscope  morphology  of  this  neoplasm  shows  its 
identity  with  the  class  of  dural  tumors  called  fibroendothelio- 
mata.  The  ground  substance  is  composed  of  rather  coarse 
fibers  running  iin  various  directions,  and  exhibiting  the  spe- 
cific reaction  of  elastic  tissue  when  stained  after  Weigert's  re- 
cently published  method  ;  staining  yellow  with  the  writer's  fuch- 
sin  picro-formalin  combination  ;and  red  with  picro-acid  fuchsin. 
The  coarser  fibers  of  the  stroma  are  homogeneous  in  appear- 
ance and  contain  but  few  much-elongated  nuclei,  while  the 
finer  fibers  have  more  abundant  nuclei,  oval  in  shape  and  pro- 
vided with  a  distinct  chromatin  framework.  Lying  in  the  ground 
substance  are  a  moderate  number  of  round  ("sand  bodies") 
masses,  either  homogeneous  and  glassy  in  appearance  (cal- 
careous), or  distinctly  laminated;  in  the  smaller  examples  of 
which  the  cells  composing  the  whorls  can  be  readily  seen  in 
well-stained  preparations.  Along  with  the  coarser  elastic  fibers 
and  spherical  bodies,  the  tumor  contains  a  large  number  of 
spindle-shaped  cells  provided  with  quite  large  oval  nuclei,  and 
still  larger  cells  with  larger,  more  nearly  spherical  nuclei,  in 
which  the  cell-body  does  not  assume  so  decidedly  a  fusiform 
aspect.  Small  blood-vessels  are  present  in  the  tumor  paren- 
chyma in  moderate  numbers,  and  their  walls  blend  insensibly 
with  the  surrounding  tumor  elements.  A  reference  to  the 
micro-photograph  reproduced  in  Fig.  Ill  will  assist  to  make 
the  description  of  the  histology  of  this  tumor  clear. 

Inasmuch  as  the  entire  encephalon  had  been  fixed  in  the 
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same  solutions,  an  excellent  opportunity  was  afforded  to  note 
the  effect  produced  by  the  pressure  of  the  dural  neoplasm  upon 
the  brain  tissue  beneath  by  comparing  sections  from  similar 
regions  in  the  two  hemispheres.  To  this  end  a  piece  was  cut 
from  the  upper  limb  of  the  left  precentral  gyrus  in  such  a  man- 
ner as  to  present  on  one  side  the  surface  indented  by  the 
pressure  of  the  tumor,  and  on  the  other  the  mesial  surface 
which  had  not  been  subjected  to  pressure.  A  piece  of  the 
same  character  was  also  cut  from  the  top  of  the  right  precen- 
tral gyrus;  then  both  pieces  were  carried  side  by  side  until  sec^ 
tioned.      The  treatment  in  bulk  with  Zenker's  and  Muller's 


Fig.  III.  A  microphotograph  of  a  section  of  the  dural  tumor,  t.a.. 
Fig.  I,  made  with  Leitz  obj.  4,  Zeiss  compensation  ocular  12.  In  the 
center  are  seen  four  "sand  bodies,"  one  quite  homogeneous,  the  others 
showing  more  or  less  of  concentric  layers.  The  general  fibrous  and 
endothelial  structure  is  reproduced,  together  with  several  blood-vessels 
containing  red  blood  cells. 

fluids  was  not  well  adapted  for  the  preservation  of  the  cyto- 
plasmic structures  revealed  by  Nissl's  method;  but,  allowing 
for  the  imperfect  results  to  be  expected  in  this  direction  by  the 
method  followed,  no  marked  difference  in  the  cytological  de- 
tails of  the  cortical  ganglion  cells  from  opposite  sides  of  the 
cerebrum  could  be  found.  With  the  neuroglia,  however,  the 
case  was  different,  for  upon  the  surface,  exposed  to  pressure 
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and  beneath  it,  a  marked  neurogliar  reaction  was  to  be  seen  in 
the  increase  of  small,  round  or  oval  glia  cells,  and  in  a  well-de- 
veloped superficial  gliosis.  Even  in  a  section  from  the  left 
gyrus  the  contrast  between  the  unexposed  mesial  (paracentral) 
and  the  upper  exposed  sides  was  most  striking,  for  on  the 
mesial,  or  paracentral,  side  the  glia  cells  were  little  increased, 
while  .the  superficial  neuroglia  was  of  ordinary  depth,  its  com- 
ponent fibers  staining  poorly,  and  only  in  one  or  two  places 
could  hyalin  spheres  be  found.  Upon  the  depressed  surface, 
however,  the  glia  cells  were  more  numerous,  and  here  the 
superficial  neuroglia  was  increased  several  times  its  ordinary 
thickness,  while  the  network  of  glia  threads  composing  the 
gliosis  stained  readily  (with  Unna's  alkaline  blue,  for  exam- 
ple) ;  and  this  plainly  demonstrable  network  of  glia  fibers  held 
in  its  meshes  numerous  hyalin  spherules.  Directly  beneath 
this  gliosis  the  glia  cells  were  increased  in  number  through- 
out the  thickness  of  the  cortex,  though  the  fibers  did  not  stain 
prominently  beneath  the  surface.  Compared  with  the  section 
of  the  right  precentral  gyrus,  the  characteristics  of  this  gliosis 
in  the  area  of  pressure  were  still  more  sharply  defined. 

THE  CEREBRAL  ANGIOMATA. 

After  'the  division  of  the  hardened  cerebrum  two  more 
tumors  appear  in  the  left  hemisphere,  whose  location  can  be 
seen  by  a  reference  to  Fig.  II,  where  they  are  designated  as 
t.b.  and  t.c.  While  projecting  above  the  surface,  both  of 
these  new  growths  penetrate  into  and  become  a  part  of  the 
brain  substance,  thus  differing  from  the  dural  nodule.  One  of 
the  tumors  is  considerably  larger  and  more  prominent  than 
the  other  (t.b.);  but  in  gross  appearance  they  seem  identical, 
being  partly  without  the  surface  from  which  they  spring  and 
partly  imbedded  in  it,  rough  and  irregular  on  the  exposed  sur- 
face, and  of  a  chocolate-brown  color,  contrasting  strongly  with 
the  proper  cerebral  substance  even  in  the  bichromate-colored 
brain. 

The  first  tumor  (t.b.)  is  located  in  the  anterior  end  of  the 
limbic  lobe.  More  specifically,  it  lies  in  the  extreme  anterior 
portion  of  the  callosal  gyrus,  at  the  point  where  this  convolu- 
tion turns  downward  towards  the  base  of  the  brain,  its  upper 
portion  lying  parallel  with  the  anterior  end  of  the  calloso-mar- 
ginal  (prelimbic)  sulcus,  while  its  lower  portion  occupies  the 
lowermost  edge  of  the  convolution,  thus  encroaching  upon  its 
whole  width.  The  surface  of  this  brownish  protuberance  is  not 
smooth,  for  while  a  somewhat  'hemispherical  outline  is  made  by 
the  projecting  portion,  this  outline  is  broken  by  numerous 
small  irregularities  corresponding  to  accessory  nodules,  ap- 
pearing quite  black  in  the  hardened  specimen,  which  spring 
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from  the  larger  mass.  The  stripping  of  the  pia  from  the  hard- 
ened hemisphere  proceeded  with  perfect  ease  in  the  region 
roundabout  this  tumor,  but  stopped  abruptly  when  its  borders 
were  reached.  Here  the  soft  meninges  were  bound  so  inti- 
mately as  to  be  inseparable  from  the  free  tumor  surface;  in- 
deed, they  appeared  to  the  eye  to  be  what  the  microscope  sub- 
sequently showed  them  to  be,  viz.,  an  integral  part  of  the  neo- 
plasm. At  this  point,  also,  the  vessels  in  the  pia-araohnoid 
were  prominent,  and  several  of  them  (branches  of  the  anterior 
cerebral  artery)  ran  over  the  tumor  surface  as  small,  tortuous 
tubes,  one  or  more  of  which  can  still  be  seen  by  close  inspec- 
tion of  the  figure  (Fig.  II  t.b.).  The  size  of  this  external  nodule 
is  that  of  a  rough  hemisphere  1.5  cm.  across,  and  it  projects 
above  the  general  level  of  the  callosal  gyrus  about  0.5  cm.  The 
external  protuberance  does  not,  however,  mark  the  full  extent 
of  the  tumor,  for  a  series  of  transverse  sections  shows  that  it 
not  only  extends  more  deeply  than  would  at  first  seem  prob- 
able, but  also  reaches  further  antero-posteriorly  than  suggested 
by  the  projecting  portion.  It  occupies  fully  both  limbs  and 
the  knee  of  the  anterior  curved  portion  of  the  callosal  gyrus,  its 
inferior  portion  resting  upon  the  transverse  bands  of  white 
substance  composing  the  genu  of  the  corpus  callosum,  while 
its  superior  portion  fuses  with  the  pia  extending  into  the  cal- 
loso-marginal  sulcus.  Into  the  depth  of  the  frontal  lobe  it 
passes  a  distance  of  nearly  2  cm.  from  the  mesial  surface,  thus 
reaching  through  the  medulla  of  the  callosal  gyrus  and  a  little 
distance  into  the  white  core  beyond.  In  consequence  of  its 
more  extensive  internal  expansion  this  black  tumor  makes  a 
roughly  rectangular  figure,  with  its  long  axis  parallel  with 
that  of  the  hemisphere.  The  transverse  cuts  across  the  nodule, 
exposing  the  innermost  portion,  show  at  first  glance  black  sur- 
faces, but  on  closer  inspection  it  can  be  readily  seen  that  deli- 
cate bands  traversed  the  cut  surface,  and  in  some  places  minute 
cysts  are  to  be  seen,  doubtless  corresponding  to<  cavernous 
regions  from  which  the  black  substance  (blood-clot)  had  es- 
caped during  the  section.  In  the  cerebral  substance  bordering 
the  larger  tumor  mass  several  accessory  black  foci  can  be  seen. 
Projecting  abruptly  from  the  prominent  apical  portion  of 
the  anterior  tubercle  of  the  left  optic  thalamus  two  or  three 
millimeters  posterior  to  the  stria  terminalis  is  the  second 
tumor  in  the  cerebrum  to  be  seen  at  t.c.  in  Fig.  II.  Two  knife 
cuts  were  made  transversely  across  the  left  corpus  striatum  in 
the  hardened  specimen,  the  larger,  posterior  one  at  its  lower 
end  cutting  across  the  stria  terminalis;  and  behind  the  center 
of  this  cut  the  little  tumor  nodule  can  be  located  in  the  figure. 
It  is  somewhat  similar  to  the  tumor  t.b.,  but  much  smaller, 
measuring  not  more  than  4  m.m.  across.       Like    the  larger 
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nodule,  it  lies  half  buried  and  half  projecting  from  its  seat  in 
the  thalamus.  A  much  smoother  projecting  surface  character- 
izes it,  but  its  dark  hue  is  like  that  of  the  larger  callosal  growth, 
making  it  readily  seen.  On  being  cut  across  it  shows  a  series 
of  black  foci  a  millimeter  or  less  in  diameter,  lying  closely  to- 
gether, and  separated  by  what  looks  like  the  yellowish  sub- 
stance of  the  thalamus.  It  is  regretted  that  in  making  the  sec- 
tion of  this  hardened  brain  no  particular  pains  were  taken  in 
removing  the  choroid  plexus  from  the  left  lateral  ventricle,  so 
that  the  relation  of  this  little  neoplasm  to  the  vessels  of  the 
plexus  cannot  be  determined.  However,  the  tumor  is  situated 
on  the  thalamus  at  a  point  from  which  vessels  return  from  this 
ganglion  to  reach  the  choroid  plexus,  and  it  is  not  difficult  to 
assume  a  connection  with  the  vascular  channels  of  this  region 
and  the  vascular  tumor,  as  this  growth  proves  to  be. 

For  microscopic  examination  a  slice  about  0.5  cm.  thick 
was  cut  from  the  neoplasm  in  the  callosal  gyrus  by  means  of 
wo  deep  frontal  incisions,  so  as  to  include  the  full  extent  of  the 
growth  and  some  of  the  surrounding  nervous  substance.  In 
the  case  of  the  smaller  thalamic  tumor  it  was  completely  re- 
moved from  the  hardened  hemisphere,  along  with  a  surround- 
ing border  of  brain  tissue.  Sections  were  cut  from  these  pieces 
through  different  planes,  and  a  considerable  number  from  each 
tumor  were  examined  after  treatment  with  various  staining 
combinations. 

The  callosal  tumor  proves  to  be  a  cavernous  angioma  (cav- 
ernoma),  apparently  having  its  origin  in  the  pial  vessels  cover- 
ing this  portion  of  the  cerebral  hemisphere;  at  least,  the  sur- 
face of  the  growth  is  so  intimate  a  part  of  the  overlying 
meninx  that  no  distinction  can  be  made  between  them.  That 
portion  of  the  foreign  mass  which  appeared  black  in  the  hard- 
ened specimen  proves  to  be  the  angioma,  and  the  little  sacs 
noted  in  the  macroscopic  section  are  large  blood-spaces  from 
which  most  of  the  blood  elements  have  escaped.  The  bulk 
of  the  new  growth  consists  practically  of  three  parts — blood- 
spaces,  blood  elements,  and  connective  tissue.  A  network  of 
irregular  blood-spaces  best  describes  the  appearance  of  this,  the 
principal  part  of  the  growth,  and  a  striking  variation  in  the 
size,  together  with  extreme  irregularity  in  shape,  is  also  char- 
acteristic. The  micro-photograph,  Fig.  IV,  shows  a  number 
of  the  blood-spaces,  of  various  sizes,  as  brought  out  with  a  low 
power.  Within  the  irregular  spaces  are  red  blood  cells,  either 
diffused  or  aggregated  in  dense  black  masses.  The  region  here 
shown  is  a  point  where  the  tumor  encroaches  upon  the  remains 
of  the  brain  tissue.  Some  of  the  larger  spaces  attain  such  a 
size  that  the  section  of  their  wall  quite  fills  the  field  of  a  No.  3 
Leitz  objective  with  ocular  3,  while  several  of  the  smaller  ones 
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may  be  found  in  a  single  field  of  the  No.  7  objective  with  the 
same  ocular.  From  a  study  of  serial  sections  there  can  be  no 
doubt  asi  to  the  communication  of  the  larger  spaces — a  matter 
of  importance  in  differentiating  this  growth  from  a  telangiec- 


Fig.  IV.  Photograph  with  Bausch  and  Lomb  obj.  2/3  in.,  eye- 
piece 1  in.,  of  a  section  of  the  cavernoma  in  the  callosal  gyrus  (t.b ,  Fig. 
II)  at  the  point  where  it  borders  the  brain  tissue,  which  can  be  seen 
below  and  on  the  right  in  the  picture.  The  endothelial-clad  blood 
spaces,  both  large  and  small,  appear,  filled  with  masses  of  blood  ele- 
ments more  or  less  extensive  and  compact.  The  larger  of  these  spaces 
by  no  means  represents  the  extreme  size  attained  by  the  largest  caverns 
in  these  angiomata. 

tasis.  There  is  no  regularity  in  the  grouping  of  the  larger  and 
smaller  spaces,  but  they  are  promiscuously  mingled. 

Both  the  larger  and  smaller  cavities  have  a  wall  composed 
of  endothelial  cells,  which  appear  as  a  homogeneous  inner 
layer,  with  here  and  there  a  slight  swelling  corresponding  to 
the  situation  of  a  fusiform  nucleus.  Sometimes  this  endothelial 
wall  is  the  only  'structure  bounding  a  cavity,  and  in  places  such 
thin-walled  spaces  lie  side  by  side.  More  often  the  thickness 
of  the  endothelial  lining  is  reinforced  by  a  small  amount  of 
connective  tissue  composed  of  round  or  fusiform  cells,  and  a 
delicate  fibrillary  network,  or  of  coarser  fibers  of  a  homo- 
geneous or  hyalin  aspect. 

Even  after  the  escape  of  many  of  these  elements,  as  inev- 
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itably  happened  even  in  the  most  careful  handling  of  the  sec- 
tions, the  cavities  in  the  tumor,  both  large  and  small,  remain 
packed  with  red  blood  cells  which  have  well  preserved  their 
shape.  Scattered  among  these  erythrocytes  most  of  the  spaces 
contain  a  moderate  number  of  leucocytes.  Several  of  the 
larger  spaces  show  a  central  mass  of  polymorphonuclear  leuco- 
cytes in  the  midst  of  red  cells ;  and  in  a  few  of  the  medium 
sized  cavities  distinct  thrombi,  composed  of  polynuclear  leuco- 
cytes and  coarse  intermingling  fibrin  threads,  with  but  few 
red  cells,  fill  the  space.  Such  a  thrombus  is  present  in  the 
larger  space  at  the  extreme  lowermost  margin  in  Fig.  IV. 

That  a  foreign  mass  of  this  size  could  grow  in  the  cerebral 
substance  and  not  produce  marked  effects  upon  the  environing 
tissues  is,  of  course,  not  to  be  expected,  and  it  will,  therefore,  be 
no  surprise  to  find  that  certain  peculiar  effects  have  been  here 
produced. 

Of  course,  a  complete  destruction  of  the  nervous  tissue  at 
the  immediate  seat  of  the  new  growth  has  taken  place,  and  in 
the  nerve  cells  and  fibers  lying  adjacent  to  the  area  occupied 
by  the  tumor  distinct  degenerative  effects,  like  swelling  and 
vacuolation,  can  be  plainly  made  out.  But  the  most  marked 
reactive  effect  is  to  be  found  in  the  neuroglia,  which  has  con- 
densed itself  at  the  periphery  of  the  blood-spaces  in  the  form 
of  dense  interweaving  masses  of  fine  glia  fibers,  interspersed 
with  small  round  glia  cells,  and  also  containing  larger  bodies 
looking  like  massive  nuclei  with  an  abundance  of  chromatin 
granules.  What  the  exact  nature  of  these  larger  cells  may  be 
is  not  clear,  but  that  they  are  in  some  way  connected  with  the 
reaction  of  the  neuroglia  to  the  foreign  mass  is  the  opinion  I 
hold.  For  the  most  part,  the  neuroglia  fibers  are  the  same 
delicate  threads  as  seen  in  the  superficial  portion  of  the  unin- 
jured cortex  in  this  region,  but  about  some  of  the  smaller  and 
more  isolated  blood-spaces  the  fibers  are  considerably  coarser. 

In  the  brain  tissue  about  the  tumor  the  smaller  blood-ves- 
sels are  packed  with  red  corpuscles,  and  in  certain  regions  a 
number  of  more  or  less  spherical  hyalin  bodies  are  scattered. 
Still  another  class  of  cells  could  be  seen,  both  in  the  fibrillary 
connective  tissue  between  the  blood-spaces,  and  in  the  con- 
densed connective  tissue  from  the  pia  which  in  places  separates 
the  cavernoma  from  the  mother  tissue.  These  are  rather  larger, 
mostly  spindle-shaped  cells,  whose  substance  is  filled  with 
coarse,  yellowish  or  brownish  pigment  masses.  From  the  gen- 
eral appearance  of  these  cells,  and  especially  after  a  study  of 
them  in  other  situations  in  this  case,  it  is  concluded  that  they 
are  phagocytes,  and  that  the  pigment  is.  hematic  in  origin,  re- 
sulting from  the  destruction  of  the  immense  numbers  of  red 
blood  cells  lying  in  and  about  the  cavernoma.    The  final  verifi- 
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cation  of  this  notion  by  the  application  of  microchemical  tests 
for  ferruginous  blood  pigment  was  prevented  by  the  prelimi- 
nary chemical  treatment  of  the  tissue  in  the  fixing  and  harden- 
ing processes. 

Turning  now  to  the  tumor  in  the  optic  thalamus,  it  is  found 
to  be  very  similar  to  the  one  just  considered  in  its  microscopic 
anatomy,  for  it  is  made  up  of  a  series  of  blood-spaces  with  en- 
dothelial walls,  separated  either  by  a  small  amount  of  hyalin 
connective  tissue,  or  by  condensed  neuroglia.  The  main  dif- 
ference in  the  structure  of  this  smaller  angioma  is  that  it  con- 
tains fewer  cavities,  and  that  these  cavities  do  not  lie  so  closely 
in  contact.  The  black  foci  noted  in  the  gross  specimen  proved 
to  be  cavities  lined  with  a  layer  of  endothelium  and  rilled  with 
blood  elements.  Of  these  larger  spaces  about  ten  can  be 
counted  in  the  sections,  and  one  of  these,  the  most  superficial 
in  situation,  is  of  such  a  size  as  to  nearly  fill  the  field  of  the 
No.  3  Leitz  objective,  with  the  3  eye-piece ;  the  others  being 
somewhat  smaller.  Then  there  are  a  number  of  smaller  cavi- 
ties not  to  be  seen  without  the  microscope,  about  fifteen  or 
twenty  in  number,  scattered  between  the  larger  ones.  Distinct 
evidence  of  the  fusion  of  several  smaller  blood-spaces  to  form 
it  can  be  seen  in  the  superficial  large  cavity  when  it  is  traced 
through  several  serial  sections;  but  in  the  smaller  ones  the  in- 
dications of  fusion  are  not  so  clear.  The  blood  elements  in 
these  cavities  are  mostly  composed  of  red  cells,  with  a  few  scat- 
tered leucocytes;  an  accumulation  of  leucocytes  and  fibrin 
threads  (thrombus)  being  found  only  once  upon  the  wall  of 
one  of  the  larger  spaces. 

With  the  spaces  of  the  neoplasm  less  numerous  and  more 
perfectly  separated,  it  is  natural  to  suppose  that  the  interven- 
ing neuroglia  would  be  well  developed — this  is  exactly  the 
condition,  for  the  supporting  tissue  of  this  portion  of  the  brain 
surrounds  the  angiomatous  cavities  as  though  to  insulate  them 
from  the  remainder  of  the  brain.  In  the  description  of  the 
gross  specimen  it  was  noted  that  the  surface  of  the  tumor  was 
smooth.  This  is  found  to  be  due  to  the  fact  that  a  layer  of 
neuroglia  invests  the  projecting  portion  of  the  neoplasm,  and 
that  the  ependymal  cells  are  present  in  part,  but  not  to  be  found 
over  the  highest  portion  of  the  growth,  where  the  enveloping 
layer  is  thinnest.  Possibly  the  ependymal  cells  were  lost  in 
handling  the  specimen,  but  a  more  probable  view  is  that  they 
have  been  lost  through  the  pressure.  Large  oval  bodies  con- 
taining a  granular  material  staining  with  nuclear  dyes  like 
chromatin  are  found  in  the  neuroglia  in  certain  regions  about 
the  blood-cavities,  quite  like  those  seen  about  the  tumor  in  the 
callosal  gyrus. 
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THE  NEOPLASM    IX   THE  SPINAL  CORD. 

As  soon  as  the  fixing  and  hardening  process  was 
completed  the  examination  of  the  spinal  cord  was  re- 
newed, at  first  with  the  undivided  portions  of  the  cord, 
and  afterwards  by  coarse  serial  transverse  sections.  The 
cervical  enlargement  noticed  in  the  fresh  specimen  remains, 
with  its  fusiform  shape  well  pronounced  and  its  point  of 
greatest  thickness  between  the  origin  of  the  seventh  and 
eighth  cervical  nerves,  from  here  tapering  in  both  direc- 
tions. This  spindle-sihaped  enlargement  is  3.5  to  4  cm.  long, 
occupying  quite  exactly  that  portion  of  the  cervical  cord  which 
is  naturally  largest.  The  oval  shape  of  the  normal  cord  is  re- 
tained, and  the  measurements  of  a  transverse  section  of  the 
thickest  portion  of  the  spindle  gives  2.1  cm.  transversely  (right 
to  left)  and  1.6  cm.  antero-posteriorly  (dorso-ventrally).  Along 
the  ventral  aspect  of  the  enlarged  portion  its  extent  cannot  be 


Fig.  V.  A  series  of  macroscopic  slices  of  the  lower  cervical,  and 
thoracic  spinal  cord,  showing  at  /  the  cavernoma  in  the  upper  right 
hand  segment,  and  in  the  other  figures  the  spinal  blood-tube  (hemato- 
myelia)  as  it  appears  in  various  levels  of  its  longitudinal  extent. 

so  easily  appreciated,  but  on  the  dorsal  surface  the  point  of  de- 
parture of  the  cephalic  end  of  the  swelling  is  clearly  marked, 
beginning  abruptly  in  the  space  between  the  dorsal  roots  of 
the  fifth  and  sixth  cervical  nerves.  Towards  its  caudal  ex- 
tremity the  swollen  region  tapers  so  gradually  as  to  blend  in- 
sensibly with  the  thoracic  cord.  This  swelling  is  all  the  abnor- 
mality that  can  be  noticed  in  examining  the  exterior  of  the 
hardened  cord,  for  the  opaque,  greenish  color  of  the  -specimen 
has  entirely  masked  the  dark  hue  which  was  apparent  in  the 
spindle-shaped  mass  when  fresh. 
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When  transverse  macroscopic  sections  of  the  hardened  cord 
are  made,  very  instructive  pictures  are  obtained.  These  are  in 
part  reproduced  in  the  series  of  photographs  composing  Fig. 
V,  where  several  sections  of  various  levels  of  the  cord  are 
shown  in  nearly  the  original  size  in  the  photographs  /  to  o, 
The  illustrations  I,  2  and  5  represent  sections  of  the  swollen 
cervical  portion,  1  being  the  highest  and  corresponding  to  the 
level  of  the  sixth  cervical  segment;  2,  a  section  about  1  cm. 
caudad  to  /;  while  j  cuts  across  a  level  about  1.5  cm. 
below,  and  marks  the  point  where  the  cervical  and  thoracic 
portions  blend.  A  marked  difference  in  the  appearance  in  the 
uppermost  sections,  as  compared  with  those  lower  down,  is  re- 
tained even  in  the  photographs,  as  will  be  seen  in  comparing 
1  and  2.  Beginning  at  the  point  where  the  eye  shows  the 
swelling  to  abruptly  commence  in  the  cervical  region  (the  level 
between  the  fifth  and  sixth  cervical  segments),  a  mottled  ap- 
pearance of  the  section  is  evident,  produced  by  the  presence  of 
a  number  of  dark  brown  or  black  foci,  separated  by  thin  tracts 
of  lighter  appearing  tissue,  recalling  perfectly  the  appearance 
shown  by  macroscopic  sections  of  the  cerebral  hemangiomata 
just  described,  and  to  be  seen  in  the  upper  right  hand  portion 
of  /,  Fig.  V.  Judging  from  its  naked-eye  appearance,  this  por- 
tion of  the  foreign  mass  in  the  cord  is  an  angiomatous  new 
growth,  and  this  it  proves  unquestionably  to  be  when  studied 
histologically.  The  whole  extent  of  this  vascular  tumor  is 
much  less  than  that  of  the  enlarged  cervical  spindle.  It  begins 
abruptly  at  the  cephalic  extremity  of  the  fusiform  swelling,  in- 
timately in  contact  with  the  pia  of  the  dorsal  portion  of  the  cord, 
and  somewhat  to  the  right  of  the  middle  line.  At  this  point  the 
tumor  proper  attains  its  maximum  thickness,  about  1  cm.,  and 
is  the  only  occupant  of  the  enlarged  cord  ;  but  a  few  millimeters 
caudad  to  this  point  the  angioma  contracts  more  closely  to  the 
dorsal  and  right-hand  side  of  the  cord,  while  a  uniformly  dark 
mass  makes  up  the  larger  part  of  the  foreign  material.  A  bit 
of  the  substance  composing  this  black  or  brown  mass  is  re- 
moved, and  found  to  crush  easily,  and  to  be  composed  exclu- 
sively of  blood  elements,  in  which  excessive  numbers  of  well- 
formed  red  corpuscles  predominate.  So  that  this  uniformly 
black  mass,  which,  in  sections  more  posterior,  makes  up  ex- 
clusively the  foreign  material  in  the  swollen  cervical  region,  is 
really  a  great  blood  clot,  and  as  such  it  will  hereafter  be  desig- 
nated. 

Ignoring  for  a  moment  the  blood  clot  which  so  ma- 
terially aids  in  producing  the  enlarged  condition  of  the  cervical 
cord,  it  is  found  that  the  tumor  proper  extends  but  about  1  cm. 
in  the  long  axis  of  the  spinal  cord,  making  this  new  growth  an 
imperfect  ovoid  1  cm.  long  and  the  same  across,  lying  in  the 
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dorsal1  portion  of  the  cord,  somewhat  to  the  right  of  the  middle 
line,  and  intimately  associated  with  the  pia  covering  the  dorsal 
convexity  of  the  organ.  With  this  subtraction,  the  remainder 
of  the  foreign  mass  making  the  cervical  swelling  is  found  to  be 
nothing  more  than  the  massive  blood  clot,  making  the  lower 
half  of  the  deeply  shaded  portion  shown  at  1  and  constituting 
the  entire  dark  mass  seen  in  sectional  view  in  2.  At  5  which 
corresponds  to  the  level  of  the  first  and  second  thoracic  seg- 
ments, the  blood  clot  is  broken  into  several  portions,  to  become 
solid  a  little  lower  down,  where  it  fills  the  tube  soon  to  be  de- 
scribed. 

As  seen  in  the  case  of  the  cerebral  tumors  whose  gross  ap- 
pearance is  identical  with  the  neoplasm  in  the  cord,  the  contrast 
between  the  dark  brown  or  black  tumor  mass  and  the  greenish 
nervous  substance  of  the  hardened  cord  is  very  sharp,  so  that 
no  trouble  is  found  to  mark  its  location,  which  in  the  region  of 
the  cervical  swelling  corresponds,  of  course,  to  the  portion  un- 
occupied by  the  neoplasm  and  by  the  blood  clot.  This  partial 
rim  of  condensed  spinal  marrow,  thickest  in  the  ventral  aspect, 
is  readily  seen  even  in  the  photographs  composing  /  and 
2,  Figs.  V,  because  of  its  lighter  shade;  and  the  scantiness  of 
this  rim,  and  the  almost  complete  transverse  obliteration  of  the 
cord  by  the  foreign  mass  can  now  be  understood. 

With  due  allowance  for  the  increased  amount  of  connective 
tissue  arising  from  the  pia  and  the  pial  septa  of  the  spinal 
cord,  the  microscopic  anatomy  of  the  tumor  proper  is  prac- 
tically the  same  as  that  of  the  cerebral  cavernous  angiomata, 
thus  confirming  the  anatomical  diagnosis  which  made  the  three 
neoplasms  identical.  The  actual  tumor  in  the  enlarged  cervical 
region  is  a  cavernous  angioma,  and,  from  its  fusion  with  the  pia 
over  a  considerable  area  corresponding  to  the  right  dorsal 
region,  which  the  microscopic  examination  sustains,  there  is 
little  reason  to  doubt  that  it  owes  its  origin  primarily  to  the 
blood  vascular  channels  of  the  spinal  pia.  either  from  the  layer 
originally  enveloping  this  locality,  or  from  the  septa.  The  de- 
scription given  of  the  cerebral  hemangiomata  as  a  series  of  en- 


1  Opposite  to  ventral,  not  to  be  confused  with  "dorsal,"  as  often  used 
for  "thoracic"  spinal  cord. 

To  appreciate  more  accurately  the  lesions  in  the  cord  which  the 
sections  in  Fig.  V  depict,  it  should  be  noted  that  in  /  the  section  is 
viewed  from  behind,  which  brings  the  right  and  left  sides  of  the  pic- 
ture to  coincide  with  that  of  the  specimen.  But  in  2,  3,  4,  5,  and  6,  we 
are  looking  at  the  sections  from  in  front,  so  that  the  lateral  halves  are 
the  reverse  of  those  in  the  diseased  cord.  In  all  cases,  however,  the 
sections  were  so  arranged  in  photographing  that  the  ventral  (anterior) 
face  of  the  cord  is  represented  in  the  lower  border  of  the  figures. 
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dothelial-clad  blood-spaces  of  varying  size,  communicating  in 
certain  places  to  form  extensive  cavities,  accurately  fits  the  his- 
tology of  the  spinal  tumor.  In  some  places  the  thin-walled  cav- 
ities lie  closely  in  contact ;  in  others  they  are  separated  by  con- 
siderable connective  tissue  whose  cells  show  signs  of  activity, 
especially  that  of  a  phagocytic  nature  in  engulfing  red  blood 
corpuscles  and  disposing  of  masses  of  blood  pigment;  in  still 
other  regions  of  the  tumor  the  spaces  are  more  widely  separated,, 
the  intervening  tissue  being  either  of  connective  tissue  origin, 
or  composed  of  the  remains  of  compressed  nervous  tissue,  or  of 
neuroglia.  Most  of  the  spaces  are  packed  with  red  blood  cells, 
with  here  and  there  threads  of  fibrin,  leucocytes,  and  large 
protoplasmic  bodies  filled  with  what  looks  like  red  corpuscles 
in  various  stages  of  dissolution  (phagocytes).  A  few  of  the 
moderate-sized  spaces  are  packed  with  masses  of  leucocytes,  in 
which  fibrin  threads  are  mingled.  Roundabout  the  neoplasm 
the  blood-vessels,  both  of  the  external  pia  and  of  the  remaining 
cord  substance,  are  choked  with  erythrocytes.  The  process  of 
phagocytosis,  of  which  mention  has  already  been  made  in  con- 
nection with  the  angiomata  of  the  brain,  is  most  active  in  the 
cord,  not  only  about  the  tumor,  but  throughout  the  hemor- 
rhagic region  above  and  below  the  tumor  (the  hematomyelia). 
Such  an  extraordinary  amount  of  extravasated  blood  as  was 
found  in  the  spinal  cord  made,  of  course,  a  foreign  mass  of  large 
proportions  composed  of  red  blood  cells  in  various  stages  of 
disintegration  and  their  pigmented  substances,  fibrin,  and  cellu- 
lar detritus  of  the  damaged  cord  tissue — to  dispose  of  the  for- 
eign material  was  the  first  task  of  the  reparative  process,  and 
there  was  abundant  evidence  that  such  work  had  made  con- 
siderable progress  at  the  time  of  death.  As  to  the  source  of  all 
the  cells  engaged  in  the  work  of  removing  the  foreign  sub- 
stances, it  is  impossible  to  decide,  but  that  the  cells  in  the  peri- 
vascular adventitial  lymph  spaces  are  actively  participating 
there  can  be  no  doubt,  for  about  each  of  the  smaller  vessels 
near  the  tumor,  and  alongside  the  blood  tube,  a  sheath  of  new 
endothelioid  cells  is  to  be  seen  in  the  adventitial  lymph  spaces, 
and  the  larger  of  these  cells  have  their  protoplasm  loaded  with 
masses  of  blood  pigment  or  with  more  finely  granular  foreign 
material. 

Still  directing  attention  to  the  cervical  enlargement,  it  re- 
mains to  consider  the  above  described  dark  brown  or  black 
mass,  making  the  bulk  of  the  swelling,  and  which  was  suspected 
of  being  hemorrhagic  in  nature.  On  examining  sections  such 
was  found  to  be  the  case ;  the  whole  mass,  which  fully  occupied 
this  region,  except  a  narrow  remaining  rim  of  spinal  substance, 
being  one  immense  blood  clot  in  which  red  cells  largely  pre- 
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dominate.  The  immediate  layer  separating  this  clot  from  the 
rim  of  cord  substance  is  composed  in  part  of  connective  tissue 
well  supplied  with  small  vessels,  and  in  part  of  condensed  neu- 
roglia, the  connective  tissue  probably  arising  from  the  remains 
of  that  which  once  occupied  the  fissures  and  septa  of  the  cord ;. 
while  the  glia  is  that  of  the  cord,  which  may  have  proliferated 
to  some  extent  to  meet  the  emergency  caused  by  the  presence 
of  the  foreign  body.  But  of  proliferation  of  neuroglia  there  is 
no  prounced  evidence,  as  the  glia  fibers  are  not  thicker  than 
those  ordinarily  found  in  the  cord,  and  they  are  not  so  abundant 
as  one  would  expect  to  find  in  a  sclerotic  process.  Surrounding 
the  vessels  in  the  wall  bounding  the  blood  mass  are  numerous 
large  and  active  phagocytes,  and  similar  cells  are  abundant  in 
the  tissue  spaces.  Outside  of  this  enveloping  layer  the  shell  of 
damaged  cord  substance  is  found,  with  little  to  indicate  its 
neural  character  except  the  presence  of  glia  fibers  staining 
nicely  with  gentian  violet  (gentian  violet,  picro-acid  fuchsin), 
and  here  and  there  a  distorted  remnant  of  a  ganglion  cell,  and 
nerve  fibers,  mostly  swollen  and  distorted.  There  is  no  evi- 
dence, in  examining  sections  from  various  localities  in  the  cer- 
vical spindle,  that  any  number  of  conducting  fibers  escaped  de- 
struction; in  fact,  it  is  altogether  probable  that  from  their  large 
size  and  the  extensive  territory  occupied  by  them,  the  angioma 
especially  with  the  aid  of  the  blood  clot,  effected  a  complete 
transi'crse  section  of  the  cord  in  the  cervical  region.  No  evi- 
dences of  the  central  canal  are  to  be  found  in  the  enlarged  por- 
tion of  the  cervical  cord. 

THE  BLOOD  TUBE  IN  THE  SPINAL  CORD. 

Both  above  and  below  the  swollen  cervical  region-,, 
whose  description  has  just  been  finished,  a  tubular  ex- 
cavation of  the  cord  substance  is  found.  Cephalad  to  the 
angioma  the  excavation  extends  a  distance  4  to  4.5 
cm.,  following  approximately  the  left  dorsal  horn,  and  ap- 
pearing first  as  a  triangular  slit,  then  roughly  cylindrical  and 
gradually  becoming  smaller  and  slit-like  until  only  a  little  dot 
marks  its  location  close  to  the  point  where  the  cord  expands 
into  the  medulla.  A  chocolate-brown  substance  fills  this  exca- 
vation except  where  it  has  fallen  out  in  handling  the  hardened 
cord,  and  this  substance  proves  to  be  a  mass  of  blood,  mostly 
composed  of  red  cells.  Below  (caudad  to)  the  enlargement  in  the 
cervical  cord  the  blood  tube  extends  longitudinally  a  distance 
of  17  to  18  cm.,  and  some  idea  of  its  appearance  mav  be  gained 
by  referring  to  4,  5,  and  6  of  Fig.  V.  The  section  from  which 
these  illustrations  were  prepared  were  all  made  in  the  thoracic 
cord,  4,  being  about  5  cm.  below  the  cervical  spindle;  5,  5  cm. 
further  dawn,  and  6,  still  5  cm.  further.  Remembering  that  the 
sections  lie  ventral  side  downwards,  and  that  thev  are  viewed 
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from  behind,  these  figures  will  convey  a  clear  idea  of  the  shape, 
character  and  extent  of  the  hemorrhagic  excavation  in  the 
thoracic  spinal  cord.  A  tendency  of  the  false  canal  to  seek  the 
middle  line  can  be  seen,  particularly  in  the  more  enlarged  ex- 
tremity, but  throughout  its  extent  it  favors  the  left  side,  its 
tendency  being  to  follow  crudely  the  left  dorsal  horn  of  the 
thoracic  cord. 

The  section  shown  at  j  represents  the  transition  of  the 
massive  clot  in  the  cervical  swelling  to  the  smaller  tube  of  the 
thoracic  region,  and  its  peculiar  appearance  is  due  to  the  pres- 
ence of  several  clots  (appearing  lighter  in  hue)  in  the  dark  mass 
of  blood.  The  walls  bounding  the  canal  are  at  first  roughly 
triangular  in  outline;  then  they  are  compressed  laterally,  mak- 
ing more  of  a  slit  as  the  excavation  is  followed  down.  As  seen 
in  the  case  of  the  tube  above  the  cervical  swelling,  that  found 
below  it  is  also  filled  with  a  chocolate-colored  mass  composed 
mostly  of  red  blood  corpuscles. 

It  is  necessary  to  briefly  note  several  points  in  the  histologi- 
cal examination  of  this  spinal  blood  tube  in  sections  taken  from 
different  levels.  In  all  of  the  sections  below  that  pictured  at  5, 
which  is  really  the  tapering  portion  of  the  massive  clot  in  the 
cervical  spindle,  the  central  canal  could  be  found,  its  ependymal 
cells  intact.  This  is  also  true  for  the  canal  extending  cephalad 
from  the  angiomatous  region,  thus  showing  conclusively  that 
the  excavation  did  not  choose  the  central  canal  for  its  exten- 
sion. Another  matter  of  importance  is  that  there  is  little  neu- 
rogliar  proliferation  about  the  lumen  of  the  false  canal ;  and 
■only  in  places  can  a  trace  of  connective  tissue  be  found,  and  this 
does  not  encircle  the  tube.  Even  the  condensed  condition  of  the 
neuroglia  which  was  seen  especially  in  the  case  of  the  caver- 
noma  in  the  optic  thalamus,  is  here  absent.  There  is  a  boun- 
dary made  up  of  the  neuroglia,  but  its  fibers  are  not  much  in 
excess  of  those  found  in  the  unaltered  regions  of  the  cord. 

In  this  absence  of  a  well  marked  gliosis  this  excavation  dif- 
fers decidedly  from  an  ordinary  syringomyelia.  Indeed,  the 
appearance  of  this  blood-filled  tube  was  such  as  to  suggest  a 
recently  produced  mechanical  excavation  in  which  the  pres- 
sure of  escaping  blood  was  the  prime  factor,  the  whole  process 
being  of  so  recent  an  origin  that  the  ordinary  attempts  at  repair, 
like  condensation  and  proliferation  of  the  neurogliar  tissue,  had 
not  time  to  occur. 

At  one  or  more  points  in  the  periphery  of  the  spinal  blood 
tube  groups  of  small  blood-vessels,  filled  with  corpuscles,  were 
found;  and  about  these  blood-vessels,  either  in  their  advential 
and  perivascular  lymph  spaces  or  the  tissue  immediately  round 
about,  large,  oval,  phagocytic  cells,  loaded  with  pigment,  were 
seen. 

Filling  this  false  tube  throughout  its  entire  length  is  a  mass 
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of  blood  clot  composed  of  red  corpuscles  in  all  stages  of  dis- 
integration, blood  pigment,  leucocytes,  and  fibrin  in  small 
amount.  Large  cells  in  which  the  outline  of  red  blood  cells 
still  could  be  seen  were  also  present  in  the  blood  mass  in  mod- 
erate numbers.  The  usual  pressure  effects  could  be  detected 
in  the  tissues  lying  close  about  the  blood  tube,  both  in  the 
ganglion  cells  and  in  their  nerve  fibers. 

THE  TRACT  DEGENERATIONS  JN   THE  SPINAL  CORD. 

With  a  tumor  in  the  substance  of  the  cervical  spinal  cord  in- 
volving a  portion  of  its  substance,  and  a  massive  hemorrhage, 
making  an  almost  complete  severance  in  this  region,  the  usual 
ascending  and  descending  degeneration  of  a  section  of  the  cer- 
vical cord  would  be  expected.  Even  in  the  macroscopic  slices 
of  the  hardened  cord  the  pallor  of  the  pyramidal  tracts  below 
the  tumor  and  of  the  dorso-mesial  tracts  above  it  show  that  such 
degenerative  changes  have  occurred.  Microscopic  sections, 
especially  those  stained  by  the  gentian  violet,  picro-acid  fuchsin 
method,  demonstrate  these  abnormal  conditions  in  the  columns 
more  clearly.  Above  the  cervical  enlargement  the  evidence  of 
degeneration  in  the  dorso-mesial  (Goll's)  column  is  strongly 
marked,  while  that  in  the  direct  cerebellar  tract  is  less  evident, 
though  partially  developed  on  the  right  side.  Below  the  cer- 
vical region,  especially  in  the  lower  dorsal  portion  (where  the 
blood  tube  does  not  interfere),  the  degeneration  of  ventro- 
lateral (pyramidal)  tracts  is  plainly  to  be  seen. 

THE  OSTEOMA  IX    THE  SPINAL   ARACHNOID. 

Had  it  not  been  for  the  preservation  of  the  spinal  mem- 
branes, by  allowing  the  incised  dura  to  remain  as  a  side  sup- 
port for  the  hardening  cord,  the  specimen  now  under  con- 
sideration would  probably  have  been  overlooked  on  account 
of  its  small  size.  It  was  discovered  after  the  dura  had  been 
stripped  from  the  hardened  cord,  situated  beside  the  point  of 
exit  of  one  of  the  lower  thoracic  nerves,  where  it  appeared  on 
the  internal  face  of  the  dura  as  a  white,  spindle-shaped  mass 
about  1  centimeter  in  length,  and  3  to  4  millimeters  in  diameter. 
A  striking  resemblance  to  a  bundle  of  small  worms  is  shown 
by  this  little  tumor  when  closely  examined,  and  with  a  simple 
magnifier  it  is  seen  to  be  made  up  of  a  series  of  convoluted, 
rod-like  bodies.  It  is  closely  applied  to  the  nerve  bundle,  but 
not  a  part  of  it,  for  it  can  he  separated  by  gentle  lifting,  when  it 
is  found  to  be  connected  with  the  sheath  of  arachnoid  which 
surrounds  the  escaping  nerve  prior  to  its  penetrating  the  dural 
membrane. 

Running  through  the  center  of  the  convoluted  mass,  as 
viewed  with  the  dissecting  microscope,  is  a  stem  which  passes 
parallel  to  the  nerve  bundle  and  anchors  to  the  dura.     More 
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careful  examination  of  the  magnified  object  shows  that  the 
vermiform  appearance  is  caused  by  the  projection  of  small  rod- 
like  bodies  from  the  central  stem,  out  of  which  they  grow  in  all 
directions,  to  end  in  knobbed  extremities  and  show  irregular 
thickenings,  giving  them  a  gnarled  look.  Both  the  stem 
springing  from  the  dura  and  the  worm-like  tumor  mass  were 
very  firm,  giving  the  impression  either  of  osseous,  or  of  ex- 
tremely dense  fibrous,  tissue.  However,  on  account  of  its  small 
size,  moderately  thin  sections  of  the  imbedded  tumor  mass 
were  obtained,  a  circumstance  to  which  the  partial  decalcifying 
action  of  the  bichromate  of  Zenker's  and  Muller's  fluid  (in 
which  the  dura  was  successively  placed)  contributed. 

A  microscopic  cross-section  of  the  tumor  shows  both  the 
central  stem  and  the  processes  which  grow  from  it  to  have  the 
structure  of  the  lamellated  bone.  The  ground  substance  is  quite 
homogeneous,  and  only  in  places  can  the  circular  lamellse  be 
clearly  made  out.  Between  the  lamellse  and  scattered  in  the 
homogeneous  osseous  substance  slit-like  spaces  are  found,  in 
which  small  nucleated  bone  corpuscles  appear.  There  are  no 
canals  in  the  worm-like  processes,  and  no  Sharpey's  fibers. 
The  only  exception  to  the  homogeneous,  delicately  lamellated 
structure  is  found  at  the  periphery  of  the  central  stem,  which 
is  bounded  by  a  thin  membrane  composed  of  several  layers  of 
laterally  compressed,  spindle-shaped  cells  (imperfect  perios- 
teum?). 

CLINICAL      RESUME. 

So  far  as  the  tumor  in  the  cranial  dura  is  concerned,  it 
probably  was  responsible  for  the  epilepsy  with  which  the  pa- 
tient suffered,  and  being*  of  that  class  of  neoplasms  which  grow 
deliberately,  it  accounts  for  the  duration  of  the  epileptic  phe- 
nomena as  stated  in  the  history  of  the  case.  Situated  so  as  to 
impinge  upon  the  upper  portion  of  the  motor  cerebral  cortex, 
and  ultimately  making  enough  pressure  to  cause  a  distinct 
atrophy  of  the  cortex  beneath  it,  there  can  be  no  question  as 
to  the  irritative  influence  of  this  foreign  body  upon  the  sensi- 
tive brain  substance.  Thus  the  case  should  be  regarded  as  one 
of  secondary  epilepsy,  in  which  a  causative  role  was  played  by 
the  dural  tumor.  From  what  we  know  of  cases  of  this  kind,  the 
convulsions  should  have  been  Jacksonian,  at  least  in  their  com- 
mencement, beginning  in  the  toes  and  foot  of  the  right  side; 
but  on  this  point  the  clinical  history  is  not  clear.  Had  such  a 
history  been  obtained  and  controlled  by  careful  examination 
and  observation,  no  doubt  a  diagnosis  of  Jacksonian  epilepsy 
might  have  been  made,  and  the  case  could  have  been  subjected 
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to  surgical  treatment,  possibly  with  a  favorable  outcome  so 
far  as  the  dural  growth  and  its  irritative  effects  were  con- 
cerned. 

Nothing  in  the  history  as  recorded  points  to  the  presence 
of  the  two  other  cerebral  tumors — the  cavernoma  in  the  callosal 
gyrus  and  that  in  the  optic  thalamus.  These  tumors,  like  the- 
one  in  the  spinal  cord,  were  doubtless  of  comparatively  recent 
origin,  or  at  least  their  final  growth  was  rapid;  and  most  likely 
the  three  neoplasms  sprang  into  existence  almost  simultane- 
ously, so  that  the  most  serious  one,  that  in  the  spinal  cord,  giv- 
ing the  principal  clinical  symptoms,  may  have  masked  evidences 
of  those  in  the  brain. 

As  to  the  spinal  tumor  and  its  accompanying  hemorrhage, 
it  bears  out  the  clinical  symptoms  referable  to  this  region — 
those  of  a  gradually  progressing  transverse  destruction  of  the~ 
cord.  Here  the  cavernous  angioma,  originating  in  the  pia,  was 
the  primary  lesion,  in  itself  enough  to  cause  considerable  dis- 
turbance, but  not  enough  to  effect  the  complete  section  of  the- 
cord,  which  was  later  brought  about  by  the  massive  hem- 
orrhage. Tt  is  important  to  note  the  persistence  and  exag- 
geration of  the  deep  reflexes,  almost  to  the  day  death  took 
place. 

No  clinical  evidence  of  the  hematomyelia  was  revealed,  this 
being  again  a  feature  which  was  clouded  by  the  more  extensive 
transverse  lesion  in  the  cervical  cord. 

PATHOLOGICAL     RESUMK. 

Three  distinct  varieties  of  mesoblastic  neoplasms  were 
found  in  the  post-mortem  examination  of  the  central  nervous 
system  of  this  case,  and  there  is  no  reason  to  believe  that  these 
varieties  were  in  any  way  related.  The  dural  tumor  belongs  to 
a  type  quite  common  about  the  brain  and  spinal  cord,  and  has 
no  special  claim  upon  our  further  attention. 

An  interesting  point  relative  to  the  osteoma  of  the  spinal 
arachnoid  concerns  the  genesis  of  these  tumors.  Osteomata 
are  not  uncommonly  met  in  connection  with  the  cranial  dura, 
especially  about  the  falx,  where  they  usually  appear  as  osteo- 
phytes— irregular  plates  or  spicules  of  bone,  and  owe  their 
origin  to  the  periosteal  or  bone-forming  activity  of  the  hard 
brain  covering.  Such  formations  are  less  common  about  the 
spinal  dura,  though  they  have  been  often  described. 
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In  the  spinal  arachnoid  osteomata  are  also  quite  frequently 
found,  though  here  they  usually  appear  as  osteophytic  plates  or 
spicules.  In  our  case,  however,  the  tumor  has  more  claims  to 
be  called  a  neoplasm  in  the  strict  sense,  for  there  is  produced  a 
mass  of  new  osseous  tissue  of  a  peculiar  form ;  this  vermiform 
tumor  appearing  in  the  arachnoid.  As  a  basis  for  the  more  ex- 
tensive and  peculiar  portion  of  the  tumor  is  a  delicate  spicule 
of  bone,  also  lying  in  the  arachnoid,  but  at  one  end  connected 
with  the  dura.  To  this  dural  connection  the  development  of  the 
osteoma  is  probably  to  be  charged,  for  as  Zanda2  has  prettily 
shown,  these  tumors  come  about  after  this  fashion :  The  pri- 
mary departure  towards  the  formation  of  a  neoplasm  takes 
place  in  the  connective  tissue  of  the  arachnoid,  which,  in  re- 
sponse to  some  irritation,  probably  originally  inflammatory  in 
nature,  proliferates,  but  no  formation  of  bone  takes  place  so 
long  as  the  newly  formed  tissue  remains  localized  in  the  arach- 
noid. A  sprout  reaching  the  dura,  however,  this  membrane 
assumes  a  periosteal  function,  bone  is  deposited,  and  thus  the 
connective  tissue  new  growth  becomes  an  osseous  neoplasm. 

Some  explanation  of  the  anatomical  diagnosis  of  the  vas- 
cular tumors  in  the  brain  and  cord  may  be  desirable,  for  at 
the  present  time  there  is  so  strong  a  tendency  to  class  almost 
all  neoplasms  arising  in  the  substance  of  the  central  nervous 
system  with  the  gliomata  that  some  good  reason  for  not  doing 
so  must  be  given.  Besides,  the  appearance  of  three  similar 
mesoblastic  tumors  in  regions  remote  from  each  other  at  first 
suggests  their  metastatic  origin  from  a  primary  malignant  new 
growth,  so  that  it  becomes  desirable  to  indicate  why  these  par- 
ticular tumors  have  been  looked  upon  as  multiple  angiomatai 
and  not  as  sarcomata  with  vascular  proliferation. 

In  these  cavernomata,  and  especially  in  that  found  in  the  op- 
tic thalamus,  the  presence  of  a  network  of  neuroglia  at  the  bor- 
der of  the  blood-spaces  and  nervous  tissue  is  noted,  and  unless 
the  presence  of  this  neuroglia  can  be  otherwise  explained  it  may 
well  be  concluded  that  a  gliomatosis  is  the  primary  lesion  and 
the  blood-vascular  phenomena  are  accompaniments,  making  the 
neoplasms  telangiectatic  gliomata.     But  the  bulk  of  the  tumor 

2<lUeber  die  Entwickelung  der  Osteome  der  Arachnoid  spinalis." 
Beitrage  zur  Patholog.  Anat,  Bd.  V.,  1890. 
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is  made  up  of  communicating,  endothelial-clad  blood-spaces 
filled  with  blood  elements,  and  here  there  is  nothing  that  would 
make  one  hesitate  to  pronounce  it  a  cavernous  angioma.  In 
the  well-advanced  tumors  (callosal  gyrus  and  spinal  cord)  a 
felt  work  of  glia  fibers  is  only  present  at  the  periphery  of  the 
new  growth,  appearing  as  a  wall  or  barrier  between  the  neo- 
plasm and  the  nervous  tissue  roundabout — as  though  new 
neuroglia  arose  (or  that  formerly  present  condensed)  in  re- 
sponse to  the  irritation  of  a  foreign  body,  just  as  connective  tis- 
sue responds  to  such  a  stimulant.  It  is  this  view  of  the  matter 
that  is  held,  although  our  knowledge  of  the  regeneration  of 
neuroglia  is  still  meager,  and  the  question  of  how  this  tissue  re- 
acts to  foreign  bodies  far  from  settled.  A  circumscribed  (and 
tumor-like)  glia  proliferation  has,  however,  been  described  by 
Lubarsch3  in  the  case  of  an  echinococcus  cvst  of  the  spinal 
dura,  which  effected  a  narrowing  of  the  spinal  canal  and 
pressure  upon  the  spinal  cord. 

On  the  whole,  the  phenomena  witnessed  in  the  neuroglia 
bordering  these  tumors  in  our  case  resembles  that  seen  in  the 
region  about  old  hemorrhages,  where  the  same  large  protoplas- 
mic cells,  pigment-containing  cells,  new  blood-vessels,  and  in- 
creased neuroglia  fibers  are  to  be  successively  seen.  Even  here 
the  origin  of  the  peculiar  cells  appearing  about  the  foreign 
blood  mass  has  not  been  finally  elucidated,  as  is  forcibly  put 
by  Ribbert4  when  he  asks :  " Welcher  Art  sind  nun  diese  Zel- 
len?"  and  then  proceeds  to  answer  the  question  in  part,  at  least. 
The  whole  question  of  gliosis,  and  gliomatosis,  becomes  in- 
volved in  this  matter  when  it  is  fully  probed,  and  it  is  foreign 
to  the  present  purpose  to  make  an  elaborate  discussion  of  these 
very  interesting  and  important  topics.5 

Considering  the  possible  sarcomatous  nature  of  these  neo- 

8 Ergebnisse  der  allgemeinen  Pathologic  II  Abth.,  1895,  p.  340- 
4"Lehrbuch  der  Pathologischen  Histologie,"  p.  401. 
5  A  somewhat  more  complete  presentation  of  this  case  will  appear 
in  the  forthcoming  number  of  the  Bulletin  of  the  Ohio  Hospital  for 
Epileptics  (Vol.  I,  Nos.  2  and  3.  July  and  December,  1808.)  It  is  my 
desire,  however,  to  give  certain  features  suggested  in  the  course  of  its 
study  a  special  and  more  detailed  setting  forth,  especially  with  refer- 
ence to  the  part  played  by  the  neuroglia  about  the  various  neoplasms: 
and  as  to  the  comparison  of  the  hematomyelia  and  syringomyelia,  here 
again  noting  especially  the  deportment  of  the  neuroglia.  At  this  time 
the  literature  involved  will  be  discussed. 
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plasms,  the  only  suspicion  that  could  be  entertained  would  con- 
cern the  pigment-containing-  cells  in  the  perivascular  spaces 
and  scattered  in  the  connective  tissue  and  neuroglia  about  the- 
tumors.  But  these  cells  are  disposed  in  such  a  way  as  not  to* 
resemble  sarcomatous  cell-groups,  and  they  are  all  so  readily 
accounted  for  on  the  phagocytic  basis  that  it  seems  hardly  nec- 
essary to  dwell,  on  this  point.  Another  argument  against  the 
possibility  of  these  cells  being  sarcomatous  elements  is  their 
presence  about  the  blood-vessels  and  in  the  spinal  tissue  bor- 
dering the  hematomyelia,  even  at  a  distance  of  fifteen  centi- 
meters from  the  spinal  angioma. 

Dismissing  the  suspicions  of  glioma  and  sarcoma,  it  only 
remains  to  repeat  the  conclusion  already  reached  concerning 
the  nature  of  these  neoplasms,  viz.,  that  they  are  multiple  cav- 
ernous hemangiomata,  or  cavernomata. 

Cavernous  hemangiomata  are  rare  tumors  in  the  central 
nervous  system;  they  are  specially  uncommon  as  multiple 
tumors;  so  that  the  presence  of  these  tumors  gives  this  case  a 
distinction,  even  without  its  other  interesting  features.  Upon 
what  supposition  can  the  (probably)  simultaneous  appearance 
of  these  three  cavernomata  be  best  explained?  Most  satisfac- 
torily this  question  can  be  answered  by  accepting  the  views  of 
Ziegler  and  of  Thoma  relative  to  the  origin  of  cavernous  agio- 
mata  (especially  of  the  liver)  in  advanced  life.  Ziegler5  does 
not  regard  these  formations  as  true  tumors,  but  ascribes  their 
inception  to  a  varicose  dilation  of  certain  capillaries  which 
afterwards  communicate  by  an  atrophy  of  their  walls,  a  new 
formation  of  blood-vessels  not  taking  place  until  after  the  cav- 
ernoma  has  become  well  advanced.  These  secondary  angiomata 
differ  materially  from  the  congenital  cavernomata  of  childhood, 
in  which  a  true  neoplasm  forms.  A  further  explanation  of  the 
production  of  these  "senile"  cavernous  angiomata  is  given  by 
Thoma,6,  who  has  especially  studied  the  histo-mechanical  phe- 
nomena and  has  shown  that  in  the  production  of  all  blood- 
vascular  tumors  alterations  in  the  blood  pressure  and  the  ve- 
locity of  the  blood  flow  play  most  important  parts :  according 
to  which  an  increase  in  the  blood  pressure  and  in  the  velocity 

8 "  Lehrbuch  der  pathologischen  Anatomie."  Siebente  Auflage, 
1892. 

6 '' Lehrbuch,  der  allgejn,     Pathologie,"  Bd.  I. 
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lends  to  produce  an  angioma  with  dilated  walls,  as  seen  in  cav- 
ernous angioma.  By  assuming  the  operation  of  such  factors 
as  these,  the  appearance  of  the  multiple  angiomata  in  our  case 
can  be  more  readily  understood  than  upon  any  other  hypoth- 
esis. 

The  massive  hemorrhage  in  the  enlarged  cervical  por- 
tion of  the  spinal  cord  is  probably  to  be  ascribed  to  the  rup- 
ture of  certain  vascular  channels  composing  the  angioma  which 
makes  a  part  of  this  enlargement,  and  the  blood-filled  tubular 
canal  which  extends  both  above  and  below  the  cervical  region 
is  probably  only  a  longitudinal  extension  of  the  same  hemor- 
rhage into  the  substance  of  the  cord.  In  attempting  to  ex- 
plain the  occurrence  of  this  hematomyelia  the  whole  question 
of  cavity  formation  (syringomyelia)  in  the  cord  is  involved — a 
question  not  yet  settled,  and  one  that  must  here  be  avoided. 
One  point  only  need  be  touched,  and  that  refers  to  the  absence 
•of  a  pronounced  gliosis  about  the  spinal  blood-tube;  since  this 
is  the  feature  which  distinguishes  the  lesion  from  an  ordinary 
syringomyelia,  though  the  writer  inclines  to  believe  that  this  is 
simply  a  question  of  time,  and  that,  had  a  sufficient  interval 
elapsed  after  the  occurrence  of  this  tubular  spinal  hemorrhage, 
a  gliosis,  reparative  in  its  tendency,  would  have  been  found 
.around  the  tube,  just  as  it  was  found  about  the  small  neoplasm 
in  the  thalamus,  and  to  a  lessened  degree  about  the  larger  and 
probably  more  actively-growing  cavernomata  in  the  callosal 
gyrus  and  in  the  spinal  cord.  In  this  light  it  is  proper  to  regard 
the  massive  blood-tube  in  the  enlarged  cervical  cord,  and  the 
smaller  longitudinal  tubular  excavation  (hematomyelia),  as  re- 
cent lesions  of  traumatic  origin,  and  to  them,  especially  to  the 
massive  clot  in  the  cervical  cord,  the  rapidly  fatal  progress  of 
the  case  must  be  ascribed. 


RETARDATION    OF   PAIN-SENSE  IN  LOCOMOTOR  ATAXIA, 

(preliminary  communication.) 

By  L.  J.  J.  Muskens,  M.D. 

ASSISTANT  IN  NEUROPATHOLOGY,   CORNELL  MEDICAL  COLLEGE. 

That  retardation  of  the  sensibility  for  pain  is  not  at  all  rare 
in  locomotor  ataxia  is  now  well  known.  Attention  was  called 
to  this  fact  by  Cruveilhier,  Charcot,  Leyden,  Naunyn,  Weir 
Mitchell,  Gowers,  E.  Remak,  Berger,  Bolkostern,  and  M. 
Lahr.  Most  observers  point  out,  also,  that  this  retardation 
is  often  met  with  in  the  lower  extremities;  more  detailed  local- 
ization of  this  qualitative  sensibility-disturbance  I  have  not 
found. 

In  one  case  of  undoubted  and  well  developed  tabes  dorsalis 
I  found  a  circumscribed  circular  area  of  analgesia  below  the 
knee,  while  the  sense  for  touch  was  intact.  Examining  care- 
fully the  zone  where  the  algesia  went  over  into  the  analgesia,  I 
found  that  the  response  of  the  patient  on  the  sticking  with  a 
needle  was  usually  delayed.  He  remarked  also  after  inquiry 
that  he  felt  two  distinctly  separated  sensations,  first  the  touch, 
then  the  pain.  The  same  patient  had,  like  many  well  developed 
cases,  a  broad  zone  of  analgesia  over  the  upper  chest  (this  is 
also  in  incipient  cases  a  rather  frequent  and  early  symptom  of 
the  disease),  whereas  his  sensibility  for  touch  was  well  pre- 
served. On  the  borders  of  this  area,  as  well  as  on  those  of  the 
analgesic  (ulnar)  side  of  both  arms,  a  similar  condition  was 
found  almost  constantly,  viz. :  A  zone  of  retardation  of  pain- 
sense  on  the  border  of  the  analgesic  areas. 

This  observation  seemed  remarkable  enough  to  lead  me  to 
examine  with  particular  interest  the  borders  of  the  analgesic 
zone  in  all  further  cases,  viz. :  the  edges  of  the  analgesic  area 
where  the  sense  for  touch  was  not  disturbed.  This  was  done  in 
31  cases.  Examining  with  the  necessary  care  and  patience,  I 
could  find  in  all  cases,  at  least  on  one  or  more  of  said  localities, 
more  or  less  retardation. 

Quite  an  amount  of  power  of  observation  and  analysis  of 
sensation  is  needed  on  the  part  of  the  patient  to  distinguish 
qualitatively  different  sensations ;  and  it  is  necessary  in  almost 
all  cases  to  help  the  patient  in  a  way ;  to  ask  him  which  he  feels 
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first,  the  touch  of  the  pin  point  or  the  pain.  If  one  examines 
a  patient  on  the  said  localities,  under  said  conditions,  the  pa- 
tient will  soon  catch  the  meaning  of  the  questions  and  answer 
either:  "First  the  pain,"  or,  "The  touch  and  then  the  pain;" 
or,  if  the  pin  was  pressed  in  the  skin  of  the  algesic  zone :  "First 
the  pin,"  or,  "Both  together  at  the  same  time."  This  method 
has  proved  to  me  to  be  much  more  useful  than  that  usually 
employed,  when  the  psychical  reaction  time  is  observed,  which 
is  very  different  in  different  patients,  and  varies  decidedly  in 
less  educated  people. 

That  the  border  between  algesic  and  analgesic  areas  often  is 
found  very  different,  even  within  a  few  minutes,  and  that  there 
are  many  factors  which  must  be  regarded  when  locating  this 
border,  is  a  fact  to  be  borne  in  mind.  The  zone  of  retardation 
varies  very  much  in  broadness,  from  a  millimeter  and 
less  to  some  decimeters.  Large  zones  one  is  apt  to  find  more 
in  the  lower  extremities,  whereas  the  zone  in  many  old  cases 
of  the  disease  cannot  well  be  found  on  the  upper  border  of  the 
analgesic  zone  of  the  chest,  and  on  the  borders  of  the  ulnar 
analgesic  zone  on  the  upper  extremities.  It  appears  as  if  the 
retarded  zone  with  particular  regularity  is  found  where  the 
analgesia  is  developing,  and  cannot  so  easily  be  found  when 
the  process  of  destruction  of  centripetal  fibers  has  come  to  rest. 
For  several  reasons  I  am  led  to  believe  that  this  retardation 
is  an  important  and  early  symptom  of  the  disease,  and  prob- 
ably always  precedes  the  total  loss  of  sensibility  for  pain.  This 
retardation  is  probably  of  differential  diagnostic  value,  ft 
seems  to  me  that  retardation  of  conduction  of  stimuli  is  a  more 
frequent  biological  phenomenon  than  is  ordinarily  supposed. 
The  retardation  of  the  conduction  of  the  contraction  wave  in 
the  cardiac  muscle  under  influence  of  the  pneumogastric  nerve 
was  studied  by  me  not  long  ago,1  after  Engelmann  had  ob- 
served the  same  phenomenon  in  the  dying  heart.  As  to  the 
retardation  in  the  centripetal  nerve  fibers  in  diseases  of  cord 
and  peripheral  nerves,  it  is  quite  clear  that  where  the  nerve 
fibers  are  slowly  perishing,  the  first  phenomenon  may  be  re- 

1  L.  J.  J.  Muskens,  "An  Analysis  of  the  Action  of  the  Vagus  Nerve 
on  the  Heart."     American  Journal"of  Physiology.     I,  No.   IV.,    1 
p.  486. 
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tardation  of  the  conduction  of  the  impulses,  and  that  only  later 
the  loss  of  sensibility  for  said  quality  may  be  total. 

For  the  great  clinical  material  necessary  for  this  kind  of 
research  I  am  indebted  to  my  chief,  Prof.  C.  L.  Dana,  and  to 
Prof.  G.  M.  Hammond ;  for  cases  also  to  Dr.  J.  Fraenkel  and 
Prof.  T-  Collins. 


CONTRIBUTION   TO    THE   SYMPTOMATOLOGY   OF  INTRA- 
CRANIAL   DISEASE.* 
By  Joseph  Fraenkel,  M.  D., 

PHYSICIAN   IN   CHARGE  OF  THE   MONTEFIORE    HOME  :    INSTRUCTOR    IN    NERVOUS 

DISEASES  AT  THE  CORNELL  UNIVERSITY   MEDICAL  SCHOOL  ;  NEUROLOGIST 

TO  THE  CITY   HOSPITAL,  NEW   YORK. 

Modern  neurology  is  justly  proud  of  the  achievements  in 
the  recognition  and  management  of  intracranial  affections,  es- 
pecially brain  abscesses  and  tumors.  But  we  must  all  concur 
in  the  opinion  of  Oppenheim,  expressed  at  the  late  Interna- 
tional Medical  Congress  at  Moscow,  that  the  diagnosis  of  these 
conditions  is  yet  far  from  what  it  should  be,  and  that  the  uncer- 
tainty of  diagnosis  is  the  cause  of  therapeutical,  especially 
surgical,  failures.  So  I  venture  to  add  to  the  abundance  of 
clinical  reports  the  history  of  two  cases,  if  only  for  the  sake 
of  fortifying  and  supporting  facts  already  known  and  estab- 
lished. The  cases  that  I  am  about  to  report  have  given  me 
much  clinical  and  therapeutical  information,  and  I  therefore 
ask  indulgence  through  the  lengthy  recital. 

Case  I.  The  patient,  a  boy  seven  and  a  half  years  old,  was 
brought  to  the  Montefiore  Home,  September  2,  1896,  by  his 
mother.  She  related  in  a  husky  voice  and  hurried  language 
the  history  of  her  son's  illness.  The  explanation  of  the  moth- 
er's unusual  behavior  was  readily  apparent  in  her  tremor, 
struma,  and  exophthalmus.  She  said  that  she  was  the  only 
member  of  her  family  who  was  not  well.  Repeated  interroga- 
tion failed  to  elicit  the  statement  of  disease  of  any  kind  in  the 
little  patient's  ancestry,  except  the  condition  of  the  mother. 
The  child  was  born  at  full  term,  grew  and  developed  normally, 
had  croup  and  measles  in  infancy.  He  attended  school,  and,  so 
far  as  could  be  learned,  was  bright  and  normal  in  every 
respect  until  April,  1896.  At  this  time,  one  day  while  at  dinner 
he  suddenly  took  the  spoon  with  which  he  was  feeding  himself 
and  shifted  it  from  the  right  to  the  left  hand  and  continued  his 
meal.  When  asked  the  reason,  he  simply  stated  that  he  was 
unable  to  do  it  with  the  right.  Soon  afterward  the  mother 
noticed  clumsiness  of  the  right  lower  extremity,  and  the  boy 
frequently  asked  to  have  removed  from  his  shoe  a  nail  which, 
he  thought,  impeded  locomotion. 

*  This  paper  was  read,  and  one  of  the  patients  and  the  specimen 
from  the  other  were  presented  before  the  New  York  Neurological  So- 
ciety, January,  1898. 
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These  symptoms  continued  for  about  three  weeks;  and 
after  a  stay  of  about  two  weeks  at  the  Post-Graduate  Hospital, 
the  patient  left  considerably  improved. 

Two  months  before  coming-  to  the  Montefiore  Home,  at- 
tacks of  vomiting  occurred  and  the  patient  complained  of  se- 
vere headache,  and  became  dull  and  drowsy.  The  motor  im- 
pairment of  the  right  side  grew  worse,  and  a  right  facial  palsy 
developed. 

The  mother  claimed  to  have  noticed  twitchings,  "grasping- 
like  movements,"  of  the  left  upper  extremity,  especially  when 
the  patient  was  asleep,  and  she  stated  further  that  he  moved 
the  right  upper  extremity  when  asleep  in  a  way  that  he  was 
unable  to  do  when  awake. 

At  no  time  was  there  any  disturbance  of  speech  noticed  by 
the  mother,  and  there  was  no  incontinence  of  the  bladder  or 
Tectum. 

The  mother  was  entirely  ignorant  of  any  cause  for  the  onset 
of  these  symptoms,  such  as  traumatism  or  acute  febrile  dis- 
ease, and  she  did  not  notice  any  minor  premonitions  of  the 
symptoms. 

Examination.  The  patient  was  fairly  well  built,  and  weighed 
41  pounds.  The  lower  abdomen  was  somewhat  protruding. 
The  body  showed  a  number  of  bruises,  which  were  the  results 
of  frequent  falls.  The  lower  extremities  showed  a  few  pig- 
mented, atrophic,  cutaneous  scars.  Glands,  especially  in  the 
groin  and  cervical  region,  were  small,  round,  and  hard.  Head, 
asymmetrical,  left  parietal  bone  somewhat  more  highly 
arched.  There  was  a  slight  convergent  squint,  and  the  ears 
were  large.  The  incisor  teeth  were  somewhat  serrated,  al- 
though they  did  not  approach  the  so-called  Hutchinson  type, 
for  they  showed  a  convexity,  not  a  concavity,  in  the  middle, 
and  the  enamel  was  intact.  Right  angle  of  the  mouth  drooped. 
Right  upper  extremity  was  rotated  outward  at  the  shoulder, 
semiflexed  and  pronated  at  the  elbow;  ringers  flexed  at  the  sec- 
ond phalangeal  joint,  the  thumb  abducted.  The  right  foot  was 
incurvated.  When  the  patient  stood,  the  eyes  open,  there  was 
distinct  swaying,  which  increased  when  the  eyes  were  closed, 
as  did  also  the  play  of  the  tendons  of  the  right  foot  (fork  symp- 
tom). The  gait  may  best  be  described  as  ataxic-hemiplegic. 
The  deviation  from  a  pure  hemiplegic  gait  was  that  the  patient 
put  his  right  foot  to  the  floor  with  varying  force  at  different 
times,  and  frequently  on  top  of  the  other  foot. 

Pulse  72,  soft  and  small.  Respiration  24;  temperature  99°. 
Percussion  of  thorax  showed  nothing  abnormal,  but  the  note  on 
the  right  side  was  of  higher  pitch  than  on  the  left.  Respiratory 
murmurs ;  inspiration,  as  well  as  expiration,  diminished 
on  the  right  side.  Heart  dulness  was  a  trifle  increased  to  left 
side.    The  rhythm  was  slow,  the  sounds  muffled. 
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The  lower  abdomen  was  bulging,  and  on  palpation  it  con- 
veyed to  the  finger  the  sensation  of  a  cystic  mass,  situated  in 
the  middle  line.  This  tumefaction  was  taken  for  a  distended 
bladder,  and  patient  was  given  a  vessel  and  asked  to  pass 
urine.  It  took  him  more  than  fifteen  minutes  to  start  the 
.stream,  and  he  then  passed  about  eight  ounces  of  urine,  where- 
upon the  tumefaction  disappeared.  The  urine  was  pale,  of 
neutral  reaction,  specific  gravity  1003,  without  abnormal  con- 
stituents. 

Nervous  system.  The  patient  showed  considerable  hebe- 
tude, although  he  answered  questions  correctly  and  did  every- 
thing that  he  was  told  to  do,  but  rather  slowly,  after  long  de>- 
liberation  and  in  an  automatic  fashion.  One  could  elicit  no 
■distinct  defects  of  the  intellectual  or  associative  faculties,  and 
there  were  especially  no  aphasic  symptoms.  Speech  was  slow 
and  stammering.  He  wrote  very  poorly  with  the  right  hand, 
the  letters  being  ataxic;  and  he  did  not  write  much  better  with 
the  left  hand. 

Vision  seemed  somewhat  impaired  on  both  sides;  there  was 
no  hemianopsia.  Optic  discs  were  not  very  clearly  outlined, 
and  there  was  distinct  tumefaction  of  the  right  disc.  The 
pupils  were  of  medium  size,  unequal,  the  right  wider.  The  re- 
actions were  prompt  and  alike  on  both  sides.  Although  each 
eyeball  could  be  moved  freely  in  every  direction,  the  conju- 
gated excursions  of  the  eyeballs  were  insufficiently  balanced 
and  accompanied  by  irregular  rotatory  and  lateral  nystagmus- 
like movements.  The  muscles  mostly  affected  seemed  to  be 
the  left  external  and  right  internal  recti. 

Smell  and  taste  were  unimpaired;  hearing  was  distinctly 
Impaired  on  the  right  side;  the  bone  conduction  on  this  side 
was  absent.  Both  drum  membranes  were  retracted,  especially 
the  right. 

It  was  seen  at  a  glance  that  the  patient  had  an  inequality 
•of  facial  innervation.  This  was  conspicuous  when  the  coun- 
tenance was  in  repose,  and  when  it  displayed  spontaneous,  un- 
conjured  emotions.  On  intentional  and  volitional  innervation 
the  two  sides  of  the  face  responded  equally.  When  the  patient 
was  told  to  laugh,  i.  e.,  to  make  facial  grimaces,  the  external 
equivalent  of  laughing,  the  asymmetry  of  the  face  was  not  seen, 
but  at  once  became  evident  when  the  laugh  was  the  external- 
ization  of  a  psychical  equivalent.  Moreover,  it  was  to  be  re- 
marked that  the  facial  asymmetry  was  more  conspicuous  when 
the  patient  smiled  than  when  he  laughed  aloud.  If  the  smile 
was  preparatory  to  hearty  laughter,  the  inequal  innervation  of 
the  face  was  first  very  manifest,  and  as  the  smile  transformed 
into  laughter  it  gradually  became  less  evident  and  finally  dis- 
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appeared,  whiie  the  laughter  continued  in  a  spasmodic  way  for 
some  time. 

Innervation  of  the  soft  palate  was  equal  on  both  sides,  but 
the  tongue  apparently  deviated  to  the  right. 

Percussion  of  the  skull  was  not  painful,  and  auscultation  of 
the  percussion  did  not  yield  any  information. 

The  right  upper  extremity  was  flabby  and  flaccid,  of  smaller 
volume  than  the  left,  and  passive  movements  encountered  no 
resistance. 

Right  lower  extremity  showed  similar  abnormality;  the 
large  toe  was  in  a  state  of  hyperextension,  and  the  foot  showed 
considerable  excavation  of  the  plantar  surface. 

Motor  power  of  the  right  upper  extremity  was  diminished,, 
and  this  was  more  evident  when  the  co-ordinating  functions 
were  examined  than  by  dynamometric  examination.  There 
was  no  tremor  of  the  upper  extremity. 

The  motor  power  of  right  lower  extremity  was  hardly  di- 
minished; but  it  was  very  difficult  for  the  patient  to  move  the 
toes  or  right  ankle  joint  properly  and  to  the  normal  extent. 
Very  distinct  ataxia  in  the  right  lower  extremity. 

Electrical  reactions  of  the  muscles  of  the  right  upper  and 
lower  extremities  were  diminished  only  to  a  slight  degree. 

The  superficial  reflexes  were  lessened  on  the  right  side. 
Patellar  jerk  livelier  on  right  side,  and  there  was  an  easily  ex- 
haustible ankle-clonus  on  this  side.    Jaw-jerk  was  present. 

Examination  of  sensibility  was  rather  unsatisfactory,  on  ac- 
count of  the  age  and  mental  condition  of  the  patient;  but  pos- 
itively there  was  no  disturbance  of  sensibility  of  any  account. 

The  patient  was  seen  by  Dr.  Dana  in  the  afternoon  of  the 
day  when  this  examination  was  made,  and  the  diagnosis  of  a 
subcortical  brain  tumor  was  confirmed.  It  seemed  justifiable 
to  locate  the  lesion  in  or  near  the  optic  thalamus. 

The  next  morning  the  patient  complained  of  severe  head- 
ache and  vomited  frequently.  He  was  irritable  and  dull, 
showed  distinct  spasmodic  laughter  and  crying,  with  ready 
transition  from  one  state  to  the  other.  He  had  not  passed  urine 
for  24  hours,  and  the  bowels  were  constipated.  Temperature, 
taken  in  the  right  axilla,  was  990 ;  in  the  left  axilla,  98.2.  Pulse,. 
60,  slightly  irregular;  respiration  18,  irregular. 

The  state  of  spasticity  and  of  the  reflexes  of  the  right  ex- 
tremities was  rather  interesting.  At  one  moment,  especially 
when  the  patient's  attention  was  not  directed  towards  the  ex- 
tremities, or  when  one  happened  to  strike  a  moment  of  com- 
plete cessation  of  innervation,  the  extremities  were  absolutely 
flaccid  and  no  reflexes  could  be  obtained.  At  another  moment 
a  very  slight  resistance  to  passive  movements  was  encountered; 
patellar  jerk  was  fairly  alive,  and  an  ankle-clonus  was  easily 
demonstrated. 
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The  patient  was  put  on  mercurial  inunctions  (60  grains 
daily),  ancf  on  increasing  doses  of  iodide  of  potassium.  Very 
soon  afterward  there  was  improvement;  the  headache  became 
less  frequent  and  less  intense,  and  he  vomited  only  rarely.  He 
was  more  wakeful,  active,  and  playful.  The  dexterity  of  the 
right  extremities  returned  to  a  considerable  extent;  the  optic 
discs  became  normal  on  both  sides,  and  the  ocular  excursions 
were  fuller  and  more  steady,  and  there  was  only  a  slight  insuf- 
ficiency of  the  conjugated  excursions  towards  the  left  side. 
After  a  further  lapse  of  about  three  weeks  all  subjective,  and 
most  of  the  objective,  symptoms  disappeared. 

When  examined  five  months  later  the  patient  exhibited  the 
following  symptoms:  Right  angle  of  mouth  slightly  lower. 
There  was  some  swaying  with  eyes  closed ;  in  walking  the  pa- 
tient carried  the  right  upper  extremity  slightly  flexed  and 
rotated  inwardly.  Right  lower  extremity  was  held  rigid  at 
knee-joint,  and  from  time  to  time  the  patient  stumbled  with 
right  toes.  Patient  had  forgotten  what  he  knew  about  num- 
bers and  what  he  learned  in  school;  in  fact,  he  was  silly,  laughed 
spasmodically  on  the  slightest  provocation,  and  did  it  so  per- 
sistently that  his  teacher  was  obliged  to  dismiss  him  from 
school.  The  skull  was  slightly  tender  to  percussion  over  the 
left  parietal  region.  There  was  convergent  strabismus;  left  in- 
ternus  was  in  a  state  of  slight  contracture.  Pupillary  reactions 
were  perfect.  When  the  patient  was  asked  to  follow  the  ex- 
aminer's fingers  with  his  eyes  there  was  noticed : 

1.  A  decided  sluggishness  of  execution,  the  eyeballs  mov- 
ing very  slowly  towards  the  direction  indicated. 

2.  When  in  lateral  position  a  deviation  of  the  eyeball  in  the 
vertical  direction;  for  instance,  when  looking  towards  the 
right  an  overaction  of  the  superior  oblique,  and  towards  the 
left  an  overaction  of  the  inferior  oblique  occurred. 

3.  All  ocular  movements  were  accompanied  by  nystagmus- 
like movements. 

When  the  head  was  not  supported  it  drooped  slightly.  To 
voluntary  innervation  right  and  left  facial  nerve  responded 
quite  normally,  but  on  talking,  or  in  repose,  or  on  emotional 
display,  a  paralysis  of  the  lower  branches  of  the  right  facial 
was  evident  with  all  the  above  mentioned  specifications. 

The  right  extremities  were  thin  and  flabby;  the  spasticity 
varying;  disturbances  of  co-ordination  were  well  marked;  no 
sensory  disturbances. 

Function  of  bowels  and  bladder  normal. 

Case  2.  y[.  B.,  man,  29  years  old,  a  peddler,  single,  en- 
tered the  Montefiore  Home,  August  20,  1895,  on  account  of 
pulmonary  tuberculosis.  The  patient  was  born  of  healthy 
parents,  and  had  a  good  family  history.  In  1893  he  had  typhoid 
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fever;  in  1894,  while  in  South  Africa,  protracted  diarrhea  and 
fever  kept  him  in  bed  for  two  months.  He  was  temperate,  a 
hard-working  man,  free  from  venereal  infections.  He  consid- 
ered himself  healthy  until  the  symptoms  of  the  present  disease 
appeared  about  three  years  ago. 

The  usual  forerunners  of  tuberculous  infection  were  soon 
followed  by  pyrosis,  distress  after  eating,  and  edema  of  the 
legs.  On  examination  the  patient  exhibited  the  symptoms  of 
a  moderate  lesion  of  both  apices,  and  indications  of  mild 
Bright's  disease.  He  remained  comparatively  well  until  No- 
vember, 1896,  when  a  new  set  of  symptoms  developed. 

Without  any  premonitory  symptoms  or  obvious  cause  for 
the  superadded  illness,  the  patient  suddenly  experienced  pain 
and  paresthesias  in  the  left  half  of  the  face,  including  the  oral 
and  nasal  mucous  membranes  and  the  teeth  on  the  left  side. 
At  the  time  of  the  examination  he  compfcained  of  slight  cough ; 
swelling  of  the  legs ;  paresthesias  on  the  left  side  of  face ;  at- 
tacks of  severe  occipital  headache,  associated  with  dizziness 
and  vomiting;  uncertainty  of  locomotion,  especially  while  turn- 
ing around.  He  felt  all  the  time  like  a  drunken  man ;  bit  his 
tongue  when  eating  or  talking,  and  thought  that  his  eyesight, 
especially  of  the  left  side,  had  become  poorer. 

Examination.  Pulse  96°;  resp.  24;  temp.  970.  Urine:  pale, 
acid;  specific  gravity,  1014;  contained  a  considerable  amount 
of  albumin,  hyaline  and  granular  casts. 

Patient  was  of  large  frame,  but  anemic,  and  rather  poorly 
nourished.  Edema  around  ankles.  Abdomen  and  lower 
thoracic  aperture  very  much  distended  and  barrel-shaped. 

Examination  of  the  internal  organs  revealed  lesions  of  both 
lungs.  The  liver  was  considerably  enlarged,  the  spleen  slight- 
ly; the  body  was  covered  with  cold,  cutaneous  and 
periostitic  abscesses  in  various  stages  of  development  or  retro- 
gression. The  clinical  picture  was  so  complicated  that  I  shall 
omit  the  details  of  the  symptomatology,  excepting  those  bear- 
ing on  the  subject  of  brain  tumor. 

Head:  Skull  asymmetrically  built,  was  not  tender  to  per- 
cussion, and  on  auscultation  no  abnormality  was  noticeable. 
The  most  prominent  feature  was  the  facial  expression.  The 
left  half  of  the  face  seemed  contracted.  Depressions  were 
noticed  corresponding  to  the  temporal  and  masseter  muscles 
of  the  left  side.  The  left  eyelid  drooped,  and  was  the  seat  of 
a  few  small  herpetic  blisters.  The  eyeball  was  injected  and 
the  cornea  cloudy. 

On  superficial  inspection  it  appeared  as  if  patient  had  a 
right-sided  peripheral  facial  palsy. 

Smell  and  taste  were  impaired  on  the  left  side.  Vision  was 
impaired  on  both  sides,  but  optic  discs  appeared  fairly  normal. 
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Hearing  was  good,  but  the  patient  complained  of  subjective 
noises  in  the  right  ear.  Pupils  of  medium  size,  well  shaped, 
equal  on  both  sides,  and  reacted  promptly.  Nystagmiform 
twitchings  accompanied  the  ocular  excursions  in  all  directions, 
most  marked,  however,  when  the  eyes  were  turned  to  the  left 
or  upwards. 

When  the  patient  was  put  through  the  usual  tests  to  de- 
termine integrity  of  the  facial  nerve,  the  right  nerve  was  found 
to  be  entirely  normal,  while  in  the  distribution  of  the  left  a 
phenomenon  was  noticed  that  can  best  be  compared  to  the 
ataxia  and  over-innervation  frequently  seen  in  tabic  patients. 
The  patient  performed  all  motor  functions  with  the  left  facial 
— closing  and  opening  the  eyes,  showing  the  teeth,  frowning, 
etc. — with  unnecessary  force,  with  an  expenditure  of  energy 
that  was  extravagant  in  comparison  with  the  effect  desired. 

He  was  unable  to  chew  with  the  left  side,  and  on  swallowing 
he  experienced  slight  difficulty  with  large  pieces.  Food  fre- 
quently lodged  on  the  left  side,  and  he  was  unable  to  dislodge 
it  in  the  usual  way.  The  excursions  of  the  lower  jaw  were 
limited,  the  patient  being  unable  to  open  his  mouth  as  wide  as 
he  used  to,  and  when  doing  so  the  protuberantia  mentalis  devi- 
ated towards  the  right  side,  probably  on  account  of  weakness 
of  the  left  pterygoid  muscles.  Temporal  and  masseter  mus- 
cles were  atrophied,  their  mechanical  irritability  was  increased, 
and  the  electrical  reactions  markedly  but  only  quantitatively 
diminished.    The  latter  was  true  also  of  the  left  facial  muscles. 

Sensibility  of  face  was  subjectively  and  objectively  dis- 
turbed, and  the  patient  himself  mapped  out  the  course  of  the 
first  and  second  branches  of  the  trigeminal  nerve  by  indicating 
the  situation  of  the  paresthesia. 

The  objective  sensory  findings  are  shown  by  the  accom- 
panying figure.  The  sensory  disturbances  included  the  oral 
and  nasal  mucous  membranes,  and  the  left  half  of  the  tongue 
and  conjunctiva.  The  tongue  was  dried  and  furred,  partic- 
ularly the  left  half.  It  protruded  straight,  showed  no  tremor, 
and  no  inequality  of  volume.  Innervation  of  the  soft  palate 
was  normal,  and  motility  and  sensibility  of  the  pharynx  and 
larynx  seemed  undisturbed.  Motility  and  sensibility  of  the  up- 
per and  lower  extremities  were  normal;  the  knee-jerks  were 
very  much  diminished;  there  was  slight  Romberg  symptom, 
but  no  evidence  of  ataxia,  and  the  gait  was  slightly  cerebellar. 

The  patient  was  ordered  mercurial  inunctions — 75  grains 
daily — and  increasing  doses  of  iodide  of  potassium. 

When  examined  after  two  weeks,  the  patient  complained 
of  severe  left-sided  headache,  coming  in  attacks  and  lasting 
from  I  to  i|  hours.  Vertigo  and  dizziness  were  very  severe, 
so  much  so  that  the  patient  was  unable  to  be  out  of  bed.  Ap- 
petite and  bowels  were  fairly  normal ;  micturition  frequent. 
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The  gait  was  uncertain,  swaying,  typically  cerebellar.  Rom- 
berg sign  was  distinct.  The  knee-jerks  were  very  much  di- 
minished.    Head  and  cranial  nerves  as  before. 

Treatment  was  continued  for  three  weeks  longer,  and  at 
the  end  of  this  time  most  of  the  symptoms  disappeared ;  head- 
ache and   vomiting   ceased   entirely,   locomotion   was   undis- 

P 
1 
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Fig.  I.  n,  area  of  absolute  anesthesia;  o,  area  of  tactile  anes- 
thesia ;  P,  area  of  paresthesia. 

turbed,  knee-jerks  lively,  sensibility  of  left  side  considerably 
improved. 

He  was  seen  by  Dr.  Sachs  on  two  occasions,  and  the  diag- 
nosis of  a  lesion,  meningitis  or  tumor  at  the  base  of  the  brain 
in  the  posterior  fossa  at  the  angle  between  the  pons,  oblongata 
and  cerebellum   was  thought  to  be  the  correct  one. 

Unfortunately,  the  pulmonary  and  renal  lesions  were  less 
amenable  to  treatment,  and  the  patient  finallv  succumbed  in 
uremic  coma;  but  at  no  other  time  were  any  brain  symptoms 
noticed. 

The  post-mortem  examination  was  made  by  F.  W.  Viss- 
man,  to  whom  I  am  indebted  for  the  following  notes: 

Spinal  cord  showed  no  abnormalities;  the  arachnoid  was 
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very  slightly  edematous  in  the  upper  cervical  portions.  The 
dura  mater  of  the  brain  showed  no  abnormality ;  the  arachnoid 
was  slightly  edematous  over  the  vertex,  and  at  the  base  it  con- 
tained a  number  of  gray,  white  nodules  smaller  than  a  pinhead. 
The  lateral  ventricles  were  of  normal  size  and  content.  The 
ependyma  was  smooth,  glistening  and  transparent.  The  ves- 
sels at  base  were  thin  and  free  from  disease. 

The  pericardium  contained  about  two  ounces  of  a  clear, 
straw-colored  fluid;  the  walls  of  the  sac  were  smooth  and  glis- 
tening, and  there  were  no  thickened  spots.  The  heart  itself 
was  about  the  size  of  the  fist  of  the  corpse;  the  muscle  structure 
was  very  flabby,  and  of  a  grayish-reddish  color.  The  valves 
were  soft  and  pliable,  not  thickened. 

Parietal  and  visceral  pleurae  were  firmly  adherent  to  one  an- 
other over  nearly  the  entire  surface  of  the  lung.  On  dissect- 
ing the  apex  a  cavity  of  the  size  of  a  pigeon's  egg  was  found, 
containing  a  creamy  white  liquid.  There  were  a  number  of 
other  cavities  in  the  lungs,  which  varied  in  size  from  those  de- 
scribed down  to  those  of  the  size  of  a  cherry.  The  walls  of 
these  cavities  were  rather  clean.  In  other  portions  of  the  lung 
we  found  the  air  cells  filled  with  dark,  red  blood,  which  gave 
the  cut  surface  a  rough,  velvety  appearance.  In  other  places 
the  air  cells  were  dilated,  but  contained  air.  The  right  lung 
showed  practically  the  same  changes  as  the  left  lung,  except- 
ing that  it  contained  no  cavity  with  pus. 

The  spleen  was  enlarged  and  very  firm;  its  color  was  dark 
red;  on  the  cut  surface  numerous  glassy-looking  spots  about 
the  size  of  a  hempseed  were  visible.  Capsules  smooth  and 
transparent. 

The  left  kidney  was  large  and  grayish-yellow  in  color.  Its 
surface  was  very  slightly  mottled  and  smooth.  The  cut  sur- 
face showed  <the  cortical  portion  thick  and  very  slightly  prom- 
inent above  the  medullary  portions,  and  very  pale.  In  right 
kidney  the  same  conditions  were  found  as  in  the  left. 

The  liver  was  large,  the  edges  round,  the  color  was  grayish- 
red,  consistency  very  firm.  The  cut  surface  appeared  cloudy. 
The  central  veins  and  the  lobule  were  not  easily  distinguished 
with  the  naked  eye. 

Immediately  below  the  left  kidnev  a  tumor  of  the  size  and 
shape  of  a  goose-egg  was  found.  This  tumor  seemed  to  be 
attached  bv  a  pedicle  to  the  left  side  of  the  bodies  of  the  fourth 
and  fifth  lumbar  vertebrae.  From  there  it  extended  down 
about  2\  to  3  inches  in  the  psoas  muscle.  On  removing  the 
tumor  it  was  accidentally  cut  and  a  creamy,  white  fluid  flowed 
out.  The  inner  surface  of  the  cyst  was  smooth,  except  where  it 
emanated  from  the  last  lumbar  vertebra :  there  was  a  rough 
erosion,  which  admitted  the  end  of  the  little  finger. 
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Diagnosis:  Meningitis  basilaris  tuberculosa;  Pleuritis  ad- 
haesiva  chron.;  Phthisis  pulmonum;  Hydrops  pericardi;  Hy- 
pertrophia  lienis;  Degeneratio-amyloidea  lienis;  Hepatitis 
parenchymatosa  et  interstitialis  chron.;  Caries  ossis  vertebrae 
lumbalis  V. 

I  will  add  that  there  was  some  dispute  at  the  post-mortem 
table  about  the  existence  of  any  intracranial  lesion  at  all.  To 
me  the  pia  mater  at  the  base  of  the  brain  in  the  left  ponto- 
medullo-cerebellar  angle  seemed  thickened,  and  a  few  white,, 
rough  streaks  were  seen.  But  my  belief  was  not  shared  by  the 
others  present.  On  the  contrary,  the  opinion  was  expressed 
that  the  whole  symptom-complex  was  a  functional  one,  and 
probably  caused  by  the  renal  affection — uremic  in  nature. 

Twenty-four  hours  afterwards,  when  the  specimens  were 
looked  at  again  after  a  stay  in  Muller's  fluid,  a  unanimity  of 
opinion  that  the  pia  was  abnormal  was  reached.  In  additon  a 
few  small  nodules  of  the  size  of  a  pinhead  were  noticed  on  the 
specimens. 

A  review  of  the  symptoms  of  these  two  cases  necessitates 
further  comment : 

The  diagnosis  of  an  organic,  intracranial  lesion,  in  fact  of 
a  brain  tumor,  was  positive  in  the  first  case,  but  whether  the 
nervous  symptom-complex  of  the  second  case  could  not  just 
as  well  be  explained  by  the  assumption  of  a  functional,  say 
uremic  toxemia,  as  was  suggested  at  the  autopsy  table,  had  to 
be  carefully  considered. 

Of  course,  the  constancy  and  the  clearness  of  the  clinical 
picture,  the  absence  of  other  uremic  symptoms,  and  the  pres- 
ence of  some  undoubtedly  organic  symptoms,  pointed  rather 
strongly  towards  the  organic  nature  of  the  disease,  tumor  or 
meningitis. 

The  positive  discrimination  between  a  solid  tumor  or  local- 
ized basal  meningitis  was  in  this  case,  and  is  often,  almost  im- 
possible. During  life  the  absence  of  a  stiff  neck  and  of  perma- 
nent headache  were  more  in  favor  of  the  diagnosis  tumor,  and 
from  the  post-mortem  findings  the  limited  localization,  the 
normal  appearance  of  the  rest  of  the  meninges,  seem  to  point 
in  the  same  direction.  In  determining  the  nature  of  the  lesion 
the  age  of  the  respective  patients  was  somewhat  misleading. 

Following  the  teachings  of  text-books,  such  as  Gowers', 
Dana's,  Sachs',  Starr's,  Dercum's,  Oppenheim's,  and  oth- 
ers,   in    which    rarity    of    gummatous    lesions    in    children 
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and  prevalence  of  such  in  adults  is  strongly  emphasized, 
one  would  at  first  feel  inclined  to  regard  the  lesion 
in  the  first  case  as  a  tubercle,  and  to  suppose  a  spe- 
cific infection  in  the  second.  But  the  pulmonary  af- 
fection of  the  second  patient  (although  tubercle  bacilli  were 
never  found  in  the  sputum  despite  repeated  examination) ;  and 
the  swollen  glands,  the  formation  of  the  teeth,  and  the  cuta- 
neous scars  in  the  first  case,  equivocal  as  their  interpretation 
may  be,  were  of  considerable  aid  in  the  decision.  The  remis- 
sions and  the  interrupted  course  of  the  disease  in  the  first  case 
were  of  great  value  in  deciding  in  favor  of  a  specific  lesion. 

The  general  symptoms  of  intracranial  affections  were  pres- 
ent in  both  cases;  in  the  first  more  marked  than  in  the  second; 
the  absence  of  optic  neuritis  in  the  second  case  is  the  more  re- 
markable, as  this  symptom  is  said  to  be  very  common  in  affec- 
tions of  the  posterior  fossa. 

The  special  and  localizing  symptoms  of  the  second  case 
presented  a  fairly  clear  ensemble,  characteristic  of  lesions  of 
this  part  of  the  brain.  Whereas,  the  disease  of  the  ififth  nerve 
made  the  basal  and  superficial  position  of  the  lesion  highly 
probable;  the  purely  cerebellar  symptoms  of  dizziness,  cere- 
bellar gait,  and  especially  diminution  of  the  knee-jerks,  were 
perhaps  too  strongly  outspoken  for  a  lesion  at  this  situation,  a 
lesion  that  presumably  was  not  very  large,  as  the  absence  of 
disease  of  other  nerves  of  the  base  of  the  brain,  and  especially 
the  absence  of  bulbar  symptoms,  seemed  to  indicate. 

In  this  connection  it  is  well  to  call  attention  to  the  symp- 
tom pointed  out  by  Stieglitz  as  being  of  great  value  in  the  in- 
itial diagnosis  of  cerebellar  lesions ;  I  mean  the  diminution  of 
the  electrical  response  of  the  facial  nerve,  which  was  present  in 
our  case. 

Affection  of  the  motor  portion  of  the  trigeminal  is  a  rather 
uncommon  feature  of  trunk  lesions  of  this  nerve,  Leube  states 
that  in  trunk  lesions  of  the  fifth  nerve  the  sensory  fibers  are  fre- 
quently the  only  ones  to  suffer,  the  initial  irritation  (neuralgia) 
being  soon  followed  by  paralysis  (anesthesia). 

Concerning  the  lesion  of  the  fifth  nerve,  especially  of  its 
motor  portion,  the  clinical  evidence  of  a  disease  of  the  ptery- 
goid   muscles    deserves    special    mention.     The    limitation  of 
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the  excursions  of  the  left  mandibular  joint  and  the  deviation  of 
the  lower  jaw  towards  the  healthy  side  could  hardly  be  ex- 
plained on  any  other  basis.  The  symptomatology  of  the  lesion 
of  the  sensory  branches  shows  in  our  case  a  feature  rarely  de- 
scribed: the  above-mentioned  over-innervation  of  the  facial 
muscles — let  us  call  it  the  facial  ataxia. 

"And,  in  fact,  one  often  notices  in  tabic  patients  an  undue 
widening  of  the  palpebral  fissure,  alternating  with  a  slight 
ptosis.  Every  time  that  I  have  found  this  symptom  there  has 
been  disease  of  the  fifth  nerve. 

It  brings  forcibly  to  one's  mind  the  belief  that  a  great  deal 
of  the  purely  ataxic  symptoms  observed  in  other  cases,  es- 
pecially in  cases  of  tabes,  is  conditioned  by  an  interference  with 
sensory,  or,  better  said,  centripetal  impressions. 

The  occurrence  of  trophic  disturbances — herpes,  injection 
of  the  eyeball,  and  cloudiness  of  the  cornea — is  not  entirely  in 
accord  with  recent  physiological  teaching,  explaining  these 
symptoms  by  the  assumption  of  a  nuclear  lesion  or  a  disease  of 
the  Gasserian  ganglion. 

We  are  not  justified  from  the  post-mortem  findings  in  ven- 
turing an  explanation  of  the  diminished  reflexes ;  and  to  spec- 
ulate about  it  seems  unwise  and  untimely  when  new  theories 
about  this  subject  are  brought  out  almost  daily- 

The  symptomatology  of  the  first  case  was  very  striking, 
and,  in  view  of  the  scarcity  of  cases  of  this  type,  seems  to  de- 
serve a  more  detailed  consideration. 

Cases  of  tumor  of  the  optic  thalamus  have  been  reported  by 
Nothnagel,  Dejerine,  Dana,  Oppenheim,  Dercum,  Sinkler,  and 
others ;  but  in  most  of  them  the  lesion  was  rather  extensive,  and 
it  is  somewhat  difficult  to  enucleate  the  clear  picture  of  thal- 
amic affection. 

Before  going  further,  it  seems  suitable  to  recapitulate  briefly 
the  anatomv  and  physiology  of  this  part  of  the  nervous  system. 
Our  knowledge  in  this  direction  is  meagre  indeed,  but  only 
recently  a  noteworthy  addition  has  been  made  to  it  by  Exner, 
Bechterew,  Simbriger,  and  others.  Frequently  the  statement 
is  made  that  disease  of  the  basal  ganglia  rarely  gives  rise  to 
any  special  localizing  symptoms  throughout  the  whole  course 
when  general  symptoms  are  fully  developed,  and  in  the  last 
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edition  of  the  "Traite  de  Medecine"  (Vol  VI.),  for  instance, 
one  finds  the  statement  concerning  tumors  of  the  basal  ganglia : 
"Celles-ci  ont  une  symptomatologie  beaucoup  plus  confuse  en- 
core. Non  seulement  elles  n'ont  rien  de  pathognomonique, 
mais  elles  peuvent  evoluer  sans  symptomes.  Leurs  symp- 
tomes, lorsqu'elles  en  ont,  echappent  a  toute  combinaison  noso- 
graphique.  Seuls,  les  symptomes  des  tumeurs,  en  general,  ex- 
istent." 


Fig.  II.  T,  probable  situation  of  tumor;  m  n,  pathway  for  motor 
cranial  nerves ;  Pb,  pyramidal  fibers  for  upper  extremity  ;  Pc,  pyram- 
idal fibers  for  lower  extremity ;  carrefour  sensitif. 

The  accompanying  cut,  modified  after  Leube,  gives  a  clear 
conception  of  the  position,  surroundings,  and  intracranial  con- 
nections of  the  optic  thalamus  that  are  so  far  known. 

In  a  recent  article  in  the  Neurologischcs  Centralblatt,  Bech- 
terew  claims  to  have  found  the  centripetal  and  centrifugal  thal- 
amo-spinal  connections.  The  former  are  supposed  to  be  rep- 
resented in  fibers  of  the  posterior  columns,  the  latter  to  run 
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down  with  the  pryamidal  tracts,  situated  in.  the  internal  capsule, 
in  front  of  the  bundle  representing  these  fibers  here. 

In  the  same  article  Bechterew  calls  the  optic  thalamus  a  cen- 
ter for  the  complicated  psychical  reflexes,  a  center  regulating 
the  expressions  of  the  emotional  state  and  the  reflex  functions 
of  the  vegetative  organs.  This  author  is  in  agreement  with 
Exner,  Starr,  Dana,  and  other  writers  on  the  subject. 

Taking  it  altogether,  it  seems  that  the  optic  thalamus  is  a 
center  regulating  and  governing  the  functions  midway  between 
intellect  and  instinct;  functions  which  by  ancestral  or  personal 
habitual  performance  have  become  more  or  less  permanently 
organized,  and  are  generally  executed  without  interference  of 
consciousness. 

In  general,  the  symptomatology  of  the  first  case  coincides 
fully  with  the  classical  descriptions  characteristic  of  lesions  of 
the  optic  thalamus.  Nearly  all  symptoms  that  are  mentioned 
in  this  connection  were  present  in  this  case :  emotional  spastic- 
ity, mental  hebetude,  pupillary  and  ocular  symptoms,  abolition 
of  the  psychical  reflex  of  the  seventh  nerve,  mild  and  slowly 
progressing  hemiplegia  with  inconstant  spasticity,  muscular 
atrophy  and  inco-ordination,  depression  of  all  vegetative  re- 
flexes, were  and  are  in  part  present  yet  in  this  case,  as  in  other 
cases  hitherto  reported. 

The  change  of  the  percussion  note  of  the  right  thorax  and 
diminution  of  respiratory  vigor  of  the  viscus  is  a  symptom  that 
has  not  been  described. 

It  is  rather  difficult  to  imagine  that  this  occurrence  is  a  part 
of  the  general  vegetative  depression,  the  one-sidedness  being 
an  almost  insurmountable  obstacle  for  such  a  conception.  It 
would  satisfy  one  more  to  assume  that  the  change  in  percus- 
sion and  auscultation  was  produced  by  a  physical  cause — the 
flabbiness  of  the  resonating  walls  of  this  side.  From  the 
symptoms  enumerated  it  is  difficult  to  choose  the  ones  or  one 
that  could  be  regarded  as  the  direct  focal  symptoms. 

In  looking  at  the  accompanying  diagram  and  imagining 
the  supposed  tumor  to  be  situated  in  the  anterior  part  of  the 
optic  thalamus,  the  ocular  and  hemiplegic  symptoms  could  be 
explained  by  pressure  on  the  capsular  pathways  for  the 
cranial  motor  nerves  and  the  motor  fibers  for  the  opposite  side 
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of  the  body.  It  would  be  equally  well  to  look  for  an  explana- 
tion of  the  inco-ordination  in  the  same  direction.  Widening  of 
ihe  pupil  and  the  lowering  of  temperature  on  the  paralyzed 
side  are  frequently  mentioned  as  thalamic  symptoms,  but  are, 
unfortunately,  very  inconstant.  The  muscular  atrophy,  the 
general  depression  of  nutrition  and  vegetation,  are,  however, 
no  common  associates  of  capsular  hemiplegias.  Uniformly  the 
paralysis  of  ithe  psychical  reflex,  expressed  through  the  facial 
nerve,  is  looked  upon  as  the  characteristic  thalamic  symptom. 
The  pathomechanical  explanation  of  this  symptom  is  entirely 
hypothetical.  In  spite  of  this,  I  would  join  the  majority  and 
look  at  the  symptom  as  a  pathognomonic  one,  were  it  not  for  a 
recent  experience  which  makes  me  cautious  of  accepting  this 
view  unconditionally.  I  refer  to  a  case  of  undoubted  periph- 
eral palsy  of  the  seventh  nerve  that  I  had  occasion  to  observe 
some  time  ago.  After  the  improvement  and  disappearance  of 
most  of  the  symptoms,  the  symptom  that  persisted  perma- 
nently was  mimetic  palsy.  The  case  altogether  was  a  rather  un- 
common one,  inasmuch  as  the  facial  palsy  was  the  first  ex- 
pression of  constitutional  syphilis,  and  it  preceded  the  appear- 
ance of  the  cutaneous  symptoms  by  several  days.  The  roseola 
was  to  be  noticed  five  days  after  the  onset  of  the  sudden  facial 
palsy.  Whereas  the  electrical  reactions  and  the  intentional  in- 
nervation of  the  face  muscles  returned  rather  quickly  after  spe- 
cific medication,  the  interruption  of  the  physical  reflex  is  still 
noticeable  in  the  patient.  In  attempting  to  explain  this  phe- 
nomenon, bringing  in  the  optic  thalamus  was  manifestly  out  of 
the  question.  The  unusual  etiology  in  this  case,  being  more 
malignant  than  the  common  cause  (exposure  to  cold),  is,  per- 
haps, evidenced  in  the  clinical  behavior  of  the  affection.  The 
syphilitic  poison  may  either  have  altered  the  structures  of  fibers 
to  such  an  extent  that  they  were  still  able  to  convey  volitional 
and  electrical  stimuli,  but  not  subtle  psychical  impulses. 

It  goes  without  saying  that  this  argumentation  does  not 
hold  good  for  our  case.  I  quote  this  experience,  not  to  create 
further  confusion,  but  to  emphasize  a  general  clinical  rule,  the 
special  application  of  which  to  our  case  will  prove  its  value. 

Briefly,  then,  this  rule  says  that  the  clinical  and  diagnostic 
importance  of  a  symptom  does  not  depend  so  much  upon  the 
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symptom  pes  sc  as  upon  its  attributes,  its  character,  color,  tint, 
as  it  were,  and  its  relations  towards  the  other  symptoms  and  to 
the  general  picture. 

A  symptom  separated  from  its  clinical  company,  or  not 
sufficiently  analyzed  into  its  elements,  loses  a  good  deal  of  its 
value  and  is  misleading  in  the  final  diagnostic  calculations. 

Now  we  return  to  our  case  and  make  application  of  the 
foregoing  principle  after  again  reviewing  the  symptomatology 
from  this  standpoint.  The  patient  presented  a  hemiplegia,  but 
not  a  hemiplegia  in  the  usual  sense  of  the  word;  a  hemiplegia 
with  very  little  paralysis  of  motor  power,  but  pronounced 
paralysis  of  co-ordination — paralysis  of  a  function  that  is  either 
primarily  instinctive  or  becomes  so  through  habit.  The  de- 
fective ocular  excursions  may  be  looked  upon  in  the  same  way 
as  an  inco-ordination  of  the  external  eye  muscles.  The  mimetic 
palsy  illustrates  best  the  type  of  this  paralysis,  and  lends  a  part 
of  its  clinical  character  to  all  the  other  symptoms.  It  is  a 
paralysis  of  a  purely  instinctive  motion,  in  this  particular  in- 
stance freed  from  obscuring  combinations  that  prevent  the 
thorough  understanding  and  proper  interpretation  of  the  par- 
alytic symptoms,  in  the  eyes  or  extremities.  The  retardation  of 
the  general  psychical  functions,  the  retardation  of  the  vesical 
and  intestinal  motility,  tally  very  well  with  this  conception,  too. 

What  is,  then,  the  pathognomonic  symptom,  or,  better, 
complex  of  symptoms,  of  a  localized  lesion  of  the  optic  thal- 
amus?     Let  us  attempt  to  construct  it. 

From  a  review  of  the  literature  and  an  analysis  of  the  case 
described,  we  would  be  justified  in  saying  that  a  lesion  of  the 
anterior  part  of  the  optic  thalamus  gives  rise  to  evidences  of  irri- 
tation or  paralysis  of  the  fibers  situated  near  by,  i.  e.,  the  fibers 
of  the  anterior  limb  of  the  internal  capsule.  These  symptoms 
are  mostly  or  exclusively  apparent  on  instinctive,  habitual,  and 
vegetative  reflexes,  the  type  being  presented  in  the  mimetic 
paralysis  of  the  facial. 

Lesion  of  the  posterior  half  of  the  thalamus  is  frequently 
the  cause  of  hemianopsia  and  other  sensory  disturbances. 
Whether  an  analogy  could  be  established  between  the  symp- 
tomatology of  affections  of  the  anterior  and  the  posterior  half 
of  the  optic  thalamus  future  study  of  cases  will  have  to  decide. 
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Finally,  let  us  consider  the  exact  localization  of  ihe  lesion 
in  our  case.  The  absence  of  hemianopsia  or  sensory  disturb- 
ances on  the  opposite  side  of  the  body,  die  interference  with 
the  fibers  for  the  cranial  nerves  in  the  capsular  pathways,  make 
it  probable  that  the  lesion  was  laterally  in  the  anterior  and  mid- 
dle portions  of  the  optic  thalamus  (see  figure). 

The  course  and  response  -to  medication  of  our  first  case 
is  a  familiar  occurrence.  The  persistence  of  some  symptoms 
that  are  present  to-day  will  have  to  be  explained  by  the  as- 
sumption that  the  previous  lesion  had  destroyed  some  of  the 
gray  matter  of  the  thalamus,  and  ithis  destruction  is  like  dis- 
ease of  gray  matter  in  any  other  part  of  the  nervous  system — 
irreparable;  or,  on  the  other  hand,  by  the  supposition  that  the 
tumor  is  only  arrested  in  its  growth  and  somewhat  shrunken. 

The  termination  of  the  second  case  deserves  a  few  words. 
The  lesion  was  undoubtedly  a  tuberculous  one  and  has,  as  the 
inspection  of  the  specimen  proves,  almost  entirely  disap- 
peared. The  specimen  further  shows  that  no  incapsulation  or 
calcification  has  taken  place. 

With  due  regard  to  the  post  hoc  fallacy,  I  am  aware  of  the 
fact  that  spontaneous  cures  of  tuberculous  lesions  have  fre- 
quently been  observed;  though  close  relation  in  time  between 
■cause  and  effect,  between  specific  medication  and  the  disap- 
pearance of  the  clinical  symptoms  of  the  lesion,  merits  some 
consideration. 


^crcietu  ^zpavts. 
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The  President,  Dr.  Frederick  Peterson,  in  the  chair. 

A  CASE  OF  CHARCOT-MARIE-TOOTH  AMYOTROPHY. 

Dr.  Frederick  Peterson  presented,  on  behalf  of  Dr.  W.  H. 
Caswell,  a  young  girl  who,  when  seven  years  of  age,  had  an  at- 
tack of  measles.  About  two  years  later  she  became  lame  in 
one  foot,  and  a  few  years  later  the  other  foot  became  similarly 
affected.  Six  or  eight  years  after  this  atrophy  began  to  de- 
velop, first  in  one  hand,  and  then  in  the  other.  For  a  time  the 
case  was  treated,  as  most  of  these  cases  are,  as  poliomyelitis. 
The  history  was  characteristic,  the  speaker  said,  of  a  Charcot- 
Marie-Tooth  amyotrophy.  The  picture  presented  was  that  of  an 
old  multiple  neuritis.  There  was  great  wasting  of  the  muscles 
of  the  extremities,  including  the  smaller  muscles  of  the  hands. 
The  peculiarity  of  this  form  of  muscular  atrophy  was  that  it 
affected  the  legs  below  the  knees,  and  the  arms  below  the  el- 
bows, so  that  the  limbs  tapered  off  in  such  a  singular  manner 
that  the  diagnosis  could  be  made  from  this  aspect  alone.  The 
muscles  of  the  roots  of  ;the  thighs  and  of  the  trunk,  on  the 
other  hand,  were  perfectly  preserved.  While  there  was  no 
ataxia  of  the  limbs,  weakness  made  it  impossible  for  her  to 
stand  still  and  she  kept  up  a  continual  tramping,  reminding  one 
of  the  tramping  of  a  horse  in  his  stall.  Reaction  of  degenera- 
tion in  the  muscles  had  been  noticed  for  at  least  two  years  past. 
The  knee-jerks  were  absent.  The  speaker  said  that  the  af- 
fection seemed  to  be  a  form  of  chronic  progressive  motor  neu- 
ritis.      It  was  a  very  rare  disorder. 

A   CASE  OF  MULTIPLE  TUMORS   OF  THE   BRAIN,   WITH 

AUTOPSY. 

Dr.  E.  D.  Fisher  reported  this  case.  The  patient  was 
a  colored  man,  forty  years  of  age,  with  a  historv  of  syphilis 
and  alcoholism.  He  had  been  able  to  continue  his  occupation 
of  cook  up  to  about  two  weeks  before  coming  under  observa- 
tion. When  first  seen  he  was  weak  on  the  right  side,  and 
when  walking  staggered  toward  that  side.  Examination  had 
shown  partial  paralysis  and  partial  anesthesia  of  the  right  side 
of  the  body.      It  was  difficult  to  say  at  the  time  which  side  of 
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the  face  was;  paralyzed.  Dr.  Fisher  thoueht  he  Had  been  able 
to  detect  an  incomplete  ptosis  of  the  right  eye,  which  was  pai  - 
tially  overcome  by  drawing  up  the  muscles  of  the  forehead. 
This  would  partly  explain  the  appearance  of  a  partial  paralysis 
on  the  left  side  of  the  face.  Considerable  exaggeration  of  the 
reflexes  existed  on  both  sides,  and  marked  optic  neuritis  was 
detected.  Under  iodide  of  potassium  the  patient  had  im- 
proved decidedly,  but  soon  afterward  he  had  become  almost 
completely  unconscious.  After  a  time  he  had  recovered  from 
the  unconsciousness  and  had  been  able  to  go  about  the  ward 
again.  Soon  afterward  he  had  developed  pneumonia,  from 
which  he  died. 

With  such  rather  vague  symptoms  a  positive  opinion  as  to 
the  location  of  the  growth  had  been  difficult.  While  in  the 
hospital  the  patient  had  had  two  apparently  typical  epileptic 
seizures.  The  probable  diagnosis  had  been  a  growth  in  the  left 
side  of  the  brain,  in  the  region  of  the  crura,  or  in  the  upper  por- 
tion of  the  pons.  At  the  autopsy  a  tumor,  which  was  about 
half  an  inch  in  diameter,  had  been  found  in  the  left  side  of  the 
brain,  involving  the  lenticular  nucleus  on  tnat  side.  This 
"ould  have  been  sufficient  to  explain  the  partial  hemiplegia. 
A  similar  growth  was  found  on  the  opposite  side  of  the  brain, 
involving  especially  the  optic  thalamus.  Microscopic  exam- 
ination by  Dr.  E.  K.  Dunham  had  shown  the  growths  to  be 
gummata.  The  post-mortem  examination  had  also  revealed 
multiple  lesions  in  the  liver  and  spleen.  The  spinal  cord  was 
not  involved. 

Dr.  G.  M.  Hammond  asked  what  were  the  symptoms  attributable 
to  the  lesion  in  the  thalamus. 

Dr.  Fisher  replied  that  there  had  been  no  symptoms  pointing' 
to  such  a  lesion,  and  it  was  this  that  had  led  to  the  erroneous  diagnosis. 

Dr.  Fraenkel  said  that  last  year  he  had  reported  to  this  society 
a  tumor  of  the  optic  thalamus,  and  had  taken  occasion  to  point  out 
certain  symptoms  that  he  thought  should  be  carefully  looked  for.  It 
was  generally  stated  that  thalamic  tumors  usually  did  not  give  notice- 
able symptoms.  It  was  not  uncommon  in  the  clinical  examination 
to  neglect  to  examine  the  facial  musculature  as  carefully  as  other  parts 
of  the  body.  One  reflex  of  the  facial  was  the  psychical  or  mental  re- 
flex. The  behavior  of  the  patient  when  laughing  or  crying  was  often 
significant  in  cases  of  lesions  of  the  thalamus.  These  patients  were  able 
to  make  the  grimaces  expressive  of  laughter  when  told  to  do  so.  but 
the  side  of  the  face  opposite  to  the  lesion  in  the  thalamus  would  not 
participate  in  the  act  of  either  laughing  or  crying.  The  patient  in  the 
case  just  reported  probably  had  paralysis  on  both  sides  of  the  face — 
on  one  side  a  mental  paralysis.  Nothnagel  had  first  pointed  out  this 
mental  or  psychical  reflex.  The  behavior  of  the  vegetative  functions 
should  be  carefully  watched  in  these  cases,  for  there  might  be  a  tran- 
sient paralysis  of  these  functions. 

Dr.  Fisher  said  that  the  patient  was  a  perfect  mimic,  and  wis. 
laughing  most  of  the  time,  and  there  could  be  no  question  that  both 
sides  of  his  face  laughed,  although  there  was  always  this  difference  be- 
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tween  the  two  sides.  Several  physicians  besides  himself  had  watched 
this  case,  but  had  not  agreed  as  to  which  side  of  the  face  was  paralyzed. 
During  life  the  case  had  suggested  multiple  tumors,  but  the  location  oi 
the  secondary  tumor  had  not  been  exactly  determined  before  death. 

Dr.  Noyes  presented  a  man  who  had  been  injured  last 
November  by  his  right  arm  being  caught  in  some  belting. 
When  he  was  seen  in  January  there  had  been  partial  paralysis 
and  anesthesia  of  the  forearm.  On  February  1  the  anes- 
thesia was  confined  to  the  ulnar  and  posterior  interosseous. 
Quite  recently  recovery  had  been  fairly  complete.  A  skia- 
graph was  exhibited  showing  that  callus  had  formed  between 
the  bones  of  the  forearm.  Pronation  and  supination  were  in 
abeyance.  An  operation  would  be  necessary  to  restore  the 
motion  of  the  forearm,  and  the  question  arose  as  to  whether 
such  an  operation  would  greatly  interfere  with  the  innervation 
of  the  arm. 

Dr.  Fisher  said  that  the  man  had  improved  so  much  that  he  would 
suggest  that  the  operation  be  postponed  to  allow  of  further  improve- 
ment. 

Dr.  Noyes  said  that  at  first  he  had  supposed  the  condition 
of  the  nerves  was  the  result  of  pressure  from  the  callus,  but  the  rapid 
improvement  had  led  him  to  think  that  it  was  possible  that  the  in- 
jury to  the  nerves  had  resulted  rather  from  wearing  the  plaster-of- Paris 
dressing  than  from  the  original  injury.  He  was  afraid  that  operation 
might  lead  to  further  involvement  of  the  posterior  interosseous. 

Dr.  Peterson  said  that  from  the  history  he  would  say  that  the 
case  was  probably  one  of  paralysis  from  the  pressure  of  the  bandage 
or  splint.  With  ordinary  care  the  surgeon  should  be  able  to  operate 
without  inflicting  further  injury  upon  the  nerves. 

SENSORY  DISTURBANCES  IN  EPILEPSY  AND  HYSTERIA. 

Dr.  E.  D.  Fisher  read  this  paper,  wnich  was  based  on 
two  cases,  one  of  epilepsy  and  the  other  of  hysteria,  in  which 
he  had  noted  a  peculiar  distribution  of  the  anesthesia.  Richter 
had  collected,  he  said,  71  cases  of  hysteria  which  had  been 
examined  especially  as  to  the  sensory  disturbances.  Dr.  Fish- 
er's patients  had  both  been  entirely  unaware  of  their  anesthe- 
sia until  the  examination. 

The  first  case  was  that  of  a  woman  of  seventeen  years,  who 
had  had  her  first  epileptic  seizure  at  the  time  of  the  establish- 
ment of  the  menses.  The  seizures  had  recurred  with  each 
menstrual  period,  and  without  any  aura.  There  was  absolute 
anesthesia  of  certain  parts  of  the  face,  trunk  and  upper  extrem- 
ity. Between  the  seizures  the  patient  had  been  in  full  posses- 
sion of  her  faculties.  While  there  was  a  tendency  for  the  an- 
esthetic area  to  decrease,  certain  features  had  remained  perma- 
nent. There  was  absolute  loss  of  sensation  over  the  central 
portion  of  the  forehead  from  the  glabella  to  the  root  of  the 
hair.    All  portions  of  the  scalp  and  face  possessed  normal  sen- 
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sation.  In  the  first  two  weeks  there  was  some  anesthesia  over 
the  shoulders  and  chest.  The  extensor  side  of  the  forearm 
and  the  dorsal  surface  of  the  hand  exhibited  a  similar  con- 
dition.     There  were  no  other  symptoms  indicative  of  disease. 

The  second  case  was  that  of  a  woman  of  twenty-four  years, 
large  and  well  nourished.  She  came  to  the  hospital  com- 
plaining of  great  pain  on  the  left  side,  directly  under  the  scap- 
ula. This  pain  was  not  increased  by  motion.  Further  ex- 
amination showed  plaques  over  the  chest  and  shoulders  which 
were  absolutely  anesthetic  to  all  forms  of  irritation,  and  varied 
from  time  to  time.  The  extensor  side  of  the  forearm  and  Jthe 
dorsal  side  of  the  arm  remained  at  all  times  absolutely  anes- 
thetic. The  patient  had  remained  under  observation  for  sev- 
eral weeks,  and  died  of  pneumonia  involving  the  side  primarily 
affected. 

The  speaker  said  that  these  cases  resembled  in  some  re- 
spects examples  of  syringomyelia,  and  he  was  inclined  to  think 
that  there  was  some  spinal  disturbance.  One  interesting  fea- 
ture was  the  similarity  of  the  distribution  of  the  anesthesia  in 
cases  of  such  different  character,  and  coming  under  observa- 
tion at  the  same  time. 

Dr.  G.  M.  Hammond  said  that  it  had  never  seemed  to  him 
that  the  anesthesia  was  a  symptom  that  properly  belonged  to  epilepsy. 
The  fact  that  the  patient  did  not  know  of  the  existence  of  the  anesthe- 
sia was  not  of  much  importance,  for  this  ignorance  was  frequently  ob- 
served in  true  hysteria.  In  many  cases  of  epilepsy,  particularly  where 
the  lesion  was  cortical  and  situated  in  the  sensory  areas,  it  was  prob- 
able that  there  would  be  disorders  of  sensibility;  nevertheless,  he  did 
not  think  such  disorders  should  be  considered  pathognomonic  of  the 
epileptic  state.  Where  such  sensory  disorders  were  observed  he  would 
rather  believe  that  there  was  a  hysterical  element  combined  with  the 
epilepsy.  He  would  like  to  know  if  tests  had  been  made  regarding 
constriction  of  the  color  field  and  visual  field,  and  a  search  made  for 
the  stigmata  of  hysteria. 

Dr.  Fisher  replied  that  such  an  examination  had  been  made 
in  only  one  of  the  cases. 

Dr.  Fraenkel  said  that  these  cases  only  served  to  emphasize 
the  importance  of  making  careful  examinations  of  the  sensory  dis- 
turbances. Such  disturbances  he  knew  personally  varied  greatly  from 
time  to  time.  He  had  made  it  a  rule  to  have  a  chart  made  of  the 
sensory  conditions  of  every  patient  entering  the  Montefiore  Home,  and 
in  studying  these  he  had  been  astonished  to  find  sensory  disturbances 
in  connection  with  tuberculosis  and  all  sorts  of  diseases  in  which  there 
was  no  disorder  of  the  nervous  system.  Frequently  they  could  be 
traced  to  slight  injuries  of  the  nerve  filaments.  The  most  interesting 
feature,  however,  was  the  variability  of  these  disturbances.  He  re- 
called one  case  of  syringomyelia  that  had  been  in  the  Montefiore  Home 
for  a  number  of  years,  in  which  he  had  discovered  by  accident  a 
marked  change  in  the  sensory  symptoms  from  morning  to  afternoon. 
He  had  not  yet  met  with  any  cases  of  epilepsy  presenting  marked  areas 
of  anesthesia. 

Dr.  S.  E.  Jelliffe  asked  whether  Dr.  Fisher's  patient  had  been 
taking  large  doses  of  the  bromides,   for  in  such  patients  there  were 
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certain  forms  of  anesthesia.  The  anesthesia  of  the  pharynx  was  well 
known,  and  there  were  other  anesthesias  in  other  parts  of  the  body  ob- 
served in  persons  taking  bromides. 

Dr.  Bailey  said  that  he  had  been  especially  interested  in  the  ab- 
sence of  all  knowledge  of  the  anesthesia  on  the  part  of  the  patient.  It 
was  important  to  draw  the  line  between  the  functional  and  organic 
anesthesias,  and  it  could  often  be  done  by  this  very  question  of  the 
knowledge  or  ignorance  of  the  patient  of  the  existence  of  such  anes- 
thesia. He  had  never  seen  anesthesia  extending  down  on  the  arms 
and  hands,  and  resulting  from  organic  disease,  that  the  patient  was  not 
aware  of.  In  typical  hysterical  cases  the  patients  were  not  generally 
cognizant  of  its  existence. 

Dr.  Peterson  said  that  one  should  be  very  careful  in  studying  the 
areas  of  anesthesia,  especially  in  functional  cases.  He  had  observed 
marked  variations  in  cases  of  syringomyelia,  particularly  in  the 
boundaries  of  these  areas.  All  were  familiar  with  the  transitory  anes- 
thesias occurring  in  epilepsy.  Such  instances,  he  thought,  could  be 
classified  with  the  exhaustion  pareses.  In  regard  to  the  theory  of- 
fered by  Dr.  Fisher  as  to  the  irregular  areas  of  anesthesia  distributed 
over  the  whole  body  in  hysteria  and  epilepsy,  he  would  say  that  he 
would  look  upon  them  as  of  a  hysterical  nature,  and  not  of  spinal  ori- 
gin. It  was  known  that  a  hysterical  element  was  present  in  epilepsy, 
as  it  was  present  also  in  tuberculosis  and  certain  other  diseases  which 
influenced  the  nervous,  system  quite  profoundly. 

Dr.  Fisher,  in  closing,  said  that  the  two  cases  reported  had  been  a 
surprise  to  him.  They  had  presented  exactly  the  same  symptoms,  and 
so  far  as  he  knew,  these  areas  had  remained  unchanged.  There  was 
nothing  remarkable  about  the  anesthesia  itself,  or  its  variability.  An- 
esthesias changing  from  time  to  time  he  certainly  would  not  refer  to 
the  spinal  cord,  but  when  they  were  permanent  it  would  seem  that 
they  must  have  an  organic  lesion  as  a  basis.  He  was  not  speaking  of 
these  two  cases  alone,  but  of  a  number  of  similar  ones  reported  by 
others.  He  had  seen  a  case  of  syringomyelia  in  which  there  had  been 
an  area  of  anesthesia  on  the  hand,  and  the  patient  had  been  entirely 
ignorant  of  its  existence  until  his  hand  had  been  injured.  One  of  the  pa- 
tients had  never  taken  bromide,  and  the  other  had  taken  it  in  very  mod- 
erate doses,  if  at  all.  He  had  never  seen  even  the  largest  dose  of  bromide 
produce  an  anesthesia  in  which  there  would  be  no  response  under  se- 
vere irritation.  He  felt  sure  that  a  great  many  more  cases  of  this  kind 
would  be  found,  now  that  attention  had  been  directed  to  the  subject. 

Dr.  Bailey  remarked  that  the  case  of  syringomyelia  referred  to 
was  hardly  a  fair  one  to  cite  as  a  proof  of  the  existence  of  complete 
anesthesia  without  the  knowledge  of  the  patient. 
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ANATOMY   AND    PHYSIOLOGY. 

124.  Untersuchungen  uber  die  Anatomie  und  Pathologie  des  un- 
tersten  RiicKENMARKSAiiSCHNiTTES  (Investigations  on  the  Anat- 
omy and  Pathology  of  the  Lowest  Portion  of  the  Spinal  Cord). 
L.  R.  Muller  (Deutsche  Zeitschrift  fur  Nervenheilkunde,  14,  1898, 
2,  p.  1). 

Muller  has  made  a  careful  study  of  the  anatomy  and  pathology 
of  the  conus  in  man.  He  gives  a  summary  of  his  most 
important  findings.  The  anterior  roots  are  much  less  numerous 
than  the  posterior  in  the  conus,  and  the  large  motor  ganglion 
cells  are  absent  from  the  anterior  horns  below  the  third 
sacral  segment;  instead  of  these,  groups  of  multipolar  ganglion 
cells  are  found  in  the  intermediate  gray  matter  between  the  anterior 
and  posterior  horns.  Fibers  radiate  in  the  conus  from  the  posterior 
columns  into  the  gray  matter,  and  the  posterior  gray  commissure 
is  absent  below  the  second  sacral  segment.  The  crossed  pyramidal 
tracts  do  not  extend  below  the  third  sacral  segment;  below  this 
level  the  lateral  columns  are  filled  with  fibers  of  other  origin. 
Numerous  fibers  from  the  ganglion  cells  in  the  intermediate  gray  mat- 
ter of  the  conus  pass  into  the  posterior  part  of  the  lateral  columns,  and 
fibers  from  the  lateral  columns  pass  into  the  posterior  roots.  The  his- 
tology of  the  conus  differs  essentially  from  that  of  the  remainder  of 
the  cord.  Spinal  ganglia  belonging  to  the  posterior  roots  of  the 
conus  may  occasionally  be  found  within  the  dura,  and  the  lowest  pos- 
terior roots  not  infrequently  contain  isolated  spinal-ganglion  cells. 
The  posterior  columns  disappear  in  the  lower  part  of  the  conus  before 
the  other  columns  disappear,  and  the  central  canal  becomes  enlarged 
and  occupies  the  area  of  the  posterior  columns.  The  posterior  col- 
umns in  the  lower  part  of  the  cord  contain  mostly  centrifugal  fibers, 
but  the  oval  field  of  the  lumbar  region,  the  dorso-medial  sacral  bundle, 
and  the  triangular  zone,  degenerate  differently  in  descending  degen- 
eration of  the  posterior  columns.  Descending  degeneration  in  the 
posterior  columns  of  the  lumbar  and  sacral  regions  occurs  only  after 
an  almost  complete  transverse  lesion,  and  seldom  extends  below  the 
third  sacral  segment,  and  the  triangular  field  remains  almost  always 
intact.  Descending  degeneration  is  never  found  in  the  lateral  columns 
in  the  lower  sacral  region.  The  degeneration  in  the  posterior  columns 
of  the  conus  in  tabes  and  cauda-equina  lesions  is  slight.  One  of 
Midler's  cases  shows  that  a  primary  acute  inflammatory  affection  of  the 
cauda  may  occur,  and  cause  the  same  symptoms  as  conus  lesions. 

Spiller. 

125.  Zur  Anatomie  und  Physiologie  des  unteren  Scheiteli.ap- 
schens  (The  Anatomy  and  Physiology  of  the  Inferior  Parietal 
Lobes).  C.  von  Monakow  (Archiv  f.  Psychiatrie,  Vol.  31,  1898-99 
p.  1). 

This  is  a  paper  of  some  seventy  pages,  and  presents  the  author's 
preliminary  contribution  to  the  subject  of  the  localization  of  the  func- 
tion of  the  gyrus  angularis  and  the  gyrus  supramarginalis,  with  the 
anatomy  of  these  parts  of  the  parietal  lobes.     A  number  of  observa- 
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tions  on  fetal  brains  and  on  experimental  work  with  monkeys'  brains 
are  recorded,  which  admit  of  abstracting  only  with  difficulty.  With 
respect  to  the  anatomy  of  these  two  portions  of  the  brain  the  author 
states  that  as  early  as  the  fourth  month  (3  %)  it  is  evident  that  fibers 
arise  in  these  two  lobes  which  contribute  to  the  formation  of  the  cor- 
ona radiata,  the  evidence  for  this  being,  in  the  author's  opinion,  even 
stronger  than  it  is  for  the  occipital  lobes,  i.  e.  the  optic  radiations.  At 
this  stage  fibers  are  to  be  traced  from  the  temporal  lobes  also.  In  his 
investigations  on  monkeys  he  was  unable  to  actually  demonstrate  the 
relationship  of  these  lobes  to  the  corpora  quadrigemina,  but  in  some 
pathological  human  material  he  shows  that  destruction  of  the  gyrus 
angularis  leads  to  a  degeneration  of  the  anterior  corpus  quadrigem- 
inum  of  the  same  side,  and  in  a  similar  manner  destruction  of  the  an- 
terior corpora  guadrigeminal  regions  results  in  an  ascending  degenera- 
tion to  the  gyrus  angularis.  From  one  of  these  pathological  cases  it 
seemed  evident  that,  following  a  hemorrhagic  destruction  of  the  pul- 
vinar,  seven  months  old,  the  dorso-lateral  part  of  the  lateral  geminal 
nucleus,  as  well  as  the  posterior  parts  of  the  central  nuclei  groups,  a 
secondary  degeneration  could  be  traced  through  the  posterior  internal 
capsule  and  extended  in  part  through  the  optic  radiations  to  the  in- 
ferior parietal  lobes.  The  continuation  of  the  paper  has  not  yet  ap- 
peared. Jelliffe. 

CLINICAL  NEUROLOGY. 

126.  Zur  Aetiologie  der  acuten  Poliomyelitis  (On  the  Etiolo- 
gy of  Acute  Poliomyelitis).  Schultze  (Miinchener  medicinische 
Wochenschrift,  1898,  No.  38,  S.  1197). 

As  a  contribution  to  this  question,  the  author  reports  the  follow- 
ing: A  boy  of  5  years  was  taken  ill  with  fever  and  slight  vomiting, 
and  two  days  later  showed  a  paralysis  of  both  arms  and  weakness  of 
the  neck  muscles.  Five  days  later  he  was  free  from  fever,  and  on  ex- 
amination showed  flaccid  paralysis  of  both  arms  and  of  the  neck  mus- 
cles, with  patellar  and  ankle  reflexes  lost  on  the  left  and  weak  on  the 
right;  both  arm  reflexes  lost,  other  reflexes  normal.  There  was  no 
stiffness  of  the  neck  or  back,  and  no  hyperesthesia,  although  there  was 
slight  pain  on  pressure  over  the  cervical  spines.  There  was  some  som- 
nolence for  several  days,  but  never  coma.  A  lumbar  puncture  made  13 
days  after  the  beginning  of  the  attack  caused  the  escape  under  a  pres- 
sure of  from  500  mm.  at  the  start  to  200  mm.  at  the  finish  of  30  c.c.  of  a 
clear  fluid  containing  at  the  end  a  few  flocculi.  The  bacteriological  ex- 
amination of  this  fluid  showed  the  presence  of  a  diplococcus  having  all 
the  morphological  characters  of  the  Weichselbaum-Jager  meningococ- 
cus, but  no  growth  could  be  obtained  in  glycerine  agar.  The  child  im- 
proved, and  was  discharged  from  the  hospital  after  about  three  months. 
At  this  time  there  was  extensive  atrophic  paralysis  of  both  upper 
arms.  Re-examination  eleven  months  later  showed  that  the  condition 
remained  unchanged. 

The  author  thinks  that  the  case  presents  the  clinical  picture  of  an 
acute  poliomyelitis,  and  not  that  of  cerebro-spinal  meningitis,  since 
the  characteristic  symptoms  of  this  disease  were  entirely  absent,  the 
only  ones  suggesting  it  being  the  somnolence,  pain  in  the  neck,  and 
slight  stiffness  in  the  legs.  He  suggests  that  the  infectious  agent  may 
distribute  itself,  on  the  one  hand,  in  areas  contiguous  to  the  vessels  in 
the  meninges,  and  on  the  other,  along  the  course  of  the  anterior  cen- 
tral artery  of  the  cord.  According  to  whether  the  meninges  and  nerve 
roots  are  chiefly  affected,  or  whether  the  more  central  portions  of  the 
brain  and  cord  are  the  main  seats  of  the  process,  we  get  the  picture  of 
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cerebro-spinal    meningitis    or    that    of    encephalitis    or    poliomyelitis, 
while  mixed  types  may  also  occur.  Allen. 

127.  Ein  Fall  von  Tabes  dorsalis  mit  Bulbarparalyse  (Tabes 
with  Bulbar  Paralysis).  M.  Bloch  (Neurologisches  Centralblatt, 
18,  1899,  p.  344.) 

This  condition,  stated  by  Bloch  to  have  been  reported  by  two 
other  observers  only,  Howard  and  Charcot,  occurred  in  a  man  fifty- 
five  years  of  age.  Since  1890  he  had  the  symptoms  of  a  pronounced 
locomotor  ataxia,  beginning  with  lightning  pains.  Within  the 
past  year  he  noted  symptoms  of  partial  anesthesia  and  numbness 
in  the  right  half  of  the  face,  and  inside  of  the  mouth  and  tongue. 
Swallowing  was  often  accompanied  by  regurgitation  through  the 
nose,  speech  was  nasal  in  character,  chewing  became  difficult,  and 
the  saliva  ran  from  the  mouth  continuously.  There  was  par- 
tial ptosis  of  the  right  lid,  paralysis  of  the  abducens,  superior 
and  internal  rectus,  and  paresis  of  the  inferior  rectus.  The 
muscles  of  the  left  side  were  also  partially  paralyzed.  Amau- 
rosis and  typical  optic  nerve  atrophy  were  present.  There  was 
lessened  sensibility  over  the  right  trigeminal  distribution.  In  mouth 
and  mucous  membrane  of  the  nose,  right  side,  and  the  right  side  of 
tongue  there  was  diminished  sensibility.  Smell,  taste  and  hearing  were 
intact.  The  tongue  protruded  with  difficulty,  bending  toward  the 
right  side.  The  musculature  was  atrophied,  and  fibrillary  twitchings  were 
present.  Paralysis  of  right  posticus,  with  normal  superior  laryngeal. 
Sensibility  of  pharynx  diminished.  The  rest  of  the  clinical  picture 
was  that  of  a  typical  case  of  tabes.  Jelliffe. 

128.  Ueber  Landry'sche  Paralyse  (On  Landry's  Paralysis).  Goebel 
(Miinchener  medicin.  Wochenschrift,  1898,  Nos.   30,  31    and    32). 

The  author  recounts  the  various  views  with  regard  to  acute  as- 
cending paralysis  which  have  prevailed  from  the  time  of  Landry  up  to 
the  present  day,  and  reports  a  case  carefully  studied  by  himself,  of 
which  the  following  is  an  abstract:  A  man  of  30,  who  had  had  syph- 
ilis, four  weeks  after  exposure  to  cold  and  wet,  was  suddenly  seized 
with  a  flaccid  paralysis  of  the  legs.  There  was  next  involvement  of 
both  external  recti  of  the  eyes,  then  of  the  anus,  without  change  in 
electrical  reactions,  paresthesia,  sensory  disturbance,  or  involvement 
of  sphincters;  with  free  sensorium,  a  febrile  temperature  range,  and 
normal  urine.  The  existing  paralysis  increased;  both  exterior  and  in- 
terior muscles  of  the  eye  became  affected,  as  were  also  the  face,  jaw 
and  tongue  muscles.  There  was  interference  with  swallowing  and  ir- 
regularity of  the  respiration;  in  the  latter  stages  weakness  of  the 
sphincter  vesicae,  with  slight  diminution  of  sensibility  towards  the  ends 
of  the  extremities,  and  death  by  asphyxia,  fourteen  days  after  the  onset 
of  the  paraplegia. 

The  examination  post-mortem  revealed  some  fatty  degeneration 
in  the  muscles  of  the  extremities,  in  the  diaphragm,  and  in  some  of  the 
eye  muscles,  with  a  peculiar  pigmentary  deposit  in  the  right  rectus 
cruris.  The  Marchi  method  showed  degeneration  in  some  parts  of 
the  cauda  equina,  with  disseminated  changes  in  the  medulla  and  pons, 
and  a  fine,  dust-like  deposit  in  the  subcortical  medullary  layer  of  the 
central  and  occipital  convolutions.  The  cord  and  peripheral  nerves 
showed    no    degeneration. 

The  author  regards  the  case  as  one  of  Landry's  paralysis,  with 
some  unusual  manifestations,  and  thinks  that  it  shows,  at  any  rate, 
that  the  lesions  are  not  purely  neuritic  in  all  cases.      In  view  of  the 
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fact  that  he  found  the  vessels  of  the  cord  rather  overfilled  with  blood, 
he  recommends  the  trial  in  such  cases  of  some  preparation  of  ergot. 

Allen. 

129.  Zur  Lehre  der  spinalen  neuritischen  Muskelatrophie  (At- 
rophia MUSCULARIS  PROGRESSIVA  SPINALIS  NEURITICA,  BERNHARDT) 
(PROGRESS1VEN      NEUROTISCHEN      ODER     NEURALEN     MUSKELATROPHIE 

Hofmann)  (Spinal  Neurotic  Muscular  Atrophy).     E.    Siemerling 
(Archiv.  f.  Pyschiatrie,  31,  1H98,  1899,  p.  105). 

Siemerling  contributes  a  complete  history,  with  report  of  micro- 
scopical findings,  in  a  case  of  this  interesting  and  rare  form  of  muscu- 
lar atrophy.  The  history  is  of  a  young  man,  20  years  of  age,  with 
no  especial  family  hereditary  influences.  Up  to  the  age  of  5  years  he 
developed  normally.  At  this  time  there  commenced  an  atrophy  of  the 
small  muscles  of  the  lower  extremities,  and  two  years  later  the  hands 
commenced  to  be  involved.  The  atrophy  progressed  until  at  the  age 
of  13  he  was  unable  to  walk.  He  later  developed  hypochondriasis.  At 
the  time  of  examination  his  intelligence  was  fair;  there  was  some  im- 
mobility of  the  pupils  to  light,  no  changes  in  the  fundus,  and  extreme 
atrophy  of  the  muscles  of  all  four  extremities.  Knee-jerks  were  absent. 
The  right  leg  was  in  contracture  at  the  knee-joint.  No  club  foot. 
Complete  paralysis  in  the  lower  extremities,  less  in  the  upper. 
Fibrillary  twitchings  of  the  intercostal  muscles.  Loss  of  electrical  con- 
tractility for  both  galvanic  and  faradic  currents.  Psychically  there  was 
marked  hypochondrical  depression,  with  delusions.  The  patient  died 
in  collapse. 

The  microscopical  analysis  showed  degeneration  of  the  posterior 
and  lateral  columns,  especially  in  the  dorsal  and  lumbar  regions.  Atro- 
phy of  the  anterior  horn  cells,  Clarke's  columns  and  the  anterior  roots. 
The  posterior  roots  were  intact  in  their  extramedullary  portion,  and 
in  some  parts  of  their  intramedullary  course.  Simple  degeneration  of 
the  sensory  and  mixed  nerves,  with  atrophy  of  the  musculature.  The 
resume  of  the  microscopical  findings  was  as  follows:  Disease  of  pos- 
terior columns,  most  marked  in  the  lower  dorsal  regions.  In  the  up- 
per dorsal  and  cervical  regions  almost  total  degeneration  of  the  cen- 
tral part  of  Goll's  column.  In  the  columns  of  Burdach  the  degen- 
eration becomes  markedly  less  as  the  upper  cervical  region  is  reached. 
There  is  degeneration  of  the  lateral  columns  posteriorly  and  partly 
of  the  anterolateral  columns,  the  lesions  being  most  marked  in  the 
lower  dorsal  and  lumbar  regions  and  decreasing  upwards.  The  cere- 
bral ganglion  cells  showed  no  alterations.  The  muscles  of  the  lower 
extremities  were  in  a  condition  of  extreme  degeneration,  the  gas- 
trocnemius showing  advanced  fatty  changes.  All  of  the  peripheral 
nerves  examined,  brachial,  radial,  median,  ulnar,  sciatic,  crural,  pero- 
neal, and  saphenous  nerves,  were  markedly  degenerated. 

The  author  further  gives  a  critical  digest  of  the  various  theories 
accounting  for  the  disease,  and,  basing  his  opinion  on  this  one  case, 
believes  that  the  disease  is  one  of  intramedullary  origin,  the  posterior 
roots  being  affected  after  their  entrance  into  the  spinal  cord.  He 
does  not  exclude,  however,  a  peripheral  origin  for  the  disease. 

Jelliffe. 

130. — Paralysie  obstetricale  consecutive  a  des  tractions  asyncli- 
tiques  sur  la  tete  (Obstetrical  Paralysis  from  Manual  Traction 
on  the  Head).     Plauchu  (Lyon  medical,  88.  1898,  p.  545). 

Plexus  paralysis  due  to  difficult  parturition  generally  occurs  in 
breech  presentations,  or  when  severe  traction  is  made  with  forceps. 
In  the  case  reported  the  presentation  was  by  the  vertex  and  the  head 
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was  born  spontaneously,  but  the  shoulders  were  arrested.  The  nurse 
seized  the  head  with  her  hands  and  with  all  her  strength  exerted  trac- 
tion upward — toward  the  right  shoulder  of  the  child.  Immediately 
after  birth  paralysis  of  the  left  arm  was  noticed,  the  'superior  (first) 
cord  of  the  plexus  being  the  most  severely  injured.  Patrick. 

131.  Casuistische  Beitrage  zur  Hirnchirurgie  und  Hirnlocalisa- 
tion,  etc.  (Clinical  Contributions  to  Cerebral  Surgery  and  Cere- 
bral Localization).  Ludwig  Mann  (Monatsschrift  fur  Psychiatric 
und  Neurologie,  Vol.  4,  No.  5,  p.  369). 

Mann  reports  a  case  in  which  two  focal  symptoms  were  observed 
after  a  cortical  injury,  viz.,  loss  of  sensation  in  the  left  thumb  and  in- 
dex finger,  and  loss  of  power  to  sing.  At  the  necropsy  a  cyst  was 
found  involving  the  second  right  frontal  gyrus,  and  a  small  portion 
of  the  anterior  central  gyrus  in  the  lower  part  of  its  middle  third.  It 
vvas  not  certain  whether  the  cyst  was  due  to  the  original  injury  or  to 
operation.  The  loss  of  sensation  in  the  thumb  and  index  finger 
was  explained  by  the  involvement  of  the  lower  part  of  the  arm  center, 
but  the  absence  of  paresis  in  thumb  and  finger  was  striking.  This  is 
said  to  be  the  only  case  with  necropsy  in  which  amusia  was  not  com- 
bined with  aphasia.  Mann  believes  that  possibly  a  lesion  of  the  second 
frontal  gyrus  may  cause  amusia.  In  his  case  the  lesion  was  on  the 
right  side  of  the  brain,  and  the  patient  was  right-handed.       Spiller. 

132.  UN    CAS    DE    SCLEROSE    EN    PLAQUES    A  TREMBLEMENT    UNILATERAL   (A 

Case  of  Multiple  Sclerosis  with  One-sided  Tremor).  P.  Remlinger 
(Rev.  de  Medic,  Vol.  19,  1S99,  p.  244). 

The  case  reported  showed  the  following  cardinal  symptoms: 
There  was  an  intention  tremor  of  the  upper  and  lower  extremities, 
limited  to  the  right  side;  exaggeration  of  the  tendon  reflexes,  more 
marked  on  the  right  side;  gait  markedly  spastic;  tremor  of  the  lower 
lips;  diminution  in  sight,  due  to  beginning  optic  nerve  atrophy;  slow 
speech,  with  monotonous  and  scanning  cadence.  These  symptoms  had 
been  developing  for  the  past  six  years,  during  which  time  the  limita- 
tion of  the  tremor  to  the  right  side  was  remarkable,  being  so  constant. 

Jelliffe. 

133.  Un  CAS  DE  MENINGITE  cerebro-spinale  simulant  le  tetanos 
(A  Case  of  Cerebro- Spinal  Meningitis  Simulating  Tetanus).  La 
Presse  Medicale,  24  Decembre,  1898  (Leroux  &  Viollet). 

The  patient,  a  man  of  40,  had  noticed  some  stiffness  in  the  lumbar 
region  three  days  before  admission,  followed  quickly  by  paralysis  of 
the  legs  and  difficulty  in  taking  nourishment.  When  admitted  to  the 
hospital  he  was  rigidly  extended,  the  back  being  some  distance  above 
the  surface  of  the  bed.  The  neck  was  very  stiff,  and  there  was  mod- 
erate trismus.  From  time  to  time  he  had  paroxysms  of  pain, 
causing  him  to  cry  out.  The  temperature  was  400  C,  the  pulse  120,  and 
the  respirations  40.  The  latter  were  almost  exclusively  diaphragmatic. 
The  pupils  were  perfectly  normal.  A  diagnosis  of  tetanus  was  made. 
Roux  and  Martin,  of  the  Pasteur  Institute,  saw  the  case  in  consultation 
and  pronounced  it  meningitis.  The  patient  continued  to  grow  worse 
and  died  on  the  second  day.  At  the  autopsy  small  collections  of  pus 
were  found  just  back  of  the  frontal  convolutions,  and  there  was  in- 
tense congestion  of  the  arachnoidal  plexus  to  the  plexus  of  the  fourth 
ventricle.  Cultures  made  by  Martin  showed  the  presence  of  the  diplo- 
bacillus  of  Friedlander.  The  authors  also  report  a  case  with  very  sim- 
ilar symptoms,  the  patient  having  the  slight  contraction  of  the  ex- 
tensors of  the  vertebral  column,  slight  rigidity  of  the  lower  extrem- 
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ities,  and  only  a  slight  degree  of  trismus.  The  latter  symptom,  how- 
ever, increased,  and  was  associated  with  dysphagia.  Intracerebral  in- 
jections of  anti-tetanus  serum  were  therefore  made,  and  the  patient 
recovered.  LeRoux  and  Viollet  lay  great  stress  upon  Kernig's  sign, 
which  consists  in  the  impossibility  of  overcoming  the  flexion  of  the 
thigh  upon  the  abdomen  when  the  patient  is  seated.  This  symptom, 
according  to  them,  never  occurs  in  tetanus,  and  almost  never  fails  in 
cerebro-spinal  meningitis.  Sailer. 

134.  Hereditare  Formen  angeborener  spastischer  Gi.iederstarre 
(Hereditary  Forms  of  Congenital  Spastic  Rigidity  of  the  Limbs). 
A.  Good  (Deutsche  Zeitschrift  fur  Nervenheilkunde,  13,  5  and 
6,  p.  375). 

Good  reports  three  cases  (two  sisters  and  one  brother)  of  con- 
genital, hereditary,  spastic  rigidity  of  the  lower  limbs,  and  of  the  up- 
per also,  to  some  extent,  in  two  cases,  with  vesical  symptoms.  Sensa- 
tion and  the  electrical  irritability  were  normal,  and  muscular  atrophy, 
excepting  that  from  inactivity,  was  not  observed.  The  tendon  re- 
flexes were  much  exaggerated.  Mental  symptoms  were  absent.  Trau- 
ma at  birth  or  premature  birth  was  not  the  cause  of  the  condition,  and 
no  indication  of  hereditary  syphilis  could  be  found.  The  symptoms 
did  not  increase  after  the  sixth  year.     No  necropsy  was  obtained. 

Spiller. 

135.  Atrophie     des     centres     nerveux,    DANS     UN     CAS    d'atrophie 

MUSCULAIRE     ET     OSSEUSE    i/ORIGINE    ARTICULAIRE    (Atrophy    of     the 

Nervous  Centers  in  a  Case  of  Muscular  and  Osseous  Atrophy  of 
Articular  Origin).  C.  Achard  and  Leopold-Levi  (Nouvelle  Icon- 
ographie  de  la  Salpetriere,  4,  1898,  p.  262). 

Atrophy  of  the  right  lower  limb  was  noted,  following  a  chronic 
traumatic  or  tuberculous  affection  of  the  right  knee,  which  began 
in  the  seventh  year  of  life.  The  bones  of  the  right  lower  extremity 
were  smaller  than  those  of  the  left.  Death  occurred  from  tuberculosis 
when  the  man  was  forty-one  years  old.  The  right  side  of  the  spinal 
cord  and  the  right  anterior  horn  were  considerably  smaller  than  the 
left  in  the  lumbar  and  sacral  regions,  and  the  right  anterior  horn  in 
these  portions  contained  fewer  ganglion  cells.  The  spinal  lesions  were 
supposed  to  be  due  to  the  early  age  of  the  patient  when  the  arthritis 
developed,  and  to  the  long  duration  of  the  process.  Atrophy  of  the 
left  paracentral  lobe  was  noted.  Spiller. 

136.  L'attaque  d'opiithalmoplegie  migraineuse  (A  Case  of 
Ophthalmoplegia  Occurring  in  the  Course  of  Migraine).  Leon 
d' Astros  (La  Presse  medicale,  20  Janvier,  1898). 

The  patient,  a  woman,  69,  who  had  previously  been  entirely  free 
from  headache  or  migraine,  but  had  suffered  from  dyspepsia,  some 
neurasthenic  symptoms,  and  recent  emotional  disturbance,  was  sud- 
denly attacked  with  severe  headache.  This  disappeared  in  the  course 
of  a  few  weeks.  A  few  days  later,  however,  she  was  suddenly  awakened 
in  the  morning  with  a  violent  pain  in  the  head,  located  in  the  frontal 
region  and  the  occiput.  Upon  arising  she  vomited.  The  next  day  it 
was  noticed  that  the  left  eye  remained  closed,  and  this  paralysis  was 
still  present  when  two  days  later  the  physician  examined  her.  At  this 
time  the  eye  was  completely  paralyzed,  the  pupil  dilated,  and  failed  to 
respond  to  light  or  accommodation.  The  pains  in  the  head  were  still 
very  severe.  There  was  no  paralysis  of  the  other  nerves  of  the  face. 
In  the  course  of  a  week  marked  improvement  had  occurred,  and  a 
month  later,  when  the  patient  was  again. seen,  the  eye  was  perfectly 
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normal.  During  the  attack  and  for  some  weeks  after,  the  patient  suf- 
fered from  severe  thirst,  and  had  almost  constant  polyuria.  The  urine 
was  of  low  specific  gravity,  and  contained  a  trace  of  albumin,  d' Astros 
calls  attention  to  the  absence  of  any  unilaterality  of  the  pain,  and  sug- 
gests in  explanation  of  the  symptoms  some  disturbance  of  the  arteries 
supplying  tne  common  motor-ocular  nucleus.  These  arteries  arise  from 
the  posterior  cerebral,  just  below  the  front  of  the  third  nerve,  and  then 
pass  into  the  cerebral  peduncle  to  be  distributed  to  the  nucleus,  forming 
an  independent  system.  He  assumes  that  the  patholo^v  of  the  condi- 
tion is  of  the  nature  of  an  anemic  infarct.  Sailer. 

137.  L'oiil  tabetique  (The  Eye  in  Tabes).  Gilles  de  la  Tourrette 
(Soc.  Med.  des  Hopitaux,  24  Feb.  1899). 

The  ocular  manifestations  of  tabes  are  very  numerous.  They  in- 
volve the  retina,  the  external  musculature,  and  even  the  lachrymal  ap- 
paratus. Although  so  well  known  and  so  frequently  described,  the 
author  thinks  that  he  has  discovered  a  new  one.  According  to  his  ex- 
perience, it  is  of  sufficient  value  to  have  frequently  enabled  him,  on 
mere  inspection  of  a  patient  who  presented  no  ataxic  symptoms  what- 
ever, to  make  a  diagnosis  before  going  into  the  history.  This  sign 
consists  in  a  very  peculiar  aspect  of  the  eye,  and  is  not  to  be  con- 
founded with  simple  myosis,  which,  when  of  punctiform  character  and 
situated  on  blue  irides,  always  suggests  tabes.  In  this  class  of  pa- 
tients the  eye  is  brilliant,  but  expressionless;  "the  eye  bright,  but  the 
gaze  blank,"  is  the  author's  way  of  describing  the  condition.  This  ap- 
pearance is  quite  independent  of  the  condition  of  the  pupils,  which  is 
unvarying,  and  is  especially  easy  of  recognition  in  irides  of  a  dark 
color.  Jelliffe. 

138.  SUR   UN    CAS     D'HEMATOMYELIE    OBSERVE    CHEZ    UN     NOUVEAU-NE    (A 

Case   of    Hematomyelia  in  a  New-born).      D'Herbecourt    (Jour- 
nal de  Medicine  de  Paris,   10,   1898,  p.  314). 

An  infant  delivered  at  term  by  forceps  and  with  difficulty  through 
a  contracted  pelvis  was  apparently  dead,  but  by  means  of  mouth-to- 
mouth  respiration  and  tractions  on  the  tongue  was  finally  resuscitated. 
It  was  then  discovered  that  there  was  no  respiratory  movement  what- 
ever on  the  right  side  of  the  chest.  The  child  lived  two  and  a  half  hours, 
and  a  careful  dissection  could  discover  no  trace  of  traumatism  affecting 
the  structures  of  neck  or  thorax.  Examination  of  the  central  nervous 
system  revealed  only  hemorrhages  in  the  cervical  region  of  the  cord, 
and  at  one  point  in  this  region  a  vessel  showing  endoperiarteritis.  The 
hemorrhages  made  practically  one  continuous  effusion  about  6  mm. 
in  vertical  extent,  and  located  at  the  base  of  the  anterior  horns. 

The  observation  is  of  some  interest  in  connection  with  similar 
findings  by  Schulze,  and  with  the  possible  relation  of  hematomyelia 
to  syringomyelia,  asserted  by  this  author  and  by  Minor.        Patrick. 

139.  Ueber  die  Folgen  der  spinalen  KinderlXhmung  auf  die 
hoher  gelegenen  Nervencentren  (Concerning  the  Effects  of 
Infantile  Spinal  Paralysis  on  the  upper  Nerves  Centers),  M. 
Probst  (Wiener  klin,  Wochenschrift,  30,  1898,  p.  729). 

The  examination  of  the  brains  from  persons  whose  limbs  have  been 
amputated  has  given  most  contradictory  results  in  the  attempt  to  lo- 
cate the  motor  cortical  centers  by  this  means.  The  study  of  the  spinal 
cord  has  been  far  more  satisfactory.  Gowers  examined  the  brain  of  a 
man  with  congenital  atrophy  of  the  left  hand,  and  found  the  middle  of 
the  right  posterior  central  gyrus  smaller  than  the  corresponding  gyrus 
on  the  left  side.  Microscopically,  however,  no  anomaly  could  be  seen. 
Edinger  examined  the  nervous  system  of  a  man  with  congenital  ab- 
sence of  the  left  hand  and  of  a  large  part  of  the  left  forearm;  the  right 
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central  gyri  were  small,  but  appeared  normal  when  studied  microscop- 
ically. 

Probst  reports  a  case  in  which  infantile  spinal  paralysis  occurred 
at  the  fourth  year  of  life,  and  resulted  in  atrophy  of  the  left  upper  and 
the  right  lower  limb.  The  man  died  at  the  age  of  68.  The  anatomical 
findings  in  the  spinal  cord  were  similar  to  those  reported  by  others  in 
this  disease. 

Only  three  cases  of  anterior  poliomyelitis  of  childhood  in  which 
the  condition  of  the  brain  has  been  studied  have  been  reported  (Sand- 
ers, Rumpf,  Colella).  In  these  three  cases,  as  well  as  in  Probst's, 
atrophy  of  certain  parts  of  the  brain  was  found.  Sanders  found  atrophy 
of  the  central  gyri  and  of  the  paracentral  lobe  of  one  side.  Rumpf  also 
found  atrophy  of  the  central  gyri  of  one  side,  and  in  both  these  cases 
the  atrophy  was  on  the  side  of  the  brain  opposite  to  the  affected  limbs. 
In  Colella' s  patient  the  right  leg  was  paralyzed,  and  both  left  central 
gyri,  the  left  paracentral  lobule,  the  uppermost  part  of  the  right  an- 
terior central  gyrus,  and  the  anterior  part  of  the  right  paracentral 
lobule  were  atrophied.  In  Probst's  case  the  cental  gyri  of  both  sides, 
on  the  right  side  especially  the  upper  part,  were  atrophied,  and  the 
left  marginal  and  angular  gyri  were  less  distinct. 

Sanders  and  Rumpf  found  no  microscopical  anomalies  in  the  atro- 
phied gyri,  but  Colella  noted  diminution  in  the  number  of  nerve  cells 
and  fibers.  In  Probst's  case  the  cortex  was  only  half  as  thick  as  nor- 
mal, the  nerve  cells  were  small,  the  white  matter  within  the  affected 
gyri  was  diminished  in  amount,  and  the  neuroglia  was  somewhat  pro- 
liferated. The  internal  capsule  in  the  location  of  the  pyramidal  tract 
was  small  in  the  cases  of  Rumpf,  Colella  and  Probst,  and  the  fibers 
here  were  of  small  caliber.  Probst,  like  the  earlier  writers,  noticed 
that  the  pyramidal  tract  was  atrophied  throughout  its  course,  and  in 
his  case  both  lateral  motor  tracts  in  the  cord  were  small. 

These  findings  seem  to  indicate  that  the  central  motor  neurons  do 
not  develop  normally  when  the  peripheral  neurons  are  destroyed  early 
in  childhood,  but  the  existence  of  atrophy  of  the  central  neurons  follow- 
ing injury  of  the  peripheral  in  adult  age  remains  to  be  demonstrated. 

Spiller. 

140.     A  Case  of   Protracted    Seeep    Extending  Over  Fifty  Days. 

Skerrit  and  Stewart  (Brit.  Med   Jour,  No.  1970.  p,  957). 

A  young  man  of  17  years,  after  severe  study  with  insufficient 
sleep,  complained  for  a  period  of  six  weeks  of  feeling  tired  on  slight 
exertion,  and  then  developed  an  overpowering  drowsiness,  which  rap- 
idly increased  to  profound  and  continuous  somnolence.  For  ten  days 
every  effort  was  made  to  keep  him  awake,  without  success,  and  there- 
after attention  was  directed  merely  to  the  prevention  of  body  waste. 
There  was  nothing  suggestive  of  catalepsy,  there  was  no  anesthesia, 
and  his  general  appearance  was  good.  He  lay  in  a  calm,  placid  sleep 
uniformly,  and  when  roused  to  take  liquid  nourishment  (every  four 
hours)  he  would  speak,  in  reply  to  direct  questions,  very  much  as  one 
does  who  talks  in  his  sleep.  It  would  sometimes  take  ten  minutes  or  a 
quarter  of  an  hour  to  rouse  him  sufficiently  to  prevent  his  being  choked 
in  the  attempt  to  get  down  the  egg  and  milk,  or  beef-tea,  or  other 
nourishment.  Indeed,  he  would  frequently  drop  off  to  sleep  while  in 
the  act  of  putting  the  cup  between  his  lips.  The  sleep  was  never  a 
"profound"  one,  and  when  the  calls  of  Nature  demanded  his  attention 
there  was  an  obvious  desire  to  respond  to  them;  but  he  would  fre- 
quently drop  off  to  sleep  again  before  he  could  be  assisted  and  the  in- 
clination to  evacuate  his  bowels  or  bladder  would  then  disappear. 
Gradually  this  partial  response  ceased  and  he  passed  in  bed  his  mo- 
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tions,  which  cascara  sagrada  kept  fairly  free.  Every  effort  was  made 
to  get  him  to  empty  his  bladder  naturally  by  propping  him  up  against 
the  wall  and  otherwise,  but  it  was  generally  a  failure.  During  this 
period  priapism  was  very  marked,  but  there  were  never  any  seminal 
emissions,  and  his  hands  had  to  be  tied  to  the  bedstead  to  prevent  his 
practising  onanism — a  habit  to  which  he  had  never  been  addicted.  He 
remained  in  this  condition  till  two  months  after  the  onset;  then 
he  began,  while  half  awake  and  half  asleep,  to  talk  as  if  in  a  dream, 
sometimes  saying  things  which  were  ridiculous,  and  occasionally  ask- 
ing how  long  he  had  been  ill.  He  also  showed  evidence  of  an  emo- 
tional tendency  unusual  to  him.  His  weight,  which  previously  had 
been  gradually  decreasing,  began  now  slowly  to  return  to  the  normal 
condition,  and  he  was  allowed  to  sit  up  for  an  hour  or  two  daily.  The 
sense  of  taste,  which  was  apparently  quite  absent  previously,  also  grad- 
ually returned,  but  it  was  not  entirely  restored  for  some  time. 

For  several  months  after  the  mental  faculties  were  completely  re- 
stored the  patient  had  considerable  difficulty  in  walking,  on  account  of 
incoordination  and  a  tendency  to  fall  to  one  side.  Recovery  was  ulti- 
mately complete. 

The  author  says  that  only  eighteen  other  cases  of  such  protracted 
sleep  are  on  record,  and  of  these  four  died  in  the  sleep.  Weir  Mitchell 
has  given  an  epitome  of  these  eighteen  cases  in  the  Transactions  of  the 
College  of  Physicians  of  Philadelphia,  Vol.  Ill,  and  more  information  on 
the  subject  will  be  found  in  Gould  and  Pyle's  "Anomalies  and  Curiosi- 
ties of  Medicine."  Patrick. 

THERAPY. 

141.  Versuche  uber  Cocainisirung  des  Ruckenmarkes  ( Cocainization 
of  the  Spinal  Cord).  Bier  (Deutsche  Zeitschr.  fiir  Chirurgie,  April, 
1899). 

The  author  reports  the  results  of  some  remarkable  experiments 
that  he  has  been  making  to  test  the  feasibility  of  rendering  large  areas 
of  the  body  anesthetic  by  cocainization  of  the  spinal  cord.  The  meth- 
od employed  was  to  throw  minute  quantities  of  the  drug  into  the  sub- 
dural space  after  the  manner  of  Quincke's  lumbar  punction.  By  the 
use  in  this  way  of  0.005-0.01  gm.  of  cocaine  he  was  enabled  to  per- 
form painlessly  such  operations  as  resection  of  knee  and  ankle-joints, 
necrotomy  of  the  tibia,  resection  of  the  ischium,  resection  in  a  case  of 
complicated  fracture  of  the  femur,  and  treatment  of  an  osteomyelitis 
femoris.  As  drawbacks  to  the  procedure  there  were  manifested  in 
several  cases  disquieting  symptoms,  such  as  severe  headache,  nausea 
and  vomiting,  which  lasted  for  several  days.  In  order  to  estimate  the 
intensity  of  these  more  exactly  the  author  tried  the  injection  both  on 
himself  and  his  colleague  Hildebrand,  finding  that  anesthesia  of  the 
whole  of  the  lower  extremities  set  in  after  an  interval  of  from  5  to  8 
minutes.  A  dose  of  0.005  Sm-  maintained  this  state  for  about  45  min- 
utes, then  sensibility  slowly  returned.  The  after-effects  were  marked 
on  both  experimenters.  Bier  was  even  obliged  to  remain  in  bed  for 
several  d.iys.  Before  making  further  trials  on  the  human  subject  the 
author  ir  tends  to  investigate  more  fully  the  effects  on  animals. 

Jelliffe. 

142.  Hydatid  of  the  Brain — Operation — Recovery   (Vance,   Aus- 
tralasian Medical  Gazette,  Feb.  21,  1898). 

A  man  of  thirty-six  was  admitted  to  hospital  with  right  hemi- 
paresis  and  aphasia,  the  trouble  having  begun  six  months  previously 
with  twitchings  of  the  tongue  and  arm,  gradually  followed  by  the  other 
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symptoms.  For  the  first  few  months  of  his  illness  he  suffered  from 
epileptic  fits,  exact  character  not  stated.  There  was  no  loss  of  sensa- 
tion, no  headache,  and  no  optic  neuritis.  Under  medical  treatment 
there  was  no  improvement  and  no  aggravation  of  the  symptoms,  ex- 
cept that  six  months  after  admission  he  was  found  to  have  double- 
choked  disk.  Mr.  O'Hara  operated,  finding  a  cyst  about  the  size  of 
a  bantam's  egg,  which  was  drained.  Patient  made  a  good  recovery 
from  the  operation.  In  discussing  the  paper  Mr.  O'Hara  reported 
another  case  of  hydatid  of  the  brain  in  a  boy  operated  upon  eight 
years  before.  He  had  made  a  perfect,  recovery  from  a  complete  left 
hemiplegia  and  double  optic  neuritis.  Patrick. 

143.  L'elongation  du  pneumogastrique  (Stretching  of  the  Pneumo- 
gastric) Jaboulay,   (Lyon    Medical,  Vol.  87,  1898,  p.  537). 

The  author,  who  has  been  almost  fantastically  active  in  surgery  of 
the  nervous  system,  now  reports  upon  stretching  of  the  pneumogastric. 
He  says  that  this  measure  may  modify  the  excitability  of  the  bulbo- 
pontine  region  by  traction  upon  the  fibers  of  origin,  and  also  that  of 
the  branches  of  the  nerve  distributed  to  the  respiratory,  digestive  and 
circulatory  mechanisms.  He  has  performed  the  operation  for  one 
case  of  epilepsy,  proceeding  upon  the  assumption  that  Schroeder  Van 
der  Kolk  was  correct  in  localizing  the  convulsive  center  in  the  locus 
ceruleus,  and  believing  that  the  operation  would  "modify"  this  region. 
The  patient  was  a  boy  of  sixteen  years,  who  had  as  many  as  twenty- 
five  attacks  a  day,  preceded  by  an  epigastric  aura,  and  who  was  re- 
lieved by  the  operation,  it  is  not  said  for  how  long  nor  to  what  extent. 
The  author  claims  the  peculiar  advantage  of  this  operation  over 
others  that  it  is  particularly  adapted  to  the  large  number  of  cases  of 
idiopathic  epilepsy  that  ''begin  in  the  epigastric  region."  He  further 
asserts  that  when  this  operation  on  one  side  is  combined  with  unilateral 
section  of  the  cervical  sympathetic  that  the  peripheral  cardiac  effects 
are  compensatory  and  the  encephalon  is  modified  in  its  entirety.  He 
has  also  stretched  the  pneumogastric  in  a  case  of  exophthalmic  goitre 
in  which  section  of  the  sympathetic  had  been  previously  performed. 
Although  the  first  operation  relieved  the  exophthalmos,  it  had  no 
effect  upon  attacks  of  coughing  which  greatly  troubled  the  patient. 
These  were  relieved  by  the  pneumogastric  operation.  Patrick. 

144.  Ueber  Subcutane  Injectionen  von  Heroinum  muriaticum. 
(Heroin  used  subcutaneously. )  A.  Eulenberg  (Deutsche  med. 
Wochenschrift,  March  25,  1899.     p.  187). 

The  muriate  .of  heroin,  a  new  derivate  from  morphine,  has  been 
used  extensively  by  this  well-known  clinician  in  some  three  hundred 
cases.  It  is  readily  soluble  in  water,  and  is  used  in  two-per-cent.  solu- 
tion. The  maximum  dose  should  not  be  over  1-6  grain  for  an  adult. 
Therapeutically  it  is  indicated  as  an  antispasmodic  in  asthma,  and  is 
of  service  in  various  neuralgias,  intercostal,  trigeminal,  and  sciatica, 
the  myalgias  and  arthralgias.  It  has  proven  especially  valuable  in 
cases  where  chronic  morphine  medication  has  lost  its  value.  His  ex- 
perience would  also  seem  to  bear  out  that  of  other  recent  observers, 
that  heroin  is  destined  to  become  a  very  valuable  drug  in  the  treat- 
ment of  chronic  morphinism.  The  daily  dose  should  not  exceed 
Va  grain.  Jelliffe. 
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Diseases  of  the  Eye.  A  Handbook  of  Ophthalmic  Practice  for 
Students  and  Practitioners.  By  G.  E.  de  Schweinitz,  A.M. ,  M. 
D.,  Professor  of  Ophthalmology  in  the  Jefferson  Medical  College, 
etc.  Philadelphia.  W.  B.  Saunders,  1899,  pp.  700,  with  255  illus- 
trations and  2  colored  plates. 

This  new  edition  of  de  Schweinitz's  text-book  is  the  third  since  its 
first  appearance  in  1892.  It  contains  much  new  matter  and  is  brought 
well  up  to  date,  forming  a  representative  exposition  of  the  art  of 
ophthalmology  as  practised  in  this  country  to-day.  Without  going 
deeply  into  questions  of  pathology,  or  entering  upon  prolix  discus- 
sions of  unimportant  matters,  it  offers  concise,  clean-cut  descriptions 
of  disease,  and  detailed,  practical  rules  of  treatment.  There  is  notice- 
able an  absence  of  repetition,  and  also  of  that  haphazard  jumbling  to- 
gether of  undigested  extracts  from  different  sources  which  too  often 
characterizes  the  larger  text-books,  when  the  author,  aiming  at  com- 
pleteness, usually  arrives  only  at  confusion.  The  chapters  of  chief 
neurological  interest,  those  on  affections  of  the  optic  nerves  and  on 
disturbances  of  the  ocular  muscles,  while  not  long,  are  clear  and  to  the 
point.  The  matter  in  the  book  is  arranged  systematically  and  in  a  way 
that  is  convenient  for  reference.  Descriptive  terms  have  been  well 
chosen,  as  a  rule,  and  the  purist  in  language  will  only  regret  that  the 
author  has  followed  a  common  German  practice  in  employing  the 
hybrid  word  pericorneal,  when  he  had  at  his  service  either  the  pure 
Latin  derivative  circumcorneal,  used  by  English  writers,  or  the  pure 
Greek  derivative  perikeratic,  used  by  the  French. 

Ward  A.  Holden. 

Die  Leitungsbahnen  im  Gkhirn  und  ROckenmark.  By  W.  v. 
Bechterew.  Second  edition,  completely  revised  and  enlarged.  German , 
by  Richard  Weinberg.     Leipzig  :    Arthur  Georgi,  1899. 

v.  Bechterew's  book  is  an  old  friend  in  a  new  guise.  The  volume 
with  which  we  were  all  familiar  has  grown  to  two  or  three  times  its 
former  size;  new  material  has  been  added,  and  the  old  has  been  re- 
written, v.  Bechterew  is  one  of  the  most  voluminous  writers  in  the 
world,  and  he  excites  our  wonder  by  the  amount  of  original  work  he 
is  able  to  accomplish.  His  "Leitungsbahnen"  represents  his  own  in- 
vestigations and  those  of  the  students  in  his  laboratory,  but  neurolog- 
ical literature  is  by  no  means  ignored.  It  is  not  a  mere  compilation 
from  other  books,  but  bears  the  unmistakable  stamp  of  original 
thought.  It  is  a  work  on  anatomy  that  one  may  be  glad  to  consult, 
even  though  he  may  hold  different  views  from  the  author. 

The  chapter  on  the  conducting  tracts  of  the  spinal  cord  differs 
very  considerably  from  the  corresponding  chapter  in  the  former  edi- 
tion. Many  disputed  points  are  mentioned.  Fibers  from  the  column 
of  Garke  and  from  the  central  cell  groups  of  the  gray  substance  are 
said  to  pass  through  the  anterior  commissure  to  the  opposite  side  of 
the  cord,  although  some  fibers  from  these  cells  go  to  the  white  matter 
of  the  same  side.  All  these  fibers  are  closely  connected  with  the  pos- 
terior roots,  and  the  theory  of  a  partial  decussation  of  the  sensory 
tracts  within  the  spinal  cord  by  means  of  a  second  series  of  neurons 
seems  to  have  some  support.  This  would  explain  better  than  any- 
thing else  the  Brown-Sequard  symptom-complex. 

v.  Bechterew  refers  to  some  experiments  done  in  his  labora- 
tory, in  which  ascending  degeneration  was  found  in  the  lateral  ground 
bundle  of  each  side  of  the  cord  after  the  posterior  roots  in  the  dog 
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were  divided.  This  was  evidently  a  degeneration  of  central  sensory 
neurons  following  a  lesion  of  peripheral,  and  as  such  is  remarkable. 
It  seems  strange  that  a  similar  condition  has  not  been  observed  in 
man.  In  experimentation  there  is  always  the  possibility  that  the  an- 
terior portions  of  the  cord  may  be  injured  in  attempting  to  cut  pos- 
terior roots.  We  may  be  pardoned  for  desiring  further  confirmation 
of  the  statement  that  central  sensory  neurons  degenerate  quite  rapidly, 
or  even  slowly,  as  a  result  of  lesion  of  peripheral  sensory  neurons. 
This  whole  subject  is  at  present  under  discussion,  and  Van  Gehuchten 
has  found  it  necessary  to  modify  certain  statements  made  by  him 
which  seemed  to  indicate  that  such  secondary  degeneration  in  sensory 
neurons  occurs. 

It  is  important  to  bear  in  mind  in  doing  experimental  work  that 
in  higher  vertebrates,  even  the  dog  and  the  cat.  an  anterior  pyramidal 
tract  does  not  exist,  and  that  in  the  place  of  this  an  uncrossed  lateral 
pyramidal  tract  is  found.  The  German  reads  almost  as  though  the 
statement  were  made  that  the  pyramidal  tract  in  those  animals  does 
not  decussate:  .  .  .  "fehlt  eine  vordere  Pyramidenbahn  vollstandig, 
start  dessen  ist  ein  ungekreuzter  Pyramidenseitenstrang  vorhanden." 
v.  Bechterew  evidently  does  not  intend  to  deny  the  decussation  of  the 
motor  fibers. 

The  presence  of  the  "intermediate  bundle"  within  the  crossed 
pyramidal  tract,  and  the  origin  of  this  bundle  in  the  cerebellum,  seem 
to  lend  some  anatomical  support  to  the  theory  that  motor  fibers  (Van 
Gehuchten)  pass  from  the  brain  to  the  spinal  cord  by  way  of  the  cere- 
helium,  v.  Bechterew  believes  that  in  addition  to  the  "intermediate 
bundle,"  a  tract  exists,  anterior  to  the  crossed  pyramidal  tract,  having 
its  origin  in  the  thalamus  and  descending  to  the  cord  through  the 
Forel  decussation. 

The  fibers  described  by  v.  Bechterew  as  the  olivary  tract  seem  to 
have  their  origin  in  the  lower  olive,  although  this  has  not  been  posi- 
itively  determined. 

According  to  v.  Bechterew,  the  "pupillary  fibers"  pass  with  the 
optic  nerve  to  the  chiasm,  decussate  partially  here,  ascend  in  the  optic 
tract  to  the  external  geniculate  body,  and  reach  the  oculomotor  cen- 
ters, with  partial  decussation,  through  the  posterior  portion  of  the 
thalamus  and  the  posterior  cerebral  commissure.  An  isolated  lesion 
of  the  external  geniculate  body,  or  of  the  anterior  corpora  quadrigem- 
ina  does  not  destroy  the  reaction  of  the  pupil  to  light. 

v.  Bechterew  believes  that  different  fibers  exist  for  the  different 
forms  of  sensation;  the  fibers  of  the  lateral  columns  conducting  sensa- 
tions of  pain  and  touch,  and  those  of  the  posterior  columns  the  mus- 
cular sensation. 

He  mentions  that  attempts  have  been  made  to  determine  the  motor 
areas  in  the  human  cortex  by  electrical  irritation,  but  he  does  not 
allude  to  the  fact  that  American  investigators  have  been  especially 
active  in  this  form  of  experimentation.  The  carefully  written  paper 
by  Lemacq  gives  proper  credit  to  our  countrymen  for  information  ob- 
tained by  this  method. 

It  is  a  strange  fact  that  the  motor  fibers  for  different  portions  of 
the  body  are  separated  within  the  internal  capsule,  but  that  in  the 
lower  parts  of  the  central  nervous  system  they  are  intimately  mingled. 
This,  however,  seems  to  be  the  generally  accepted  teaching. 

The  lateral  bundle  of  the  cerebral  peduncle  is  said  to  arise  in  the 
temporal  lobe  and,  to  a  less  extent,  in  the  occipital  lobe;  in  this  v. 
Bechterew  differs  from  Dejerine. 

Space  does  not  permit  a  thorough  review  of  all  the  interesting 
statements  found  in  this  book.  It  is  a  volume  of  692  pages,  is  profusely 
and  well  illustrated,  and  contains  very  many  references  to  the  litera- 
ture. Every  part  of  the  central  nervous  system  receives  a  very  care- 
ful study.  Spiller. 
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AMERICAN    NEUROLOGICAL    ASSOCIATION. 

Twenty-fifth  Annual  Meeting  Held  at  the  Hotel  Dennis,  Atlantic  City, 

N.  J.,  June  14  and  15,  1899. 

The  President,  Dr.  James  Hendrie  Lloyd,  in  the  chair. 

PRESIDENT'S    ADDRESS. 
Gentlemen: — 

In  assuming  the  duties  of  the  distinguished  position  to 
which  you  have  elected  me,  1  can  and  ought  to  do  no  less  than 
express  my  full  appreciation  of  the  fact  that  I  am  thus  indebted 
to  you  for  one  of  the  highest  honors  that  can  be  conferred  in 
his  own  specialty  and  his  own  country  upon  an  American  neu- 
rologist. This  debt  is  not  lightly  assumed  by  me,  the  more  so 
that  I  am  conscious  that  it  cannot  be  fully  discharged.  My 
conception  of  the  dignity  and  the  position  of  this  association  in 
the  field  of  neurology,  especially  in  this  country,  is  so  high  that 
I  trust  I  may  be  pardoned  if,  with  some  feeling  of  self-con- 
sciousness, I  express  to  you  a  keen  sense  of  responsibility  at 
the  same  time  that  I  acknowledge  to  you  my  indebtedness. 

The  twenty-fifth  anniversary  of  the  association  naturally 
suggests  a  reminiscent  mood.  I  shall  not  deal  in  reminis- 
cence, however,  because  that  task  has  been  allotted  to  another. 
I  shall  stay  in  the  present  and  look  to  the  future.  I  think  that 
this  annual  meeting  should  always  be  the  occasion  for  the 
association  to  carefully  consider  its  own  progress  and  aims, 
and  that  he  who  is  called  to  preside  should  be  the  mouthpiece 
for  some  carefully  considered  utterances  touching,  as  it  were, 
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the  personality  and  welfare  of  our  organization.  It  is  said  that 
Epicurus  of  old  dispensed  his  sages  from  all  foresight  and  care 
for  the  future,  but  this  is  not  in  accord  with  the  philosophy  of 
the  nineteenth  century.  We  have  to  look  onward  as  well 
as  to  look  about  us,  and  the  better  injunction  is  that  of  Plato — 
"Do  thine  own  work,  and  know  thyself." 

In  the  field  of  neurology  in  America  to-day  it  is  essential 
that  there  should  exist  such  an  association  as  this  to  act  as  an 
exponent  of  one  of  the  most  important  of  the  specialties.  This 
society  represents  a  centralizing  tendency,  which  is  rather  in 
opposition  to  the  localizing  spirit  of  the  Anglo-Saxon.  In 
science,  as  in  politics,  the  danger  in  this  country  is  rather  in  a 
spirit  of  local  self-government  carried  to  extremes.  Our  risk, 
although  it  may  not  be  a  great  one,  is  rather  towards  provin- 
cialism— and  provincialism  never  yet  accomplished  great 
things.  If  too  much  of  this  is  bad  in  politics,  it  is  infinitely 
worse  in  science;  and  our  country,  with  its  vast  extent  and  mul- 
titudinous interests,  presents  a  territory  in  which  the  truly  na- 
tional association  is  needed  as  a  court  of  Sanhedrim  or  court  of 
final  expression.  To  the  somewhat  wabbling  and  loose-jointed 
machinery  of  some  of  our  schools  and  societies — in  which  neu- 
rology goes  as  it  pleases — this  association  may  act  as  a  sort  of 
balance  wheel,  whose  function  should  be  most  salutary.  If  I 
were  to  seek  for  the  most  honorable  appellation  for  this  body, 
I  should  like  to  say  that  it  is  truly  national — not  national  in  the 
petty  and  narrow  sense  that  it  is  evenly  represented  in  the  cities 
and  States,  but  national  in  the  sense  that  it  includes  every  neu- 
rologist in  this  country  of  approved  (and  only  approved)  at- 
tainment. There  is  a  difference  between  an  association  being 
geographical  and  being  national.  We  do  not  regard  the  ge- 
ography of  the  States.  Personal  attainment,  not  residence,  is 
alone  the  criterion.  If  these  thoughts  are  trite,  they  are  none 
the  less  vital,  because  a  strict  regard  for  them  can  alone  secure 
the  success  and  vitality  of  this  society.  Let  them  be  repeated 
from  this  chair  every  year,  just  as  the  ancient  king  bade  his 
servant  remind  him  every  day  that  he  was  mortal. 

In  most  of  the  genuine  original  work  in  neurology  done  in 
the  United  States  for  the  past  25  years,  this  association  is  rep- 
resented by  its  members.     In  other  words  the  amount  of  en- 
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during  neurological  literature  that  has  been  contributed  by 
men  whose  names  are  not,  or  never  have  been,  on  its  list  of. 
membership  is  surprisingly  and  conspicuously  small.  No  na- 
tional association  of  specialists  in  America  can,  by  this  stand- 
ard, claim  to  be  more  truly  representative.  And  that  this 
standard  is  the  correct  one  is  evident  from  the  fact  that  neu- 
rology is  in  a  special  way  a  most  difficult  and  involved  field  of 
practice,  and  that  the  man  who  reaps  genuine  success  in  it  is, 
as  a  rule,  only  too  willing  and  anxious  to  be  admitted  to  asso- 
ciate with  those  who  are  already  identified  with  it.  In  other 
words,  he  feels  that  in  this  association  alone  can  he  meet  with 
both  the  understanding  and  criticism  which  are  at  once  the 
reward  and  the  stimulant  of  his  own  work.  The  man  who 
works  in  nervous  diseases  and  never  seeks  to  gain  member- 
ship in  this  association,  must  either  have  some  secret  misgiv- 
ings about  his  own  neurology,  or  entertain  an  indifference 
toward  the  very  specialty  which  he  professes.  Here  alone  is 
the  arena  in  which  he  meets  his  true  confreres ;  here  alone  can 
he  hope  for  the  spirit  which  makes  a  symposium  of  his  noc- 
turnal vigils  in  neurology,  and  creates  an  atmosphere  which  is 
productive  of  his  best  thoughts.  Whatever  our  regard  for 
other  societies  may  be,  we  must  all  recognize  the  fact  that  pro- 
found neurological  lucubrations  are  often  still-born  when  they 
are  produced  in  other  associations  than  this,  and  the  character 
of  the  discussion  which  greets  them,  in  such  alien  surround- 
ings, must  often  convince  us  all  that  it  is  as  important  occasion- 
ally to  recover  one  lost  sheep  for  its  own  good  as  it  is  to  sit 
down  and  rejoice  over  the  ninety-and-nine  who  never  wander 
away. 

The  stimulus  which  this  association  can  give  to  the  crea- 
tion of  a  high  standard  of  neurological  work  in  this  country  is, 
I  conceive,  well  nigh  incalculable.  One  of  its  most  important 
functions,  and  one  which  has  not  always  been  recognized  at 
its  full  value,  is  to  stimulate  research  and  to  elevate  the  prestige 
of  the  American  name.  It  should  be  the  prerogative  of  this 
society  to  inspire  ideals,  on  the  one  hand,  and  to  pass  final  ver- 
dicts, on  the  other.  There  is  still  some  tendency  to  do  crude 
work  in  America,  probably  because  of  the  very  exuberance  of 
our  conditions.     With  a  practical  genius  unexcelled  by  any 


464  PRESIDENTS  ADDRESS. 

other  people,  we  have  not  excelled  in  all  the  mechanical  arts 
of  scientific  medicine.  It  is  still  too  much  our  custom  and  our 
need  to  look  abroad  for  some  of  our  technique.  Who  can 
doubt,  who  knows  thoroughly  the  genius  of  our  people,  that 
this  will  not  always  be  so?  Who  can  hesitate  to  believe  that 
the  same  genius  that  created  the  telegraph  and  has  brought  to 
perfection  the  devices  of  electricity  can  also  attain  to  the  high- 
est accomplishments  with  the  microscope?  Cannot  the  mind 
that  grasps  the  most  intricate  problems  of  steam,  of  electricity 
and  of  mechanics  also  contribute  successfully  to  the  most  in- 
volved questions  of  bacteriology  and  pathology?  If  it  be  true 
that  we  are  standing  on  the  threshold  of  a  new  era  of  national 
achievement  and  expansion  with  the  dawn  of  the  new  century 
(as  some  men  claim  who  still  feel  the  impulses  of  the  late  war 
in  their  veins)  then  let  us  hope  that  our  own  science  is  about 
to  partake  of  renewed  energy  along  yet  novel  lines,  and  that 
this  association  will  be  the  recognized  theater  for  some  of  its 
best  display. 

While  this  association  is  so  potent  in  the  neurological  litera- 
ture of  this  country,  it  is  to  be  somewhat  regretted  that  its  in- 
fluence is  not  yet  paramount  in  neurological  education.  It  is 
true  that  many  of  its  distinguished  members  are  in  positions  of 
clinical  importance  in  some  of  our  leading  schools,  and  are 
thus  contributing  to  the  proper  neurological  training  of  a  fu- 
ture generation  of  physicians.  They  represent,  as  it  were,  a 
compromise  between  the  new  and  the  old,  and  the  schools  which 
they  serve  are  deservedly  in  the  front  rank  of  progress.  Un- 
fortunately this  is  not  universally  so,  and  we  still  witness  the 
incongruity  of  didactic  teaching  in  neurology  being  done  by 
general  clinicians  who  make  no  claim,  outside  of  their  profes- 
sorial chairs,  to  being  expert  neurologists.  The  methods  that 
prevailed  one,  and  even  two,  generations  ago,  before  nervous 
diseases  were  recognized  as  an  intricate  specialty,  are  still  per- 
mitted to  prevail.  I  trust  I  do  not  transgress  the  limits  of  fair 
and  accurate  criticism  when  I  say  that  the  professors  of  general 
practice  in  all  our  medical  colleges  for  the  last  twenty-five  years 
have,  with  one  or  two  noteworthy  exceptions,  contributed  but 
little  if  anything  to  the  store  of  neurological  literature.  How- 
ever distinguished  they  may  be  in  general  internal  pathology, 
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they  seem  as  by  common  consent  to  avoid  the  neurological 
fields  as  though  these  were  sown  with  noxious  weeds.  In  their 
own  schools  there  is  usually  a  clinical  professor  who  does  the 
actual  practical  work  in  the  nervous  clinic,  while  they  confine 
themselves  to  the  erudite  pages  of  venerable  written  lectures. 
The  cause  .for  this  is  not  far  to  seek.  Neurology  is  a  jealous 
mistress  and  will  not  brook  numerous  rivals.  The  old-fash- 
ioned professor  of  practice  is  simply  not  proficient  in  neurol- 
ogy. He  has  not  kept  abreast  of  its  progress,  and  does  not 
seem  to  care  to  do  so.  He  is  (with  few  exceptions)  not  familiar 
with  its  clinical  details,  its  involved  morphology  and  its  expensive 
and  intricate  technique.  He  is  usually  frank  enough  to  admit 
this  in  the  consultation  room  and  on  the  street,  but  when  he 
retreats  into  the  sacred  arcanum  of  his  lecture-room  his  role  is 
instantly  changed,  and  he  assumes  all  the  dignity  and  claims  all 
the  privileges  of  the  truly  initiated.  Why  he  should  be  willing 
to  attempt  to  teach  neurology  by  his  didactic  methods,  and 
why  others  should  be  willing  to  leave  him  do  so,  are  mysteries 
that  can  only  be  explained  by  the  force  of  custom  and  the 
tyranny  of  prejudice.  These  things  should  not  be  so.  There 
is  no  monopoly  in  science,  however  there  may  be  monopolies  in 
medical  politics;  and  we  have  the  right  in  this  association  to 
claim  at  least  that  the  eminent  men  who  essay  to  teach  neuro- 
pathology from  the  chairs  of  general  practice  should  sometimes 
prove  both  their  ability  and  their  zeal  by  the  amount  and  value 
of  their  original  work  in  this  field.  We  would  all  welcome 
their  contributions  not  only  for  such  intrinsic  merit  as  they 
might  have,  but  also  as  an  evidence  that  the  department  of 
nervous  diseases  was  not  being  slighted  for  other  departments 
to  the  detriment  of  both  the  profession  and  the  students. 

I  think  it  will  be  granted  by  the  majority,  that  while  the 
didactic  lecture  still  has  and  probably  always  will  have  its 
proper  place  in  the  curriculum,  it  is  no  longer  fit  to  be  the  main- 
spring of  instruction  in  nervous  diseases.  Instead  of  having 
first,  it  should  have  second  place.  It  is  inconceivable  any 
longer  that  medical  students  can  learn  neurology  by  listening 
to  a  few  time-worn  lectures.  The  bedside  and  the  laboratory 
have  usurped  the  place  of  the  lecture  room ;  and  the  school 
that  does  not  recognize  this  fact  is  not  just  to  its  pupils.     The 
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schools,  to  be  sure,  are  recognizing  it  more  and  more,  but  in 
some  places  there  is  evidently  much  yet  to  be  done.  From 
considerable  observation  among  young  medical  graduates  I 
have  for  a  long  time  seen  clearly  (just  as  they  themselves  dis- 
cover when  they  enter  the  hospitals  as  internes)  that  they  are 
less  well  equipped  in  neuro-pathology  than  in  most  other 
branches.  This  is  no  doubt  partly  due  to  the  difficulty  of  the 
subject  and  the  fact  that  it  has  not  been  made  interesting  in  the 
medical  schools;  but  primarily,  I  believe,  to  the  fact  that  too 
much  importance  is  still  given  to  the  didactic  lecture,  and  that 
this  is  still  included  in  the  course  of  general  medicine. 

It  was  the  first  aphorism  of  Hippocrates  that  "Experience 
is  fallacious  and  judgment  difficult."  Certainly,  it  is  not  my 
ambition  in  this  place  to  attempt  to  cast  a  horoscope  for  the 
science  which  we  all  profess. 

The  science  of  neurology  presents  several  phases  at  this 
time  which  are  worthy  of  special  note. 

In  the  first  place,  if  I  mistake  not,  it  has  grown  somewhat 
lukewarm  with  reference  to  the  revelations  of  bacteriology  as 
affecting  problems  arising  in  its  own  domain.  The  reason  for 
this  may  be  due  in  part  to  some  disappointment  in  not  having 
realized  as  much  as  it  expected  from  the  doctrines  of  infection. 
Certainly,  from  a  therapeutic  standpoint  the  returns  have  been 
coming  in  rather  slowly  from  the  bacteriologists,  and  we  are 
not  prepared  yet  to  say  that  we  have  a  reliable  serum  treat- 
ment for  many  nervous  diseases.  We  cannot  to-day  re-echo  the 
optimistic  sentiment  of  a  former  occupant  of  this  chair,  that  we 
would  yet  put  a  stop  to  the  funereal  march  of  our  patients 
through  our  consulting  rooms.  If  the  hypodermic  syringe, 
loaded  with  animal  serums  of  every  grade  and  variety,  is  to  do 
all  this,  let  us  bid  good  speed  to  the  day  when  neurology  will 
be  but  the  handmaiden  of  her  younger  sister,  bacteriology,  and 
the  syringe  will  have  usurped  the  place  of  the  microscope  in 
our  affections.  In  pathology,  however,  there  is  no  occasion 
for  disappointment,  for  it  seems  almost  certain  that  we  are  at 
least  on  the  threshold  of  a  wide  new  field  in  cytology,  in  which 
much  that  will  be  done  will  probably  owe  much  to  our  ad- 
vanced knowledge  of  infection  and  of  vito-chemistry. 

While  fully  in  sympathy  with  much  of  the  enthusiasm  which 
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at  present  marks  the  study  of  the  nerve  cell,  I  think  I  can  see 
in  this  enthusiasm  some  of  the  extremes  which  periodically 
mark  the  progress  of  the  medical  sciences.  We  move  in  cycles 
and  epicycles  in  medicine,  and  like  some  primitive  tribes  we 
always  worship  the  new  moon.  We  are  just  now  engaged  in 
the  cult  of  Nissl ;  we  are  at  the  high  tide,  as  it  were,  of  methy- 
lene blue.  At  another  time  it  was  the  neuron-theory  which 
threatened  to  redeem  our  science.  Again,  we  are  called  to 
trace  the  invisible  fibrils  of  Apathy,  which  we  are  assured,  will 
yet  bind  together  not  only  a  disjointed  nervous  system,  but  also 
a  fragmentary  science.  I  make  no  doubt  that  some  of  us 
are  too  much  given  to  extremes  in  some  of  these  mat- 
ters, and  may  see  more  promise  through  the  small  end  of  a 
microscope  than  Moses  saw  from  Pisgah.  It  is  not  exactly  a 
good  thing  to  use  the  lamp  of  Aladdin  to  illuminate  the  field  of 
a  microscope.  We  should  never  forget  that  in  our  histological 
researches  we  are  simply  numbered  among  those  who  from 
time  immemorial  have  been  seeking  to  read  in  dead  matter  the 
mysteries  of  life.  The  problem  which  has  forever  refused  to 
give  an  answer  to  the  Hindu  and  the  Greek,  to  a  Newton  and 
a  Leitnitz.  will  probably  not  yield  to  our  more  importunate  ap- 
peals, and  the  dead  will  continue  to  refuse  to  give  up  its  secret 
of  life.  The  fact  that  we  have  a  new  stain  that  will  depict  the 
contours  of  chromophilic  bodies,  does  not  alter  the  fact  that 
those  chromophilic  bodies  are  still  without  assured  physiolog- 
ical value,  and  that  when  we  look  upon  them  we  may  be  mere- 
lv  looking  upon  the  products  of  our  own  clumsy  handiwork. 
We  may  think  that  we  are  detecting  life  in  its  innermost  re- 
cesses, whereas  we  are  merely  gazing  upon  the  wreckage  of 
the  temple. 

This  is  not  merely  the  pessimism  of  a  dispairing  medical 
philosophy.  Such  considerations,  if  rightly  apprehended,  may 
serve  to  remind  us  of  our  true  functions  as  investigators  of  dis- 
ease. Pathology,  it  may  be  rightly  contended,  is  not  the  sci- 
ence of  life,  but  of  disease ;  and  we  accomplish  our  true  aims  if 
we,  like  the  archeologists,  can  point  out  unerringly  what  has 
been  the  normal  structure  from  a  study  of  its  remains,  and  can 
do  something  to  reconstruct  the  ruins,  even  if  we  are  are  not 
able  to  grasp  all  the  mysteries  of  the  original  creative  force. 


468  PRESIDENTS  ADDRESS. 

In  the  domain  of  the  nervous  system  this  is  surely  a  fascinating 
study,  for  in  that  tissue  is  manifested  the  highest  functions  of 
organic  matter. 

I  should  think  it  amiss  if  I  did  not  say  something  here  about 
what  seem  to  me  to  be  some  of  the  characteristics  of  contem- 
porary neurological  work  in  America.  In  the  first  place,  there 
is  apparent  a  wholesome  tendency  to  greater  self-reliance  and 
originality  in  our  work.  He  would  be  a  blind  and  prejudiced 
critic  who  hoped  for  or  advocated  a  distinctive  national  science 
of  neurology.  Such  a  claim  or  hope  would  be  the  worst  kind 
of  a  solecism — the  most  humiliating  form  of  national  vanity. 
Science,  in  all  its  fields,  is  truly  international;  and  has,  indeed, 
come  to  be  one  of  the  mightiest  bonds  which  unite  the  nations. 
It  proclaims  the  unity  of  the  race,  and  does  much  to  break 
down  the  barriers  of  mere  political,  ethnic  and  religious  differ- 
ences. We  can,  however,  recognize  the  fact  that  each  nation 
may  elaborate  its  own  methods  of  work,  and  out  of  its  own  dis- 
tinctive genius  evolve  its  own  indigenous  schools,  which 
best  prove  their  vitality  and  their  right  to  exist  by  the  value 
of  the  contributions  which  they  make  to  the  common  store. 
The  science,  like  the  literature,  of  a  people  must,  in  a  sense,  be 
its  own,  if  it  is  to  be  worthy  of  acceptance  by  other  peoples  and 
by  posterity.  We  cannot  remain  mere  copyists  and  disciples 
of  foreign  masters,  if  we  are  to  vindicate  our  own  originality 
and  our  own  status.  A  vigorous  competition  of  the  nations  in 
the  domain  of  science  insures  a  fulfilment  of  the  universal  law 
of  the  survival  of  the  fittest,  and  thus  contributes  to  the  evolu- 
tion of  enduring  forms.  In  this  vital  contest  it  is  surely  our 
spontaneous  hope  that  America  will  yet  be  among  the  fore- 
most in  neurology.  She  can  only  be  so  by  recognizing  and 
yielding  herself  to  the  inexorable  law  that  the  survivor  in  this 
active  struggle  is  the  one  who  adjusts  himself  to  his  own  and 
not  to  a  foreign  environment. 

Must  a  man  inquire  anxiously  when  he  undertakes  to  do 
original  work  whether  he  is  in  exact  line  with  the  French  or 
has  oriented  himself  accurately  to  a  German  standard?  I  think 
it  has  been  from  a  rather  nervous  impulse  of  this  kind  that  there 
has  existed,  especially  in  the  past,  a  tendency  for  some  of  our 
writers  to  overload  their  pages  with  bibliographical  references. 
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It  is  notorious  that  the  French  and  Germans  themselves  (al- 
though the  latter  especially  are  careful  bibliographers)  do  not 
load  down  their  pages  in  this  way  as  do  some  of  our  more  con- 
scientious and  younger  writers.  The  futility  of  such  carpen- 
ter-shop methods  (of  which  we  have  all  been  guilty)  is  now 
glaringly  apparent,  when  one  takes  but  a  glance  into  the  "In- 
dex Catalogue"  or  the  "Index  Medicus."  Any  foot-note  bibli- 
ography pales  its  ineffectual  fires  before  these  mighty  tomes, 
and  proclaims  its  own  inadequacy.  With  the  daily  increase  of 
medical  literature,  no  man  can  be  thorough,  if  by  that  is  meant 
that  he  must  exhaust  everything  that  has  gone  before  him. 
Moreover  no  man's  work  can  any  longer  be  altogether  orig- 
inal ;  he  must  do  over  again  what  others  have  done  in  part  be- 
for  him,  and  his  own  original  contribution  may  be  but  as  the 
grain  of  wheat  in  the  sheaf.  The  great  astronomer,  Laplace, 
recognized  this  fact  so  fully  that  it  is  said  he  appropriated  from 
everybody  right  and  left,  and  gave  no  man  credit  for  anything. 
Thus  is  he  accounted  a  genius.  Shakespeare  stole  his  plays 
(so  it  is  said)  and  many  a  poet  has  been  but  a  microbe  in  the 
body  of  a  dead  Homer.  Why  should  a  man  laboriously  over- 
load his  literary  work  with  references  which,  if  they  prove  any- 
thing, prove  that  he  is  a  copyist?  Foot-note  references  are 
like  tombstones;  they  are  simply  monuments  of  other  men's 
remains ;  the  older  they  are  the  more  they  are  apt  to  be  out  of 
place,  and  their  record  is  often  false.  Montaigne  said  that  if 
you  took  away  his  quotations  you  took  away  himself — and  so 
it  is  with  some  of  our  scientists.  I  believe  some  reform  in  lit- 
erary method  in  favor  of  brevity,  perspicacity  and  the  aim  to 
say  what  a  man  sees  and  knows  for  himself  (and  not  what  he 
thinks  some  other  men  have  seen  and  known)  is  what  we  have 
some  need  of  in  our  American  neurology. 

Finally,  let  us  not  forget  that  the  great  lights  in  medicine 
have  been  the  great  clinicians.  If  we  need  a  special  reminder 
of  anything  in  our  American  neurology  it  is  that  we  should 
not  despise  being  clinicians  and  therapeutists.  A  neurologist 
should  be  willing  to  do  something  for  his  patients  before  they 
are  dead.  Our  programme  this  year  shows  a  striking  dearth 
as  usual  of  therapeutic  interest.  The  fine  scorn  of  the  pro- 
fessed microscopist  for  the  giver  of  drugs    is  shown  here  in 
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unmistakable  titles.  We  are  all  immersed  in  what  we  choose 
to  call  science,  and  have  not  much  eye  for  art.  Has  the  theory 
of  the  neuron  helped  us  to  make  a  single  diagnosis?  Will  the 
claim  of  Apathy  either  relieve  or  cure?  While  I  would  not  ask 
any  man  to  belittle  science,  I  trust  we  will  not  allow  science  to 
belittle  us.  If  we  do  not  constantly  keep  expert  in  reading  the 
signs  of  disease  at  the  bedside,  and  ministering  to  the  wants  of 
the  suffering,  our  medicine  will  surely  become  a  dry  and  barren 
thing. 


145.  On   the  Increase  of   Insanity.     T.  S.  Clouston   (Eighty-Sixth 

Annual  Report  of  the  Royal  Edinburgh  Asylum,  1899). 
Clouston,  in  this  last  report  of  the  asylum,  among  other  things 
comments  upon  the  question  of  the  so-called  increase  in  insanity.  "It 
seems  to  him  that  the  number  of  admissions  to  hospitals  for  the  insane 
will  increase  for  many  years  to  come,  not  from  any  increase  of  insanity 
at  all,  but  from  a  more  extended  realization  among  society,  of  every 
grade,  of  the  benefit  and  convenience  of  such  hospitals.  It  is  getting 
better  understood  that  many  forms  of  mental  disease  are  just  morbid 
accentuations  of  natural  disposition;  in  one  case  temper  shading  off 
into  mania;  in  another,  keen  sensitiveness  of  feeling  passing  into 
melancholia;  and  in  a  third,  suspiciousness  verging  into  insane  delu- 
sons;  so  that  the  subjects  of  such  changes  become  unfit  for  family  or 
social  life."  "The  world  is  getting  too  busy  to  be  able  to  attend  to  its 
mental  breakdowns  at  home,  and  it  is  getting  more  intolerant  of  very 
marked  divergencies  from  social  order,  and  even  neglect  of  the  con- 
ventionalities of  life."  Jelliffe. 

146.  Tabetische  Krisen  mit  hohem  Fieber  (Tabetic  Crises  with 
High  Fever).  P.  K.  Pel  (Berliner  klinische  Wochenschrift,  No. 
26,  1899,  p.  561). 

Pel  describes  a  new  sign  of  tabes  under  the  name  of  "crises 
febriles"  (febrile  crises).  A  tabetic  patient  had  several  attacks  of  se- 
vere pain  in  the  extremities,  with  high  fever  and  vomiting,  free  per- 
spiration, etc.  One  attack  observed  in  the  clinic  is  described  in  detail. 
The  man  awoke  after  a  good  sleep,  feeling  a  little  unwell.  About  half 
past  eleven  in  the  morning  he  began  to  feel  chilly,  without  having  a 
distinct  chill,  and  to  be  very  sick.  Attacks  of  severe  pain  then  began 
in  the  feet  and  extended  to  the  lower  part  of  the  legs,  and  later  to  the 
upper  extremities.  Painful  twitchings  developed;  the  legs  were  drawn 
up  and  the  hands  were  stiff.  Pain  was  also  felt  in  the  trunk.  Re- 
peated vomiting  occurred  in  the  afternoon,  when  the  pain  was  most 
severe.  Toward  evening  severe  pain  in  the  eyes,  intense  photophobia, 
secretion  of  tears  and  congestion  of  the  head  were  experienced.  Both 
eyes  appeared  red  and  inflamed,  as  though  they  had  been  rubbed  se- 
verely. By  the  following  morning  the  'Ocular  symptoms  had  disap- 
peared, the  pain  was  more  endurable,  and  vanished  within  the  next 
twenty-four  hours.  The  temperature  during  the  attack  reached  40.2 
degrees,  and  the  pulse  150  beats  per  minute.  Herpes  labialis  was  ob- 
served on  the  day  following  the  fever.  No  enlargement  of  the  spleen 
was  noticed  after  the  attack.  The  man  had  had  five  of  these  seizures, 
all  very  similar  to  one  another.  Spili.fr. 


EDEMA  OF  THE  PARALYZED    LIMBS    IN    HEMIPLEGIA, 
WITH  REPORT  OF  AN  UNUSUAL  CASE. 

By  Charles  Lewis  Allen,  M.D. 

CLINICAL   PROFESSOR  OF  NERVOUS   DISEASES   IN   THE   GEORGETOWN    UNI- 
VERSITY,   WASHINGTON,    D.    C. 

In  hemiplegia  from  gross  brain  lesion  it  is  not  uncommon 
to  find  some  swelling,  with  glossiness  and  slight  pigmentary 
changes  in  the  skin  of  the  paralyzed  limbs;  less  frequently  mus- 
cular atrophy  and  changes  in  the  joints  occur,  but  edema  to 
any  such  extent  as  was  observed  in  the  following  case  is  ex- 
cessively infrequent. 

Matthew  K.,  55  years  old,  black,  family  history  and  previous 
personal  history  unattainable,  is  said  to  have  had  a  slight  apo- 
plectic stroke  several  years  ago,  but  to  have  recovered  with 
but  little  disability.  On  December  15,  1897,  he  was  noticed 
to  be  acting  queerly  and  to  have  difficulty  in  finding  his  way 
about,  so  he  was  kept  in  the  house.  Two  days  later,  as  he  at- 
tempted to  arise  from  his  chair  his  son  noticed  that  his  right 
arm  and  leg  were  paralyzed,  but  thinks  he  never  lost  con- 
sciousness. 

Power  was  never  regained  in  the  paralyzed  limbs,  and 
the  swelling,  to  be  later  described,  came  on  gradually  sev- 
eral weeks  after  the  onset  of  his  attack.  He  entered  the  Freed- 
man's  Hospital  on  March  17,  1898.  It  was  then  noted  that 
he  had  a  complete  left  hemiplegia,  with  swelling  of  the  affected 
limbs,  but  no  contractures. 

He  was  first  seen  by  the  writer  on  October  12,  1898,  when 
he  lay  helpless  in  bed  suffering  from  marasmus  and  chronic 
diarrhea. 

Examination  October,  1898,  showed  a  large,  quite  ema- 
ciated black  man,  completely  bedridden.  His  mental  condi- 
tion was  dull,  but  he  could  be  gotten  to  reply  to  questions,  and 
complained  of  pain  in  the  paralyzed  arm.  The  two  last  pha- 
langes of  the  first  finger  of  the  left  hand  had  been  lost  by  an 
accident  in  early  life.  There  was  complete  paralysis  of  the  left 
arm  and  left  leg.  On  movement  the  face  was  drawn  somewhat 
to  the  right,  the  tongue  deviated  to  the  left.  The  head  was 
drawn  some  distance  toward  the  left  side,  and  fixed  in  this 
position  by  a  contracture.  The  left  arm  was  partly  flexed  at 
the  elbow,  and  pressed  so  firmly  against  the  left  side  that  an 
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ulcer  had  formed  over  the  ilium.  The  fingers  were  pressed 
into  the  palm.  The  left  leg  was  partially  flexed  at  the  knee  and 
everted.  The  limbs  were  neld  in  these  positions  by  contract- 
ures. The  left  arm  and  hand  were  greatly  swollen.  The 
swelling  extended  from  about  the  junction  o>f  the  upper  and 
middle  thirds  of  the  upper  arm,  being  most  marked  in  the  fore- 
arm and  hand.  The  whole  arm  felt  boggy  and  pitted  on 
pressure,  but  the  swelling  was  painless  and  there  was  no  in- 
flammation. The  bones  were  apparently  unaffected.  The 
swelling  fell  off  rather  sharply  at  the  point  indicated  (junction 
of  the  upper  and  middle  thirds  of  the  arm).    The  skin  over  the 


affected  region  was  harsh  and  glossy,  and  on  the  posterior  sur- 
face of  the  arm  and  hand  there  were  areas  of  increased  pigmen- 
tation, some  as  large  as  a  silver  dollar.  The  left  leg  and  foot 
were  also  edematous  and  swollen.  The  swelling  extended 
above  the  middle  of  the  thigh,  but  was  not  so  marked  as  in  the 
arm  and  hand,  nor  were  there  any  pigmentary  changes.  There 
was  no  edema  of  the  face.  The  left  side  of  the  trunk  appeared, 
perhaps,  a  little  fuller  than  the  right,  but  on  account  of  the  con- 
dition of  the  patient  no  satisfactory  measurements  could  be 
taken.  There  was  no  edema  of  the  scrotum.  There  was  some 
wasting  of  the  right  arm  and  leg,  but  no  other  changes  on  that 

This  photograph  is  not  altogether  satisfactory  from  an  artistic  stand- 
point, but  it  has  been  reproduced  because  it  shows  very  well  the 
degree  and  extent  of  the  edema. — Ed. 
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side.    The  following  measurements  were  taken  at  correspond- 
ing points  on  the  two  sides  : 

Right  arm.  Left  arm. 

Below  shoulder  .  . .  .22.5  cm 27.5  cm. 

Middle  of  upper  arm  21.7  "  32.5  " 

At  elbow 23.7  "  35.7  " 

Middle  of  lower  arm  19.3  "  28.  " 

Wrist 14.8  "  18.  " 

Around  hand 21.8  "  25. 

Length  of  hand  .  . .  .21.8  "  21.8  " 

Right  leg.                               Left  leg. 
Around    great     tro- 
chanter   47.2  cm 49.    cm. 

Middle  of  thigh  .  . .  .35.7  "  39.7  " 

Knee   36.3  " ,40.2  " 

Middle  of  leg 27.5  "  33.1  " 

Ankle 22.5  "  25.  " 

Around    dorsum    of 

foot    26.1  "  28.  " 

There  was  no  eye  muscle  paralysis.  The  pupils  were  even, 
but  did  not  react  for  light  or  accommodation.  Speech  was  un- 
affected. On  account  of  the  contractures  the  reflexes  could 
not  be  obtained,  and  because  of  the  mental  condition  of  the 
patient  no  satisfactory  examination  as  to  sensory  disturbances 
could  be  made.  The  heart  sounds  were  rather  weak,  but  there 
was  no  murmur,  and  no  alteration  in  the  area  of  cardiac  dull- 
ness could  be  detected.  The  arteries  were  somewhat  rigid  and 
thickened.  Careful  examination  gave  no  evidence  of  any 
thrombosis  in  the  vessels  of  either  arm  or  leg,  nor  was  there 
any  phlebitis.  A  few  bronchial  rales  were  heard  over  the  chest. 
Examination  of  the  abdomen  was  negative.  No  urine  could 
be  obtained.  The  accompanying  photograph  was  made  Octo- 
ber 21,  1898. 

The  patient's  diarrhea  continued;  he  grew  progressively 
weaker,  and  died  on  October  24,  1898. 

Autopsy,  October,  25,  1898,  seventeen  hours  after  death,  by 
Dr.  D.  S.  Lamb: 

Body  of  large  black  man,  slight  bedsore  over  left  ilium ; 
nutrition  poor;  some  wasting;  left  arm  and  leg  swollen  and 
boggy,  but  swelling  seemed  somewhat  less  than  before  death. 
On  opening  the  chest  the  right  lung  was  found  edematous,  the 
left  lung  collapsed  and  compressed  against  the  spinal  column. 
The  left  pleura  showed  old  adhesions,  and  some  recent  pleurisy ; 
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with  exudation  of  plastic  lymph;  and  contained  about  a  half 
pint  of  serum,  slightly  blood-stained.  There  were  some  recent 
pericardial  adhesions,  and  inflammatory  lymph  exudate,  es- 
pecially marked  on  the  left  side.  Dissection  over  the  region 
of  the  axillary,  brachial,  and  femoral  vessels  showed  neither 
phlebitis,  thrombosis,  nor  any  growth  which  compressed  the 
vessels,  nor  could  any  tumor  be  found  in  either  the  thoracic  or 
abdominal  cavity.  The  liver  was  congested,  the  spleen  small 
and  pale.  The  kidneys  were  enlarged,  rather  congested,  and 
seemed  to  have  some  increase  in  their  connective  tissue.  The 
sto'mach  and  intestines  were  distended  with  flatus.  There  were 
some  spots  of  congestion  in  the  colon,  but  no  ulceration. 

Nervous  System. — There  was  great  difficulty  in  getting  per- 
mission to  open  the  skull,  and  removal  of  the  spinal  cord  was 
not  allowed. 

The  calvarium  was  of  normal  thickness,  the  dura  somewhat 
adherent  to  the  skull  along  the  superior  longitudinal  sinus.  The 
pia-arachnoid  showed  some  milkiness  along  the  vessels.  The 
whole  right  hemisphere  felt  softer  than  the  left,  especially  in 
the  Rolandic  region,  about  the  ascending  limb  of  the  fissure  of 
Sylvius,  and  in  the  island  of  Reil.  There  were  marked  areas 
of  softening  about  the  lower  end  of  the  fissure  of  Rolando.  In 
the  posterior  portion  of  the  parietal  lobe  and  in  the  occipital 
lobe  there  were  areas  of  softening,  yellow  in  color,  and  about  as 
large  as  a  silver  dollar.  On  horizontal  section  a  large  cyst  was 
found  on  the  right  side,  having  well-defined  walls  and  filled 
with  reddish-colored,  grumous  material.  This  cyst  occupied 
all  of  the  internal  capsule,  had  destroyed  most  of  the  lenticular 
nucleus,  and  passed  forward  into  the  frontal  and  backward  into 
the  occipital  lobe.  The  arteries  at  the  base  appeared  to  be  of 
good  caliber,  and  there  was  no  other  trouble  found  there.  The 
cerebellum  was  normal. 

Microscopical  Examination. — Pieces  of  the  cortex  in  the 
Rolandic  region  of  both  sides,  the  whole  brain  axis,  portions 
of  the  brachial  plexus,  the  anterior  crural  nerve,  the  vertebral 
and  left  femoral  arteries,  and  kidney  were  secured  for  micro- 
scopical examination.  The  .pieces  of  the  nervous  system  were 
hardened  by  Marina's  method,  stained  by  the  Weigert-Vassale 
and  Van  Gieson's  methods  for  study  of  the  fibers,  and  by  Nissl's 
method,  and  by  thionin,  for  cell  study.  The  other  organs  were 
hardened  in  alcohol  and  stained  with  hematoxylin  and  eosin. 

In  the  sections  of  the  cortex  from  the  right  side  there  was 
some  increase  in  the  neuroglia,  and  in  the  softened  areas  many 
cells  had  disappeared,  but  in  those  which  remained  there  were 
no  characteristic  changes.  Throughout  the  brain  axis  and  in 
the  upper  part  of  the  cervical  cord  the  pyramidal  tract  from  the 
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right  hemisphere  was  degenerated,  as  were  also  most  of  the 
cerebro-pontine  fibers,  both  those  from  the  frontal  and  those 
from  the  temporal  and  occipital  lobes.  In  the  medulla  and  cord 
the  cells  of  the  various  nerve  ^nuclei  appeared  to  be  normal, 
though  they  were,  perhaps,  somewhat  fewer  in  number  on  the 
left  (the  paralyzed)  side.  The  sections  from  the  brachial  plexus 
and  anterior  crural  nerve  showed  nothing  abnormal.  The  ver- 
tebral arteries  were  somewhat  narrowed  in  caliber,  especially 
the  left,  the  imtima  being  thickened.  The  femoral  was  normal. 
The  kidneys  showed  slight  interstitial  nephritis. 

It  is  evident  that  the  pathological  findings  do  not  differ 
from  those  met  with  in  ordinary  cases  of  hemiplegia,  and  do 
not  directly  explain  the  occurrence  of  the  edema. 

The  condition  of  edema  in  hemiplegia  is  a  rare  one.  Gow- 
ers1  states  that  in  hemiplegia  slight  edema  is  often  present  in 
the  paralyzed  limbs,  and  that  it  may  be  of  greater  extent,  but 
mentions  no  example  of  its  occurrence  in  any  such  degree  as  in 
this  case.  On  searching  the  recent  literature,  I  have  only 
been  able  to  find  reports  of  three  such  cases,  one  by  Hare,2  of 
Philadelphia;  one  by  Preobrajensky,3  of  Moscow;  and  one  by 
Gilbert  and  Gamier,4  of  Paris.  In  the  first  of  these  the  right 
arm  alone  was  affected.  In  the  second  there  was  extensive 
edema,  and  eventually  gangrene  of  the  paralyzed  extremities, 
but  the  case  was  complicated  by  aneurism  of  the  aorta  and 
thrombosis  in  the  vessels  of  the  hand  and  foot.  The  last  case 
was  exhibited  before  the  Societe  de  Biologie,  of  Paris,  as  one 
of  hemiplegia  with  greatly  swollen  hand,  presenting  a  condi- 
tion not  to  be  distinguished  from  ithe  so-called  "succulent 
hand,"  declared  by  Marinesco  to  be  pathognomonic  of  syringo- 
myelia. The  patient  was  still  alive  when  the  observation  was 
published.  In  the  first  two  cases  the  autopsy  showed,  in  com- 
mon with  the  one  reported  here,  that  large  areas  of  the  brain 
were  affected.  There  is  no  satisfactory  explanation  of  the  pro- 
duction of  the  localized  edema,  however. 

Von  Monakow5  makes  bare  mention  of  edema  in  hemi- 
plegia, though  he  says  that  in  the    early    stage    there    is    a 

1Gowers.  "Diseases  of  the  Nervous  System." 
2Hare;  Journal  of  Nervous  and  Mental  Disease,  1898,  p.  189. 
*Preobrajensky,    Memoires    medicaux    de  Moscou,   1806,   No.   16. 
Ref.  in  Revue  neurologique,  1897,  p.  73. 

'Gilbert  et  Gamier;  Comptes  rendus  de  la  Societe  de  Biologie  1897. 
sVon  Monakow;  "Gehirnpathologie." 
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tendency  to  slight  swelling  and  increased  warmth  of  the  par- 
alyzed limbs,  while  in  the  chronic  stage  coldness  and  lividity, 
with  glossiness  of  the  skin,  are  the  rule.  In  speaking  of  other 
trophic  disturbances  in  hemiplegia  (particularly  of  muscular 
atrophy),  however,  he  calls  attention  to  the  fact  that  in  every 
case  the  brain  lesion  has  been  quite  extensive,  and  this  seems  to 
have  been  the  rule  also  in  the  cases  of  edema  in  hemiplegia 
which  have  been  reported. 

The  circulation  of  both  blood  and  lymph  is  favored  by  the 
action  of  the  muscles;  hence,  loss  of  power  in  the  muscles  on 
the  one  hand,  and  failure  of  vasomotor  control  on  the  other, 
would  seem  to  be  responsible  for  the  production  of  stasis  and 
edema  on  the  paralyzed  side.  As  to  why  this  so  rarely  occurs, 
however,  we  have  no  definite  information. 


147.  Analgesie  epigastrique  profonde  chez  les  tabetiques  C  Deep 
Epigastric  Analgesia  in  Tabetics).  Prof.  Pitres  (Journal  de 
Medicine,  70,  1899,  p.  60). 

Pitres  has  added  a  new  sign  of  some  importance  to  the  symptom- 
atology of  tabes.  The  sensation  of  anguish,  leading  sometimes  to  un- 
consciousness, which  follows  a  blow  on  the  epigastrium  is  well  recog- 
nized. But  in  certain  pathological  conditions,  the  deep  epigastric  sen- 
sibility, normally  so  acute,  is  completely  absent.  In  cases  of  this  kind 
one  can  make  forcible  pressure  over  the  pit  of  the  stomach,  or  strike 
the  epigastrium  violently  with  the  fist  >or  a  hard  body,  without  causing 
the  patient  any  discomfort.  Deep  epigastric  analgesia  exists  in  a  very 
high  degree  in  a  large  number  of  cases  of  hysteria.  This  explains  the 
indifference  with  which  the  convulsionnaires  of  Saint-Medard  strike 
themselves  on  the  stomach  with  stones  or  bars  of  heavy  metal.  This 
deep  analgesia  is  not  only  found  in  hysteria,  but  is  met  in  a  certain 
number  of  cases  of  organic  maladies  of  the  nervous  system,  notably  in 
general  paralysis  and  in  sclerosis,  but  in  tabes  its  frequency  is  rela- 
tively great.  In  this  last  malady  in  particular,  Pitres  has  found  the 
epigastric  sensibility  very  much  diminished,  twenty-two  times  in  fifty 
cases,  that  is  to  say,  in  almost  half  the  cases,  and  completely  abolished 
nine  times  in  fifty  cases.  This  analgesia  does  not  appear  to  be  asso- 
ciated with  any  sensitive  trouble,  anesthesia  of  the  skin,  loss  of  ab- 
dominal reflex  or  gastric  crises.  The  only  functional  trouble  with 
which  it  appears  the  most  habitually  associated,  is  loss  •  of 
hunger  sensation.  It  is  difficult  to  explain  this  loss  of  sensation — 
and  also  the  analgesia  of  the  testicles,  breasts  and  anesthesia  of  the 
bladder,  urethra  and  rectum.  It  is  probable  that  these  conditions  are 
due  to  a  visceral  neuritis  analogous  to  the  peripheral  neuritis  which 
causes  in  tabes  certain  disturbances  of  the  special  or  general  senses. 

Freeman. 


TUMOR  OF  THE  OBLONGATA  PRESENTING  ATAXIA  AND 
ASTEREOGNOSIS  AS  THE  MOST  PROMI- 
NENT EARLY  SYMPTOMS.* 

By  F.  X.  Dercum,  A.M.,  M.D., 

CLINICAL    PROFESSOR   OF    NERVOUS    DISEASES,   JEFFERSON    MEDICAL  COLLEGE ; 
NEUROLOGIST   TO    THE    PHILADELPHIA    HOSPITAL. 

The  following  case,  both  because  of  the  infrequency  of  tu- 
mors involving  the  medulla  and  because  of  certain  unique  fea- 
tures in  the  symptomatology,  deserves  to  be  placed  on  record. 

A.M. ;  aged  26;  female;  married;  first  came  under  the  ob- 
servation of  the  writer  on  September  19,  1898.  She  com- 
plained more  especially  of  inability  to  properly  use  the  right 
arm. 

Family  Histary. — The  family  history  was  negative,  especial- 
ly as  regards  nervous  diseases.  The  father  and  mother  of  the 
patient  were  living  and  well.  Two  brothers  and  one  sister 
were  living  and  well.  No  deaths  had  occurred  in  the  genera- 
tion to  which  the  patient  belonged. 

Personal  History. — The  patient  could  not  remember  any 
illness  of  moment  occurring  during  childhood.  Menstruated 
at  fourteen  and  continued  to  be  perfectly  well  up  to  fifteen 
years  of  age,  when  she  was  attacked  by  pain  in  the  right  side 
of  the  neck.  The  neck  became  very  stiff  and  the  pain  gradu- 
ally increased  until  it  attained  a  very  high  degree  of  severity. 
Both  the  rigidity  and  the  pain  resisted  for  the  time  all  efforts 
at  treatment  and  persisted  for  about  a  year.  The  pain  then  grad- 
ually subsided  and  finally  disappeared  and  with  it  the  rigidity. 
Subsequent  to  this  attack  the  patient  continued  to  be  entirely 
well  until  about  two  years  ago  when  pain  again  made  its  ap- 
pearance in  the  right  side  of  the  neck.  As  far  as  she  can  remem- 
ber, it  was  in  exactly  the  same  situation  as  before,  and  just  as 
on  the  former  occasion  it  was  attended  by  stiffness  of  the  neck. 
This  attack  lasted  six  months.  However,  unlike  the  former 
attack,  neither  the  pain  nor  the  rigidity,  although  they  some- 
what improved,  ever  entirely  disappeared.  There  has  been 
ever  since  more  or  less  pain  in  the  right  side  of  the.  neck.  This 
condition  persisted  without  change  until  three  months  ago, 
when  the  patient  began  to  feel  in  addition  some  numbness  in 
the  fingers  and  thumb  of  the  right  hand.  A  little  later  the 
fingers  and  hand  began  to  feel  stiff  and  awkward  and  she  be- 

*Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neuro- 
logical Association,  June  14  and  15,  1899. 
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gan  to  drop  various  articles  which  she  attempted  to  hold.  A 
sense  of  stiffness  and  of  weight  subsequently  spread  over  the 
hand  up  to  the  shoulder,  involving  the  entire  arm.  She  has 
not  been  able  to  play  the  piano  for  about  three  months.  She 
noticed  also  three  months  ago  that  she  could  not  write  as  well 
as  formerly,  and  this  difficulty  has  steadily  increased. 

The  patient  states  that  she  was  married  at  twenty  years  of 
age,  that  she  has  had  two  miscarriages,  but  no  living  children. 
There  is  no  history  of  alcoholism. 

Present  Condition. — September  19,  1898.  The  patient 
states  that  her  general  health  has  failed  somewhat;  that  her 
sleep  has  become  disturbed;  that  her  appetite  has  become 
poor ;  that  the  right  arm  has  a  "numb  and  dead  feeling,"  and 
that  this  feeling  extends  from  the  tips  of  the  fingers  up  as  far 
as  the  right  side  of  the  neck,  and  that  this  numbness  is  associ- 
ated with  a  sense  of  stiffness.  She  also  states  that  her  neck 
feels  somewhat  stiff  at  present,  and  that  when  she  goes  to  move 
the  head,  her  neck  "catches  her."  In  making  this  statement, 
she  indicates  the  origins  of  the  trapezius  and  sterno-mastoid 
muscles. 

Station  with  eyes  closed  reveals  a  slightly  exaggerated 
sway.  In  walking  the  patient  betrays  :.  barely  perceptible 
awkwardness  in  the  use  of  the  right  leg.  Otherwise  the  gait 
is  normal.  She  stands  very  well  upon  the  left  leg  alone;  stands 
upon  the  right  leg  alone,  but  makes  a  much  greater  effort  at 
balancing.  The  right  knee-jerk  is  exaggerated.  There  is  also 
present  a  right  ankle-clonus,  but  it  rapidly  dies  out.  The  left 
knee-jerk  is  also  exaggerated,  but  less  markedly  than  the  right. 
There  is  no  ankle-clonus  on  the  left  side.  The  elbow  and 
wrist  jerks  are  present  and  somewhat  pronounced,  equally  so 
upon  both  sides. 

The  right  arm  is  moved  freely  in  all  directions  at  the  shoul- 
der joint,  but  with  an  appearance  of  effort  and  awkwardness. 
The  arm  is  also  readily  flexed  and  extended  at  the  elbow,  but 
on  attempting  forcible  flexion  of  the  biceps  the  arm  is  found 
to  be  not  as  strong  as  its  fellow.  Movements  of  the  wrist  are 
performed  in  all  directions,  but  the  extensors  are  weaker  than 
those  of  the  left  side.  Grip  of  the  right  hand  registers  22 ; 
left  hand,  35.  Movements  of  the  fingers  are  executed  freely, 
but  like  the  movements  of  the  arm,  they  are  decidedly  ataxic. 
The  movements  of  the  arm  as  a  whole,  as  shown  by  efforts  to 
touch  the  nose  or  chin  with  the  eyes  closed,  are  decidedly  ataxic. 
The  handwriting  is  very  irregular  and  hardly  legible.  The 
movements  of  the  left  arm  and  hand  are  in  every  respect  nor- 
mal.    Patient  is  right-handed. 

Examination  as  to  sensory  changes  reveals  no  anomalies  in 
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.the  face,  trunk,  the  left  arm  or  either  leg.  In  the  right  arm 
and  hand  a  detailed  examination  reveals  that  the  tactile  sense, 
temperature-sense  and  the  pressure-sense  are  well  preserved. 
The  pain-sense  is  slightly  diminished  over  the  forearm,  hand 
and  ringers.  It  is  noticed  also  that  the  patient  makes  frequent 
errors  of  location  of  the  tactile  impressions.  She  also  makes 
occasional  errors  in  describing  the  position  in  which  the  arm, 
hand  or  fingers  are  placed.  In  testing  her  muscular  sense  by 
means  of  objects  of  various  weights,  it  is  found  that  the  muscu- 
lar sense  of  the  right  arm  is  greatly  diminished  or  lost.  It  is 
now  observed  that  the  patient  is  also  unable  to  recognize  vari- 
ous objects  placed  in  her  hand  when  her  eyes  are  closed,  al- 
though she  recognizes  these  objects  promptly  when  placed  in 
the  left  hand.  In  other  words,  there  is  complete  loss  of  the 
stereognostic  sense  as  regards  the  right  hand.  She  can  tell 
when  a  key  or  coin  is  placed  in  her  hand,  i.  e.,  she  recognizes 
the  presence  of  a  foreign  body,  but  is  utterly  unable  to  name  or 
describe  it.  She  can  tell  whether  it  is  cold  or  warm  and  in- 
stantly recognizes  its  presence,  but  she  cannot  describe  its 
shape  or  give  any  other  information  as  to  its  physical  qualities. 
In  addition  the  right  hand  is  very  slightly  tumid.  This  is  no- 
ticeable in  the  fingers  and  thumb  in  which  the  wrinkles,  espe- 
cially of  the  middle  and  distal  phalanges,  are  slightly  less 
marked  than  those  of  the  left  hand.  The  hand  as  a  whole  looks 
somewhat  smoother  than  the  left. 

Superficial  or  deep  pressure  over  the  spinal  column  fails  to 
reveal  any  evidence  of  pain  or  tenderness.  There  is  no  in- 
guinal, inframammary  or  other  superficial  area  of  hyperesthesia 
or  tenderness.  However,  a  patch  of  deep-seated  tenderness, 
not  marked,  is  discovered  on  the  right  side  of  the  neck,  imme- 
diately back  of  and  over  the  upper  third  of  the  belly  of  the 
sterno-cleido-mastoid  muscle.  The  patient  states  that  this  is 
the  area  in  which  she  felt  pain  and  stiffness  in  the  neck  both 
in  the  attack  eleven  years  ago  and  the  attack  beginning  two 
years  ago.  This  pain  sometimes  spreads  down  the  neck  as  far 
as  the  axilla.  No  tenderness  is  elicited  over  the  brachial  plexus 
or  over  the  nerves  of  the  arm.  On  asking  the  patient  to  move 
the  head  freely  in  all  directions,  it  is  found  that  the  head  is  not 
rotated  as  freely  as  normally,  either  to  the  right  or  to  the  left, 
and  also  that  the  movement  gives  rise  to  "a  catching  pain." 
This  is  also  true  of  the  movements  of  flexion  and  extension. 
The  limitations  of  the  movements  of  the  head  and  neck,  while 
not  marked,  are  unmistakable. 

The  electrical  examination  of  the  muscles  of  the  right  arm 
fails  to  reveal  any  reaction  of  degeneration.  The  muscles  of  the 
two  arms  respond  equally ;  possibly  those  of  the  right  arm  re- 
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spond  a  trifle  more  readily  than  those  of  the  left  to  the  same 
minimal  current. 

There  is  no  involvement  of  the  face,  tongue  or  soft  palate. 
The  patient  states  that  there  is  no  sensation  of  numbness  of  the 
legs,  feet  or  toes,  or  of  the  left  arm.  There  is  no  headache  or 
any  pain  whatever  save  that  in  the  side  of  the  neck.  The  pa- 
tient is  markedly  constipated.  The  sphincters  are  normal. 
The  examination  of  the  special  senses  reveals  no  anomalies. 
The  pupils  respond  normally.  The  eye-grounds  are  perfectly 
normal.  There  is  no  contraction  of  the  visual  fields.  These 
findings  were  confirmed  by  Dr.  de  Schweinitz,  who  reported  in 
addition  that  the  color-fields  were  normal  save  a  slight  con- 
traction for  green. 

The  urine  is  negative. 

October  12. — Is  brought  by  her  physician,  who  reports 
that  she  is  taking  potassium  iodide  in  ascending  doses;  at  pres- 
ent thirty-five  grains  three  times  daily.  For  five  days  past  she 
has  also  been  receiving  two  drachms  of  mercurial  inunction 
daily.  No  traces  of  iodism  or  mercurialization  are  present. 
The  right  hand  registers  by  the  dynamometer,  22 ;  the  left,  35. 
Ataxia  of  right  arm  possibly  a  little  more  marked.  Other 
symptoms  as  before.  No  loss  of  cutaneous  sensibility  other 
than  the  slight  degree  noted  at  the  previous  examination. 

October  29. — The  patient  now  complains  of  pain  in  the 
left  side  of  the  neck  and  upper  part  of  the  left  shoulder.  A 
patch  of  deep-seated  tenderness  is  now  revealed  on  the  left  side 
of  the  neck,  above  the  sterno-cleido-mastoid  muscle,  in  a  posi- 
tion corresponding  to  that  in  which  the  patch  is  observed  on 
the  right  side.  There  is  now  also  undoubted,  though  very 
slight,  ataxia  in  the  movements  of  the  left  arm.  The  patient 
also  complains  of  numbness  of  the  left  hand,  involving  more 
especially  the  ring  and  little  fingers  and  the  ulnar  side  of  the 
hand  and  forearm.  In  the  left  upper  arm  also  there  is  a  band- 
like sensation  of  tightness  or  constriction.  No  loss  of  the 
stereognostic  sense  can,  however,  be  detected  on  this  side.  The 
other  symptoms  are  as  before.  The  patient  is  now  unable  to 
describe  the  position  of  the  right  arm  and  hand  at  all,  and  she 
volunteers  the  statement  that  she  "sometimes  loses  her  hand  in 
the  bed." 

November  7. — Since  November  3  has  begun  to  drag 
the  right  foot.  Sway  with  eyes  closed  is  exaggerated.  The 
patient  is  unable  to  stand  upon  the  right  leg  alone.  She  is, 
however,  able  to  describe  the  various  positions  in  which  the  leg 
is  placed.  Both  knee-jerks  are  greatly  exaggerated,  the  right 
slightly  more  than  the  left.  The  stiffness  of  the  neck  is  now 
much  more  marked  than  at  any  previous  time.     Rigidity  is 
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noted  upon  attempting  flexion,  and  especially  extension.  Since 
the  last  two  or  three  days  she  is  unable  to  extend  the  right  arm 
at  the  shoulder.  Loss  of  power  in  the  right  arm  is  now  very 
pronounced.  Flexion  of  the  forearm  is  very  feebly  performed, 
and  all  the  movements  of  the  hand,  while  preserved,  are  feebler 
than  before.  Movements  of  the  left  arm  not  as  readily  per- 
formed as  at  last  examination.  This  is  due  especially  to  weak- 
ness and  to  some  slight  increase  in  the  ataxia  noted  before. 
The  left  hand  now  registers  by  the  dynamometer  20,  while  the 
right  hand  registers  11. 

Re-examined,  November  14,  at  the  patient's  home.  Pa- 
tient is  in  bed.  History  since  last  visit  at  office  is  that  there  has 
been  a  gradual  and  increasing  paralysis  of  the  right  arm  and 
right  leg,  of  the  left  arm,  and  finally  of  the  left  leg.  No  move- 
ment whatever  can  now  be  made  in  either  arm.  Very  feeble 
movements  can  be  made  in  the  right  leg  at  knee  and  toes. 
Movement  in  the  left  leg  also  excessively  feeble,  but  a  little 
better  preserved  than  in  the  right.  Elbow  and  biceps  jerks 
preserved  and  equal  on  both  sides.  Right  knee-jerk  plus; 
left  knee-jerk  double  plus.  Feeble  right  ankle-clonus ;  left 
ankle-clonus  pronounced  and  sustained.  Cutaneous  sensibility 
much  lessened  to  all  forms  over  both  legs,  especially  over  the 
right.  Cutaneous  sensibility  also  diminished  over  both  arms, 
more  especially  over  the  right.  Sensation  now  much  dimin- 
ished over  the  trunk.  Over  left  half  of  the  trunk,  sensation  is 
a  little  better  preserved  than  over  the  right  half.  Sensation 
appears  to  be  well  preserved  at  the  level  of  the  clavicles.  There 
is,  however,  no  sharp  line  of  demarkation.  Impressions  at  the 
level  of  the  nipples  are  perceived  almost,  but  not  quite,  as 
readily  as  below  the  clavicles.  Over  the  shoulders  there  is  also 
a  diminution  of  sensation,  but  not  as  marked  as  in  the  arms. 
Sensibility  to  all  forms  is  well  preserved  over  the  neck,  face  and 
head.  The  pupils  are  equal  and  react  to  light.  The  eye- 
grounds  are  still  normal.  The  patient  complains  of  much  stiff- 
ness in  the  back  of  the  neck.  On  attempting  to  move  the  neck 
it  is  found  that  the  rigidity  noted  in  the  former  examination  is 
more  pronounced,  and  that  attempts  at  passive  movement  give 
rise  to  pain.  If  the  patient  be  raised  without  supporting  the 
head,  the  latter  falls  backward  or  it  sinks  forward  on  the  chest, 
as  though  the  muscles  of  the  cervical  region  were  too  weak  to 
properly  hold  it  up.  Attempts  at  blowing  or  at  straining  pro- 
duce no  movement  of  the  abdominal  wall.  The  breathing  is 
almost  entirely  performed  by  the  upper  portion  of  the  thorax ; 
no  movement  of  the  diaphragm  can  be  detected.  The  respira- 
tion is  26;  pulse  96.  The  face  is  dusky  and  flushed.  There  is 
occasional  strangling  on  attempting  to  swallow  food.     Solid 
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food  cannot  be  swallowed  at  all.  The  temperature  is  normal. 
There  is  at  present  retention  of  urine  and  marked  constipa- 
tion. 

November  15th,  4  P.  M. — Patient  has  not  slept  all  night,, 
but  fell  asleep  at  12  o'clock  noon  to-day  and  woke  about  3. 
During  the  sleep  there  was  a  rattling  in  the  throat,  probably 
produced  by  the  relaxation  of  the  uvula.  There  is  no  motion 
of  the  alae  of  the  nose  in  breathing.  The  tongue  is  protruded 
straight.  The  face  is  symmetrical.  The  pupils  are  normal. 
The  patient  is  cheerful  and  replies  to  questions  put  to  her  in 
short  phrases.  Condition  about  the  same  as  at  last  examina- 
tion, except  that  paralysis  of  the  trunk  and  limbs  is  more  pro- 
nounced.    Constipation  and  retention  of  urine  as  yesterday. 

Examined, November  i6th,4.3o  o'clock. — The  paralysisand 
sensory  losses  noted  on  previous  occasions  have  become  more 
pronounced.  No  sharp  lines  of  demarkation  exist  between 
area  of  preserved  sensation  in  the  neck  and  the  area  of  dimin- 
ished sensation  in  the  trunk.  The  sensation  below  the  clavicai 
and  the  regions  of  the  breasts,  for  instance,  is  impaired,  but 
passes  by  gradual  transition  to  normal  sensation  when  the  neck 
is  reached.  Obstinate  constipation  continues.  Temperature 
normal.    Pulse  108. 

Examined,  November  17th,  8.45  o'clock. — Symptoms  more 
pronounced.  Sensory  loss  now  involves  the  neck,  extending 
up  to  the  level  of  the  lower  jaw.  Sensation  appears  to  be  nor- 
mal in  the  upper  half  of  the  cheek  and  forehead.  Along  the 
sides  of  the  head  and  back  part  of  the  head  sensation  appears 
to  be  very  much  impaired.  The  pupils  are  a  trifle  dilated.  A 
rise  of  temperature,  1010,  has  been  noted  since  morning. 
Symptoms  otherwise  unchanged.     Pulse  112. 

Examined,  November  18th,  4  P.  M. — Face  livid,  bluish 
red,  somewhat  tumid.  Temperature  1050.  Pulse  120.  Res- 
piration hurried,  feeble  and  shallow.  Pupils  slightly  more  di- 
lated than  at  previous  examination.  Patient  much  confused 
mentally ;  delirious.  Does  not  recognize  persons  about  her. 
Is  evidently  dying. 

Died  November  18th,  4.30  P.  M. 

Autopsy  November  20th,  1898,  9  A.  M. 

The  calvarium  presents  no  abnormality.  The  dura  is  not 
adherent  or  thickened.  Some  slight  deposit  of  dark  red  gran- 
ular material  is  found  on  the  pia  matter  upon  either  side  of  the 
margin  of  the  longitudinal  fissure.  It  is  easily  scraped  off  with 
the  finger-nail,  and  is  more  especially  noticeable  in  the  right 
hemisphere,  upon  the  central  convolutions,  but  is  not  limited 
to  these  areas.  Subsequent  microscopical  examination  revealed 
this  granular  matter  to  be  altered  blood  pigment,  and  also  that 
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the  pia  was  infiltrated  with  it.  The  pia  and  cortex  are  in  every 
other  respect  normal.  On  removing  the  brain  from  the  cran- 
ium a  large  irregular  mass,  springing  from  the  occipital  bone 
on  the  right  side  of  the  junction  of  the  pons  and  medulla 
oblongata,  and  forming  a  slight  depression  in  the  right  lobe 
of  the  cerebellum,  is  revealed.  The  right  vertebral  artery  is 
occluded  from  pressure.  The  medulla  oblongata  is  markedly 
distorted,  the  greatest  distortion  occurring  at  the  lower  part  of 
the  inferior  olive.  The  right  olive  is  elongated  antero-poste- 
riorly,  while  the  left  is  more  nearly  of  the  normal  shape.  A 
transverse  section  of  the  medulla  oblongata  in  its  largest  por- 
tion antero-posteriorly  measures  2.2  cm.  and  laterally  1.3  cm. 


Fig.  I. — A,  medulla  oblongata ;  B,  tumor  pushing  the  medulla  ob- 
longata to  the  left. 


The  distortion  caused  a  projection  of  the  right  anterior  pyra- 
mid beyond  the  left,  and  of  the  right  posterior  columns  pos- 
teriorly beyond  the  left.  The  greatest  pressure  appeared  to 
have  been  exerted  on  the  median  portion  of  the  right  side  of 
the  medulla  oblongata,  although  the  entire  right  side  showed 
the  effects  of  pressure.  The  pia  of  the  medulla  oblongata  was 
infiltrated  with  altered  blood  pigment  as  the  portion  of  the  cor- 
tical pia  already  described. 

Microscopical  examination  failed  to  reveal  any  degenera- 
tion by  Weigert's  hematoxylin  method  or  the  carmine  stain, 
but  the  employment  of  the  Marchi  stain  gave  more  successful 
results.  Sections  stained  by  the  Marchi  method  show  a  de- 
generation of  myelin  sheaths,  which  is  most  marked  just  below 
the  area  of  greatest  compression ;  it  is  therefore  most  distinctly 
seen  at  the  lower  part  of  the  motor  decussation.    The  posterior 
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and  lateral  columns  at  the  level  of  the  lower  part  of  the  motor 
decussation  are  much  degenerated,  and  the  left  side  appears  to 
be  as  much  affected  as  the  right.  The  left  anterior  pyramid  re- 
veals a  little  more  degeneration  than  the  right.  Distinct  de- 
generation is  seen  in  the  area  of  the  right  direct  cerebellar  tract 
while  in  the  corresponding  area  on  the  left  side  no  degeneration 
can  be  seen.  The  degeneration  seen  at  the  motor  decussation 
does   not   extend   very   far   downward   or   upward.      At   the 


Fig.  II. — Section  from  the  medulla  oblongata  at  the  point  of  greatest 
compression.  The  lower  olive  on  the  side  of  the  tumor  is  elongated 
from  pressure. 

junction  of  the  pons  and  medulla  all  evidences  of  the  degenera- 
tion have  disappeared.  Similarly  sections  taken  from  the 
upper  cervical  cord  and  stained  by  the  March!  method  show 
no  alteration.  It  should  be  added,  however,  that  the  piece  of 
the  cervical  cord  immediately  joining  the  medulla  was  not  re- 
moved at  the  autopsy.  The  alteration  of  the  myelin  at  the 
motor  decussation,  as  seen  by  the  Marchi  method,  is  possibly 
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the  same  as  that  produced  after  death  when  the  nervous 
tissues  are  handled  carelessly  or  injured,  but  in  this  case  the 
lesion  seems  undoubtedly  to  have  been  the  result  of  pressure 
intra  vitam. 

Fibers  from  a  posterior  lumbar  root  in  the  upper  part  of  the 
lumbar  swelling,  stained  in  the  fresh  state  with  osmic  acid,  and 
teased,  appear  to  be  normal.  This  examination  was  made  on 
account  of  the  frequently  reported  degeneration  of  the  posterior 
Toots  in  brain  tumor. 


Fig.  III. — Section  from  the  lower  part  of  the  medulla  oblongata.  A, 
interior  pyramid ;  BB,  motor  decussation ;  C,  posterior  columns.  The 
dots  represent  the  degenerated  fibers  shown  by  the  Marchi  method. 

Sections  from  the  lumbar  region,  stained  by  the  Marchi 
method,  show  no  degeneration  of  the  posterior  roots. 

Microscopical  examination  of  the  tumor  showed  it  to  be  a 
chondrosarcoma. 

It  is  interesting  in  connection  with  these  findings  to  briefly 
review  the  early  symptoms  of  the  case.  It  will  be  remembered 
that  these  consisted  especially  of  ataxia  of  the  right  arm,  some 
-weakness  of  the  muscles,  loss  of  the  muscular  sense,  loss  of  the 
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sense  of  position  of  the  limb,  slight  diminution  of  the  pain- 
sense  and  some  disturbance  of  the  sense  of  tactile  localization. 
The  other  cutaneous  sensibilities,  tactile  sense,  temperature- 
sense  and  pressure-sense  were  normal.  There  was  also  very- 
slight  ataxia  of  the  right  leg.  It  is  extremely  probable  that  the 
motor  weakness  is  directly  related  to  the  pressure  upon  the 
right  motor  tract,  immediately  below  the  decussation.  The 
cutaneous  sensory  disturbances  are  in  all  probability  to  be 
ascribed  to  pressure  upon  the  right  posterior  columns.  It  is 
also  probable  that  the  ataxia,  loss  of  muscular  sense  and  sense 
of  position  of  the  limb,  are  to  be  referred  to  pressure  upon  the 
right  direct  cerebellar  tract.  This  tract,  it  will  be  remembered, 
as  seen  in  the  sections,  is  decidedly  degenerated.  It  is  further 
probable  that  the  symptom  of  astereognosis  is  to  be  ascribed 
to  the  partial  sensory  losses  which  interfered  with  the  complete 
perception  of  the  qualities  of  the  objects  handled,  and  thus- 
prevented  a  complete  mental  picture  being  formed  in  the  cor- 
tex. Astereognosis  has  never  before  been  observed  as  a  symp- 
tom in  tumor  of  the  medulla.  In  fact,  in  all  of  the  cases  thus- 
far  reported  in  which  astereognosis  has  been  noted,  a  cerebral 
lesion  was  either  definitely  determined  or  the  symptoms  pointed 
unmistakably  to  the  cerebrum  as  the  seat  of  disease.  Thus 
Wernicke's,1  Monakow's,2  Burr's,3  and  Dubbers',4  cases  re- 
sulted from  trauma  of  the  head,  while  Olmstead's,5  Sailer's,* 
Williamson's,7  and  Vorster's8  cases  were  all  due  to  various 
lesions  of  the  brain. 

It  is  not  within  the  province  of  this  paper  to  enter  into  a 
detailed  discussion  of  the  subject  of  astereognosis.  This  was 
investigated  by  Hoffmann9  in  1883,  who   studied   the  subject 


1  Wernicke,  "Arbeiten  aus  der  psychiatrischen  Klinik,  in  Breslau," 
Leipzig,  1895. — Also  Monakow,  "Gehirnpathologie,"  Nothnagel,  Wien, 
1897,  p.  409. 

2  Monakow,  "Gehirnpathologie,"  Nothnagel,  Wien,  1897,  pp.  410  and 
4ii. 

Burr,  Journ.  Nervous  and  Mental  Disease,  Jan.,  1898. 
4  Dubbers,  Neurologisch.es  Centralblatt,  1897,  p.  61. 
B  Olmstead,  Journ.  Nervous  and  Mental  Disease,  Nov.,  1898. 
8  Sailer,  Journ.  Nervous  and  Mental  Disease,  March,  1899,  p.  161. 
7  Williamson,  British  Med.  Journ.,  1897,  II,  p.  787. 

*  Vorster,  Archiv.  f.  Psych.,  Bd.  XXX,  No.  2,  1898,  p.  341. 

*  Herman  Hoffmann,  "Stereognostische  Versuche,"  Inaug.  Disserta- 
tion, Strassburg,  Konstanz,  1883. 
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quite  extensively.  Since  Hoffmann's  thesis  appeared  merely  a 
limited  number  of  cases  presenting  astereognosis  have  been 
reported.  Recently,  however,  Sailer10  has  again  written  upon 
the  subject.  According  to  Hoffmann  a  large  number  of  factors 
enter  into  sterognostic  perception;  for  instance,  the  tactile 
sense,  the  sense  of  localization  of  tactile  impression,  the  space- 
or  distance-sense  (Raumsinn),  the  pressure-sense,  the  muscu- 
lar sense,  the  temperature-sense,  the  pain-sense,  the  sense  or 
knowledge  of  the  position  of  the  fingers  to  each  other  and  to  the 
hand,  the  recognition  of  passive  movements  and  the  knowledge 
of  active  movements.  It  can  readily  be  seen  that  the  faculty 
of  perceiving  objects  by  means  of  the  hand  is  an  exceedingly 
complex  one.  The  various  impressions  received  from  all  of 
the  sources  enumerated  by  Hoffmann,  and  perhaps  others,  are 
combined  in  the  cortex  to  give  rise  to  a  mental  picture  of  the 
object  felt.  It  can  readily  be  understood  that  if  there  be  an 
elision  of  some  of  these  impressions,  this  mental  picture  cannot 
be  formed.  The  relative  importance  of  the  various  impressions 
has  as  yet  not  been  satisfactorily  determined.  Hoffmann 
states  that  the  temperature-sense,  the  pain-sense,  the  tactile 
sense,  the  sense  of  position  of  the  limb  and  the  appreciation  of 
the  weight  of  bodies  may  be  preserved,  although  the  stereog- 
nostic sense  is  lost.  The  ability  to  appreciate  the  distance  be- 
tween two  points,  the  sense  of  pressure,  the  recognition  of  the 
movements  of  the  joints,  and  the  recognition  of  the  relative 
position  of  the  fingers  are,  in  Hoffmann's  judgment,  more  im- 
portant, for  he  says  that  in  not  one  of  his  cases  in  which  any 
one  of  these  senses  was  preserved  was  the  stereognostic  sense 
lost.  A  diminution  was,  however,  several  times  noted  by  him 
with  almost  complete  integrity  of  one  of  these  senses,  and  even 
at  times  of  two.  He  states,  on  the  other  hand,  that  each  one  of 
these  senses  may  be  diminished  to  a  marked  degree  without 
the  stereognostic  sense  suffering  in  like  degree,  and  further 
that  the  involvement  of  all  of  these  senses  does  not  necessarily 
involve  the  stereognostic  sense.  As  regards  the  faculty  of  ap- 
preciating distance  on  the  cutaneous  surface,  he  says  that  the 
stereognostic  sense  may  be  entirely  intact,  although  this  faculty 

10Loc.  cit. 
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be  diminished,  and  on  the  other  hand  may  suffer  severely 
when  this  faculty  is  normal.  Again,  complete  loss  of  this 
faculty  is  not  followed  by  absolute  loss  of  the  stereognostic 
sense.  He  also  found  that  the  stereognostic  sense  may  be  in- 
tact with  greatly  impaired  pressure-sense,  and  with  perfectly 
preserved  pressure-sense  may  be  lost.  It  can  readily  be  seen 
from  Hoffmann's  results  that  the  various  elements  entering 
into  stereognostic  perception  are  of  variable  value,  and  are 
possibly  to  some  extent  interchangeable.  No  one  sense,  but  a 
combination  of  many,  is  necessary  to  stereognostic  perception. 
Sailer,  correctly  it  appears  to  the  writer,  gives  more  importance 
than  does  Hoffmann  to  the  tactile-localization  sense. 

In  the  case  here  reported  there  was,  in  addition  to  ataxia, 
distinct  loss  of  the  muscular  sense,  loss  of  the  sense  of  the 
position  of  the  limb,  diminution  of  the  pain-sense  and  disorder 
of  the  localization  of  tactile  impressions.  It  can  readily  be 
understood,  therefore,  that  although  the  tactile  sense,  the  pres- 
sure-sense and  the  temperature-sense  were  well  preserved,  the 
faculty  of  perceiving  foreign  bodies  was  lost. 

It  is  exceedingly  probable,  as  already  stated,  that  the 
ataxia,  loss  of  the  muscular  sense  and  of  the  sense  of  position 
of  the  limb  are  to  be  referred  to  the  degeneration  of  the  direct 
cerebellar  tract.  It  is  not  improbable  also  that  the  disorder  of 
sensory  location  was  due  to  pressure  upon  the  right  posterior 
columns,  the  interference  of  function,  however,  being  so  slight 
as  merely  to  produce  confusion  of  tactile  impressions  instead  of 
tactile  loss.  The  degenerations  noted  in  the  motor  tracts  and 
posterior  columns  of  both  sides  are  probably  of  very  recent 
origin.  This  is  proven  not  only  by  the  failure  of  the  Weigert 
method  and  the  carmine  stain  to  demonstrate  them,  but  also  by 
the  history  of  the  case.  It  was  merely  twenty  days  before  death 
that  any  symptoms  were  noted  referable  to  the  left  arm,  and 
then  they  were  so  slight  as  to  be  barely  appreciable.  It  was 
not  until  fifteen  days  before  death  that  these  symptoms  became 
at  all  distinct,  and  not  until  five  or  six  days  before  death  that 
the  patient  became  markedly  paraplegic  from  the  neck  down. 

In  its  general  features,  especially  as  regards  the  pain  and 
rigidity  of  the  neck  and  exaggeration  of  the  deep  reflexes,  the 
case  recalls  the  tumor  of  the  upper  cervical  cord  reported  by 
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Dr.  Collins  j11  in  its  special  features  it  recalls  the  case  of  glioma 
of  the  medulla  oblongata  reported  by  Dr.  Collins,12  in  which 
there  was  paresis,  distinct  ataxia,  exaggerated  tendon-reflexes 
and  ankle-clonus,  more  particularly  of  the  left  side,  together 
with  loss  of  the  pain-sense  and  with  preservation  of  the  tem- 
perature- and  tactile  sense.  In  Dr.  Collins'  case,  like  the  one 
here  reported,  there  was  also  no  optic  neuritis.  The  feature  of 
ataxia  of  the  arm  and  slight  ataxia  of  the  leg  recalls  the  case 
reported  by  Higier,13  which  was  probably  one  of  thrombotic 
softening  of  the  medulla;  the  patient  presented  ataxia  of  the 
left  extremities.  The  lesion  was  apparently  due  to  syphilis,  im- 
proved under  specific  treatment,  and  was,  therefore,  not  veri- 
fied by  autopsy. 

The  symptoms,  however,  leave  no  doubt  as  to  the  probable 
situation  of  the  lesion.  The  case  here  reported  also  recalls 
that  of  Wenhardt14  of  myxochondrosarcoma  of  the  base  of 
the  cranium  compressing  the  left  hemisphere  of  the  cerebellum, 
the  medulla  and  pons,  and  giving  rise  to  pain  in  the  back  of  the 
neck,  paroxysmal  pains  in  the  head,  impaired  movement  of  the 
head,  hemiatrophy  of  the  tongue,  difficulty  of  swallowing  and 
exaggerated  knee-jerks.  In  Wenhardt's  case  there  were,  how- 
ever, no  sensory  disturbances.  Optic  neuritis  also  was  absent. 
It  further  recalls  the  case  reported  by  Eskridge,15  in  which 
there  was  an  intradural  sarcoma  extending  from  the  upper 
portion  of  the  cervical  cord  into  the  skull  through  the  foramen 
magnum.  In  addition  to  paraplegia  there  was  present  exag- 
geration of  the  knee-jerks,  loss  of  the  tactile  and  temperature- 
sense  below  the  inferior  maxilla,  and  in  addition  to  these 
changes  also  loss  of  the  pain-sense  in  the  arms  and  legs ;  there 
was  ho  optic  neuritis. 

On  October  24th,  1898,  the  writer  presented  this  case  intra 
vitam  before  the  Philadelphia  Neurological  Society.  The  pos- 
sibility of  a  lesion  of  the  cortex,  probably  in  the  posterior  por- 
tion of  the  superior  parietal  lobule,  was  discussed.  The  writer, 
however,  hesitated  to  accept  the  diagnosis  of  cortical  lesion 

n  Collins,  Medical  News,  1897,  No.  II,  p.  48. 

12  Collins,  Zeitschr.  f.  Nervenheilk.,  X,  p.  467. 

13  Higier,  Zeitschr.  f.  Nervenheilk.,  1898,  13,  p.  316. 

14  Wenhardt.  Neurolog.  Centralbl..  1898,  p.  541. 
"  Eskridge,  Medical  News,  1897,  No.  II,  p.  402. 
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because  of  the  slight  ataxia  of  the  left  arm,  which  at  this  time 
had  begun  to  make  its  appearance,  and  also  because  of  the 
rigidity  of  the  neck.  The  fact  that  the  iodides  and  mercurials 
were  so  well  tolerated  suggested,  as  a  possibility,  a  multiple 
lesion,  one  cortical  and  the  other  cervical,  both  due  to  syphilis. 
The  subsequent  progress  of  the  case,  however,  left  no  doubt 
as  to  a  lesion  being  present  in  the  medulla  or  cord  high  up,  and 
this  view  was  shown  to  be  correct  by  autopsy.  The  new  and 
striking  feature  of  the  case  is  undoubtedly  the  astereognosis, 
and  this  symptom  at  first  sight  suggested,  though  erroneously, 
a  lesion  of  the  brain. 

The  writer  is  under  obligations  to  Dr.  William  G.  Spiller 
for  assistance  at  the  autopsy  and  for  the  microscopical  work 
upon  the  specimens,  done  in  the  William  Pepper  Laboratory 
of  Clinical  Medicine. 


148.  A  Case  of  Acute  Tetanus  Treated  by  Intra-Cerebral  Injec- 
tions of  Antitoxin:  Recovery.  William  F.  Gibb.  (British 
Medical  Journal,  No.  1998,  page  895,  April  15th,  1899.) 

The  patient  was  a  lad  of  thirteen  years,  and  the  period  of  incu- 
bation sixteen  or  seventeen  days.  The  first  day  of  the  disease  he  re- 
ceived ten  grains  of  chloral  every  four  hours.  At  two  P.  M.  on  the 
second  day,  10  c.c.  of  antitetanic  serum  were  administered  under  the 
skin,  and  four  hours  later,  under  chloroform  anesthesia  8  c.c.  were  in- 
jected into  each  frontal  lobe  of  the  brain  and  14  c.c.  subcutaneously. 
At  10.30  he  received  10  c.c.  under  the  skin.  On  the  evening  of  the  third 
day,  10  c.c.  were  administered  hypodermically.  During  the  fourth  day 
the  patient  was  a  little  better,  and  on  the  fifth  day,  although  the  tetanic 
symptoms  were  about  the  same,  he  was  quieter.  In  the  evening  10  c.c. 
of  serum  were  injected  into  each  frontal  lobe.  The  sixth  day  showed 
practically  no  improvement,  and  he  received  20  c.c.  hypodermically. 
The  same  dose  was  given  the  next  (seventh)  day,  and  on  the  eighth 
day  he  was  quiet  and  had  20  c.c.  of  serum  in  the  evening,  but  the  fol- 
lowing day  he  seemed  worse  and  was  given  15  c.c.  by  intracerebral  in- 
jection. For  two  days  he  remained  in  about  the  same  condition,  and 
then  began  to  improve,  making  a  slow  recovery. 

The  case  is  open  to  objection  as  evidence  in  support  of  intra- 
cerebral injections,  because  the  serum  was  given  freely  under  the  skin, 
and  because  of  the  comparatively  long  period  of  incubation,  the  prog- 
nosis being  comparatively  favorable  under  any  treatment  when  the 
disease  does  not  declare  itself  within  two  weeks  after  the  inoculation. 

Patrick. 


TUMOR    OF   THE   PITUITARY   BODY*. 

ABSTRACT. 

A  paper  with  this  title  was  read  by  Dr.  G.  L.  Walton,  in  conjunc- 
tion with  Dr.  Cheney,  of  Boston. 

Tumors  of  this  region  have  acquired  a  new  interest  since 
the  demonstration  of  acromegaly  by  Marie.  Few  authorities 
now  deny  that  a  relation  exists  between  disease  of  the  pituitary 
gland  and  acromegaly,  though  arguments  are  still  adduced  to 
show  that  the  diseased  gland  represents  a  result  rather  than  the 
cause  of  the  general  perversion  of  function. 

The  interest  in  these  cases  is  now  three-fold :  (i)  in  their 
bearing  upon  the  anatomy  of  the  chiasm  and  optic  tract;  (2) 
in  their  symptomatology  as  bearing  upon  early  diagnosis,  and 
(3)  in  their  pathology,  more  particularly  with  reference  to  the 
destruction  of  glandular  function. 

(1)  The  optic  chiasm  is  the  first  important  body  affected  by 
the  pressure.  The  tumor  may  extend  upwards,  either  in  front 
of  the  chiasm  or  behind  it,  or  both,  causing  amblyopia  and 
various  forms  of  field  restriction.  Both  temporal  fields  are 
often  lost;  sometimes  one  eye  is  completely  blind  while  the 
other  shows  loss  of  temporal  field,  and  in  Leszynsky's  case,  as 
in  ours,  one  temporal  field  alone  was  affected  at  a  certain  stage. 
Homonymous  hemianopsia  is  sometimes  found  (as  in  our  case 
at  a  later  stage)  showing  pressure  on  the  optic  tract  behind 
the  chiasm.  (2)  The  symptoms,  apart  from  the  function  of  the 
gland  itself,  are  headache,  visual  field  affection,  optic  atrophy, 
vertigo,  disturbance  of  motion,  spastic  and  paretic  (pressure 
on  the  crura  cerebri),  disturbance  of  speech,  disordered  pupils, 
paralysis  of  ocular  muscles,  and  diabetes  (mellitus  and  in- 
sipidus). To  these  symptoms  must  be  added  those  of  acro- 
megaly, symptoms  less  marked  when  the  disorder  appears  in 
adult  life.  Pechkranz  has  suggested  that  acromegalic  symptoms 
dating  from  childhood  may  be  due  to  congenital  anomalous 
structure  of  the  pituitary  body.  (3)  The  commonest  form  of 
new  growth  partakes  of  the  nature  of  adenoma.    In  some  cases 

*  Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neu- 
rological Association,  June  14  and  15  1899. 
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the  diagnosis  between  adenoma  and  sarcoma  is  difficult.  Hip- 
pel  asserts  that  all  these  growths  start  from  the  anterior  lobe. 
Burr  and  Riesman  argue  that  the  lack  of  acromegaly  in  cer- 
tain cases  of  tumor  of  the  hypophysis  points  to  the  retention  of 
a  certain  amount  of  healthy  gland  tissue. 

CASE. 

A  physician,  26  years  of  age,  first  consulted  Dr.  Cheney,. 
July  20,  1895,  for  migraine  dating  from  early  life,  with  tem- 
poral hemianopsia — a  large  man  with  rather  heavy  gait,  large 
extremities  and  features,  including  broad  nose  and  very  thick 
lips,  large  tongue,  large  jaws  with  separation  of  teeth.  He 
complained  of  asthenopia.  The  vision  in  the  right  eye  was  .7; 
left,  normal.  Fundus  examination  negative.  Headaches  be- 
came more  frequent,  and  permanent  temporal  hemianopsia 
appeared  in  the  left  eye.  Optic  atrophy  ensued.  In  May, 
1896,  the  vision  in  the  right  eye  was  reduced  to  .2, 
in  the  left  eye  to  .5.  The  field  for  form  and  color 
in  the  right  eye  was  unaffected.  Somnolence  and  men- 
tal apathy  appeared  and  increased,  though  he  was  still  able 
to  practise.  In  January,  1897,  Dr.  Derby  saw  the  case. 
At  this  time  the  nasal  field  of  the  right  eye  had  dis- 
appeared (homonymous  hemianopsia).  In  September  of  1897 
there  was  general  physical  weakness,  and  at  this  time  color 
sense  was  absent  in  the  otherwise  normal  temporal  field  of  the 
right  eye.  His  speech  was  slow.  The  first  of  October  he  gave 
up  work.  The  headaches  were  becoming  more  frequent,  som- 
nolence and  apathy  increasing.  Lack  of  sexual  power  was 
complained  of  throughout  the  history  of  the  case.  Patient  died 
in  December,  1897. 

PATHOIjOGICAL  examination  by  dr.  mallory. 

Tumor  2.7  cm.  by  3.5  cm.  by  3  cm.,  causing  the  disappear- 
ance of  the  olivary  process  and  portions  of  the  sella  turcica. 
Growth  soft  and  granular,  dark  gray  in  color,  with  soft  translu- 
cent light  grayish  masses  resembling  cartilage,  but  softer  (col- 
loid). Soft  septa  extended  into  the  growth  from  the  fibrous  cap- 
sule. Growth  consists  mainly  of  delicate  blood  vessels  sur- 
rounded by  walls  of  round  cells  generally  epithelioid  in  type, 
the  darker  areas  due  to  hemorrhage.    Along  one  of  the  septa 
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■extend  narrow  compressed  tubules,  some  of  the  cells  of  which 
tend  to  take  eosin  stain  like  those  of  the  normal  pituitary  gland 
after  fixation  in  Zenker's  fluid,  some  of  these  tubules  dilated 
and  containing  colloid  material. 

Diagnosis  :  Perithelial  angiosarcoma  (endothelioma). 
The  order  of  optic  symptoms  points  to  involvement  of  the 
right  optic  tract  at  its  junction  with  the  chiasm,  the  lesion  ex- 
tending to  involve  the  whole  optic  tract  so  as  to  produce  finally 
hemianopsia.  The  amblyopia  points  to  affection  of  the  macular 
fibers.  The  achromatopsia  shows  that  color-sense  may  be  im- 
paired by  peripheral  as  well  as  by  central  lesion.  The  writers 
are  strongly  inclined  to  think  that  the  peculiarities  in  growth 
(large  features,  etc.),  though  not  sufficiently  marked  to  be 
deemed  abnormal,  pointed  to  the  congenital  defect  of  the  gland 
structure  forming  the  basis  of  the  new  growth  which  appeared 
later  in  life.  The  lack  of  added  symptoms  of  acromegaly  was 
partly  due  to  the  patient  having  reached  adult  life,  and  partly 
to  the  preservation  of  an  area  of  comparatively  healthy  gland 
tissue. 

CONCLUSIONS. 

1.  Congenital  peculiarities  in  growth  resembling  those  of 
acromegaly,  but  occurring  in  otherwise  healthy  individuals, 
may  point  to  structural  defect  of  the  pituitary  gland,  a  defect 
sometimes  furnishing  the  starting  point  for  new  growth  later 
in  life. 

2.  The  occurrence  of  pituitary  tumor  without  definite 
symptoms  of  acromegaly  does  not  necessarily  disprove  a  con- 
nection between  this  organ  and  this  disease,  for  the  persistence 
of  even  a  small  amount  of  healthy  gland  tissue  is  sufficient 
to  carry  on  fairly  the  function  of  the  pituitary  body. 

3.  The  combination  of  general  symptoms  of  new  growth 
with  optic  atrophy  and  loss  of  temporal  field  of  vision  makes 
the  diagnosis  of  pituitary  tumor  almost  certain. 

4.  Hemiachromatopsia  is  not  necessarily  of  central  origin. 

DISCUSSION. 

Dr.  W.  G.  Spiller  thought  that  the  intense  degeneration  of 
nerve  fibers  in  the  medulla  oblongata,  without  secondary 
ascending  or  descending  degeneration,  in  Dr.  Dercum's  case 
was  worthv  of  comment.    The  nerve  fibers  had  not  been  cut, 
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and  the  degeneration  was  evidently  caused  by  the  pressure  of 
the  tumor.  He  was  not  aware  that  such  a  condition  had  often 
been  seen  in  cases  of  tumor  of  the  central  nervous  system,  and 
he  regarded  it  as  similar  to  that  in  the  periaxillary  neuritis  of 
Gombault.  It  seemed  probable  that  the  axis  cylinders  had 
not  been  seriously  injured  and  that  the  degeneration  was 
limited  to  the  medullary  sheaths.  Secondary  degeneration 
would  probably  have  occurred  if  the  patient  had  lived  longer. 

Dr.  Langdon  said,  in  regard  to  the  case  reported  by  Dr. 
Dercum  and  the  relation  of  the  growth  to  the  impairment  of 
the  stereognostic  sense,  that  it  seemed  to  him  that  this  sense 
was  formed  by  the  fusing  of  a  great  many  sensations.  One  of 
these  fused  elements  was  probably  in  his  opinion  the  laby- 
rinthine sense  which  gives  us  knowledge  of  our  general  po- 
sition in  space,  and  there  was  no  reason  why,  in  his  estimation, 
it  should  not  give  us  an  idea  of  the  position  of  the  separate 
parts  of  our  bodies  in  space.  The  location  of  the  lesion  was 
significant  in  Dr.  Dercum's  case,  as  it  involved  the  labyrinthine 
fibers  of  the  oblongata,  and  it  would  have  been  of  interest  to 
test  the  functions  of  the  internal  ear  in  such  a  case. 

Dr.  Dercum  replied  that  the  ears  of  his  patient  had  been 
sxamined.  She  had  no  abnormality  of  hearing,  no  vertigo,  and 
there  was  nothing  to  suggest  the  involvement  of  the  fibers 
coming  from  the  labyrinth. 

Dr.  Walton  said  that  in  illustration  of  the  general  lack  of 
appreciation  of  the  fundamental  symptoms  accompanying 
pituitary  tumors,  he  had  noticed  recently  the  abstract  of  a  case 
presented  to  the  Ophthalmological  Congress  of  Paris  as  one  of 
meningitis  or  new  growth  of  unknown  seat  and  character,  ex- 
cept that  it  involved  the  chiasm.  The  patient  was  a  woman  of 
fifty-eight  years,  with  bitemporal  loss  of  the  visual  fields,  optic 
atrophy,  loss  of  vision  to  one-third '  and  one-half  of  normal, 
headache  and  somnolence.  This  case,  if  correctly  reported, 
presented  therefore,  the  essential  diagnostic  features  of  tumor 
of  the  pituitary  body. 


INTERESTING    HYSTERICAL    PHENOMENA— A    TRANSFER 

OF  TACTILE  TO  VISUAL  SENSATIONS.* 

Bv  Frank  R.  Fry,  M.D.,  St.  Louis,  Mo. 

The  subject  in  whom  the  following  experiments  were  pro- 
duced was  a  hysterical  girl,  aged  14  years.  I  shall  not  go  into 
the  particulars  of  her  case  at  this  time  except  to  enumerate  a 
few  data  in  order  to  give  an  idea  of  the  character  of  the  subject 
and  her  condition.  Before  the  time  that  my  examinations  were 
made,  January,  February  and  March,  1898,  she  had  been  under 
the  observation  of  Dr.  Geo.  M.  Tuttle,  who  felt  secure  in  a 
diagnosis  of  ulcer  of  the  stomach  on  account  of  hemorrhage, 
pains,  etc.,  in  fact,  typical  symptoms  with  subsequent  exhaus- 
tion. In  this  exhausted  condition  she  had  repeated  attacks  of 
delirium,  alternating  with  more  quiet  hallucinatory  states. 
She  had  frequently  hemiopic  hallucination  and  monocular  di- 
plopia. Soon  after  coming  under  my  observation  there  ap- 
peared a  complete  anesthesia  and  paralysis  of  the  whole  right 
side.  She  was  anesthetic  to  touch,  temperature  and  pain  tests 
made  in  the  usual  way. 

Knowing  of  the  Binet  experiments  I  had  no  difficulty  in  "re- 
producing them  in  this  girl.  I  directed  her  to  look  at  the  wall 
(a  plain  white  surface)  on  the  left  side  of  her  bed  and  to  tell  me 
what  kind  of  objects  she  would  see  there.  I  then  traced  on  the 
anesthetic  (right)  arm  and  forearm  various  simple  geomet- 
ric figures:  triangles,  squares,  circles,  etc.  She  saw  them 
distinctly  on  the  wall,  naming  them  without  hesitation  from  the 
first.  Letters  and  numerals  carefully  traced  were  recognized  in 
the  same  way.  The  tracings  were  lightly  made  with  the  finger- 
nail or  an  ordinary  lead  pencil  not  much  sharpened.  When 
directed  to  look  at  a  colored  screen  during  the  tracing  she  al- 
ways saw  the  figures  surrounded  by  the  color  complementary 
to  the  one  before  her,  *.  e.,  while  looking  at  the  blue  screen  she 
saw  the  figures  in  a  red  field  and  vice  versa.  Only  blue  and 
red  screens  were  used,  but  other  tests  revealed  a  perversion  of 
color  perception. 

*  Read  by  title  at  the  twenty-fifth  annual  meeting  of  the  American 
Neurological  Association,  June  14  and  15,  1899. 
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Simple  objects  placed  in  the  hand  (the  anesthetic  hand),  and 
the  hand  closed  upon  them,  were  seen  upon  the  screen,  e.  g., 
an  opened  match  box.  A  silver  dollar  was  recognized  as  a 
disk.  A  handkerchief  was  tied  about  the  wrist.  She  imme- 
diately announced  on  the  screen  "a  dark  arm  and  hand  with  a 
dark  cloth  tied  around  it."  Other  tests  quite  as  interesting 
were  made.  But  I  have  related  enough  to  draw  attention  to 
an  interesting  hysterical  phenomenon,  namely,  that  while  the 
subject  could  not  recognize  in  the  ordinary  way  certain  sen- 
sory impressions  (tactile),  she  could  interpret  them  by  the  aid 
of  another  sensory  function  (visual).  The  experiment  of  trans- 
ferring by  suggestion  a  hysterical  anesthesia  from  one  area  to 
another  is  a  familiar  one.  What  I  have  just  described  is  sim- 
ilar, and  I  have  implied  as  much  in  my  title,  but  it  is  not  exactly 
parallel.  In  the  latter  case  a  more  complicated  psychic  pro- 
cess takes  place. 

I  saw  my  friend,  Dr.  Henry  Hermann,  of  St.  Louis,  pro- 
ducing these  phenomena  ten  years  ago  in  a  girl  of  about  the 
same  age  as  my  patient.  In  the  St.  Louis  Polyclinic,  August, 
1889,  he  made  an  extract  from  certain  observations  of  Dr.  Al- 
fred Binet,  of  Paris,  who  had  studied  the  phenomena  in  twelve 
subjects.  I  do  not  believe  the  matter  has  been  much  noticed, 
otherwise  there  would  have  been  more  reference  to  something 
so  interesting  and  instructive  as  this  is.  It  has  seemed  to  be 
a  difficult  matter  to  explain  well  the  difference  between  hyster- 
ical and  organic  anesthesia.  Some  authors  after  considerable 
detail  of  description  fail  to  convey  an  idea  of  what  may  be  con- 
sidered the  essential  points  of  this  difference.  The  above 
seem  to  me  to  be  tangible  data  bearing  on  the  subject.  The 
object  of  this  paper,  however,  is  not  to  discuss  the  phenomena, 
but  to  prompt  others  to  reproduce  them  in  suitable  subjects 
and  thereby  verify  them. 

It  may  not  be  out  of  place  to  state  that  great  care  was  used 
in  conducting  these  experiments.  The  nurse  was  carefully 
cautioned;  and  only  she  and  persons  who  understood  the 
■necessity  of  caution  were  admitted  to  the  room  when  the  ex- 
aminations were  being  made.  Our  patient  never  knew  at  any 
time  that  the  tracings  were  made  upon  the  arm,  or  that  this 
member  was  used  in  any  way  in  the  process.     She  was  curious 
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to  understand  how  the  pictures  were  produced.  She  con- 
stantly besought  the  nurse  for  an  explanation,  who  finally  told 
her  that  a  small  magic  lantern  was  used  for  the  purpose.  She 
then  frequently  asked  me  when  I  would  allow  her  to  see  the 
lantern.  She  was  an  intelligent  and  tractable  child,  a  very 
good  subject  for  this  kind  of  work. 

Drs.  H.  Hermann,  Given  Campbell  and  M.  A.  Bliss,  all  fa- 
miliar with  neurological  work,  witnessed  the  examinations. 
Subsequently  the  patient  was  under  the  care  of  Dr.  E.  C.  Runge 
at  the  City  Insane  Asylum.  Her  case  furnished  many  inter- 
esting features  which  I  hope  will  be  discussed  by  him  at  some 
future  time. 


149.  UN     CAS     DE     TREMBLEMENT     SEGMENTAIRE     DANS    LA     SCLEROSE     EN 

plaques   (A   Case  of  Limited   Tremor    in   Multiple   Sclerosis). 
Grasset  (Revue  Neurologique,  7,  1899,  p.  270). 

In  this  case  of  a  woman  of  forty  years  of  age  in  whom  there  was 
an  undoubted  multiple  sclerosis,  with  spastic  gait,  scanning  speech  and 
intention  tremor,  there  existed  an  intention  tremor  of  the  right  upper 
extremity.  It  presented  all  of  the  characteristics  of  an  intention  tremor 
of  this  disease,  except  that  it  was  limited  to  the  movements  of  the 
fingers  on  the  hand  and  the  hand  on  the  upper  arm.  It  appeared  in 
its  characteristic  manner  when  the  classical  effort  to  drink  water  was 
attempted,  "^^e  fingers  and  wrist  showed  the  changes  in  motion, 
spilling  the  water,  but  the  upper  arm  and  body  were  perfectly  quiet, 
though  normally  having  some  amount  of  tremor.  Jelliffe. 

150.  Due  casi  d'idiozia  mixedematosa  (Two  Cases  of  Myxedematous 
Idiocy).  E.  Tanzi  (Rivista  di  Patologia  nervosa  e  mentale,  4, 
1899,  p.  145)- 

The  author  here  describes  and  figures  in  a  very  satisfactory  manner 
two  very  interesting  cases  of  myxedematous  idiocy.  One  was  in  the 
person  of  a  girl  of  fifteen  years  of  age,  the  other  in  a  male  of  twenty- 
two.  Both  of  them  presented  the  characteristic  cutaneous  dystrophies, 
with  arrest  of  development,  skeletal,  sexual  and  mental.      Jelliffe. 
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ABSTRACT. 

The  study  of  the  group  arrangement  of  the  nerve  cells  of 
the  spinal  cord  has  been  a  rather  neglected  subject.  This 
refers  quite  especially  to  the  sacral  region,  and  yet  this  part  of 
the  spinal  cord  presents  so  striking  peculiarities  in  the  group- 
ing of  its  nerve  cells  that  it  is  strange  that  so  little  attention 
has  been  paid  to  them.  Of  the  few  authors  who  have  con- 
tributed to  this  subject  Waldeyer1  takes  an  important  place. 
In  his  classical  work  on  the  spinal  cord  of  the  gorilla  he  refers 
extensively  to  the  distribution  of  the  cell  groups  in  the  sacral 
region,  but  he  says  nothing  in  regard  to  their  functions.  Re- 
cently Muller  in  a  monograph  issued  from  Strumpell's  clinic2 
.has  given  suggestions  concerning  the  function  of  a  certain  cell 
column  ("vegetative  cell  column")  in  the  middle  sacral  region, 
-which  suggestions  partly  coincide  with  those  to  b&*>rought  out 
in  this  paper.  However,  he  touches  upon  this  point  more  as  upon 
a  side  issue  and  not  in  a  sufficiently  exhaustive  manner.  Of 
recent  authors  I  further  mention  Van  Gehuchten  and  de  Buck,3 
and  Sano,4  who  from  a  study  of  the  chromatolytic  changes  oc- 
curring in  anterior  horn  cells  of  the  lumbar  and  sacral  regions 
after  amputations,  have  formulated  definite  conclusions  regard- 
ing the  functions  of  certain  cell  groups  of  the  lumbo-sacral 
region.  I  shall  have  occasion  later  on  to  return  to  this  point, 
and  shall  now  give  briefly  the  results  of  my  researches  which 
were  conducted  at  the  Pathological  Institute  of  the  N.  Y.  State 

*  Read  before  the  American  Neurological  Association,  June  15, 
1899. 

'Waldeyer:  "Das  Gorillariickenmark."  Abhandlungen  der  Berliner 
Academie.  1886. 

2  Muller:  Deutsche  Zeitsch.  fur  Nervenheilkunde,  1898,  Vol.  14, 
p.  1. 

3Van  Gehuchten  and  de  Buck:  Journal  de  neurologie  et  d'hyp- 
r.ologie,  1898,  p.  94- 

"Sano:  Journal  de  neurologie  et  d'hypnologie.  1897,  pp.  253  and  274. 
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Hospitals,  and  a  more  extensive  report  of  which  will  appear  in 
the  Archives  of  Neurology  and  Psycho  pathology. 

First  some  remarks  regarding  the  gross  structure  of  the 
gray  matter  of  the  sacral  region : 

In  studying  the  sacral  portion  of  the  spinal  cord  from 
above  downwards,  we  find  that  at  the  level  of  the  second 
sacral  segment  the  configuration  of  the  gray  matter  undergoes 
rapid  and  marked  changes,  to  which  Waldeyer1  has  already 
•called  attention.    They  consist : 

I.  In  a  remarkable  widening,  in  dorso-ventral  direction,  of 
the  gray  commissure  in  general,  and  of  that  part  of  it  in  par- 
ticular which  lies  dorsad  of  the  central  canal.  This  latter  con- 
dition, namely,  the  widening  of  the  retrocentral  part  of  the 
commissure  is  due  to 

II.  A  coalescence  of  the  bases  of  the  posterior  horns', 
therefore  the  non-united  remainder  of  each  posterior  horn  ap- 
pears very  short,  consisting  only  of  the  head  and  a  small  neck. 

III.  A  very  marked  reduction  in  the  size  of  the  anterior 
horns,  chiefly  in  dorso-ventral  direction. 

IV.  Widening  of  the  central  canal  in  dorso-ventral  direc- 
tion, so  that  on  the  transverse  section  it  appears  as  a  long  fis- 
sure directed  dorso-ventrally. 

The  morphological  transformations  of  the  gray  matter  oc- 
curring in  the  conus  terminalis  need  not  be  dwelt  upon. 
Another  point,  however,  needs  mentioning.  No  actual  lateral- 
horn  formation  is  found  in  the  sacral  region  of  the  cord.  The 
marked  projection  which  is  seen  at  certain  levels,  in  a  position 
corresponding  to  the  lateral  horn,  is  not  homologous  to  the 
lateral  horn  of  the  dorsal  levels;  for  it  is  occupied  by  a  group 
of  large  cells  of  the  characteristic  anterior-horn  type,  while  the 
lateral  horn  of  the  dorsal  levels  contains  a  group  of  small  cells 
known  as  the  lateral-horn  group  or  tractus  intermedio-lateralis. 
But  although  an  actual  lateral-horn  formation  is  absent  in  the 
sacral  portion  of  the  cord,  this  region  contains  nevertheless  a 
group  homologous  to  the  lateral-horn  group  or  tractus  inter- 
medio-lateralis of  the  dorsal  region.  (But  of  this  later.)  In 
concluding,  it  is  interesting  to  remark  that  owing  to  the  mor- 
phological transformation  mentioned,  the  configuration  of  the 
gray  matter  of  the  first  sacral  segment  resembles  much  more 
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that  of  the  fifth  lumbar  than  that  of  the  second  and  other  sacral 
segments.  This  relationship,  in  considerable  degree,  holds 
true  also  for  the  cell  groups  of  this  region,  and  one  comes  to- 
the  conclusion  that  structurally  the  first  sacral  segment  belongs- 

ANTERIOR-HORN  GROUPS  OF   THE    I.UMBAR  AND  SACRAL  REGIONS  OF  THE 
HUMAN    SPINAL   CORD. 
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Fig.  i.  The  above  table  represents  the  distribution  and  relative 
size  of  the  anterior-horn  groups  of  nerve  cells  in  the  various  segments 
of  the  lumbar  and  sacral  regions.  The  sizes  given  are  not  based' 
on  a  count  of  the  nerve  cells,  but  only  on  a  rough  estimate  from 
serial  study. 

more  properly  to  the  lumbar  than  to  the  sacral  portion  of  the 
spinal  cord. 
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Arrangement  of  the  cell  groups  of  the  sacral  region  : 

The  cell  groups  of  the  sacral  region  may  be  conveniently 

classified  into  (1)  Anterior-horn  group's  and  (2)  groups  or  cells 

which  are  not  of  the  anterior-horn  type. 

1.  The  anterior-horn  groups. 

The  adjoining  diagram  gives  an  idea  of  the  anterior-horn 
groups  found  in  the  sacral  region,  showing  approximately 
their  relative  size  at  the  various  sacral  levels  and  their  extent 
in  cephalo-caudal  direction. 

Some  explanatory  remarks  may  be  desirable  regarding  the 
post-postero-lateral  group.  At  the  level  of  the  first  sacral  seg- 
ment three  lateral  anterior-horn  groups  are  found:  the  antero- 
lateral, the  postero-lateral  and  the  post-postero-lateral. 
At  the  level  of  the  second  sacral  segment  the  antero-lateral 
group  disappears  and  the  group  "X"  arises  in  its  place,  moving 
slightly  mesiad.  The  postero-lateral  group  grows  smaller, 
moves  forward  and  becomes  de  facto  antero-lateral.  The  post- 
postero-lateral  group  becomes  situated  dorsad  of  the  postero- 
lateral group,  thus  being  actually  postero-lateral  in  its  position. 

While  the  antero-lateral,  the  postero-lateral  and  the  post- 
postero-lateral  groups  consist  of  large  multipolar  cells,  the 
elements  constituting  the  group  "X,"  although  also  multipolar, 
are  characterized  by  their  relatively  small  size  and  their  rather 
densely  packed  arrangement. 

2.  Groups  or  cells  which  are  not  of  the  anterior-horn  type. 

(a)  Scattered  large  cells  at  or  near  the  base  of  the  pos- 
terior horn. 

(b)  A  cell  formation  which  I  propose  to  call  the  vege- 
tative cell  column  (See  Fig.  II),  and  which  can  be  subdivided 
into  a  lateral  and  central  division.  The  lateral  division  may  often 
be  divided  into  a  dorsal  and  a  ventral  part.  The  lateral  di- 
vision of  the  vegetative  cell  column  corresponds  apparently  to 
the  tractus  intermedio-lateralis.  The  central  division  is  prob- 
ably identical  with  the  paracentral  group  which  Dr.  Joseph 
Collins  and  I  described  in  a  monograph  on  the  representation 
of  the  sympathetic  nerve  in  the  spinal  cord  and  medulla  ob- 
longata, which  will  be  published  in  the  Archives  of  Neurology 
and  Psycho  pathology,  and  an  abstract  of  which  has  appeared 
in  the  Journal  of  Nervous  and  Mental  Disease,  1898,  p. 
661. 
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The  arrangement  of  the  cell  groups  is  so  different  in  the 
various  segments  of  the  sacral  portion  of  the  cord  that  study 
of  a  number  of  consecutive  transverse  sections  will  reveal 
rather  exactly  the  level  or  segment  from  which  they  are  taken, 
especially  when  the  gross  configuration  of  the  gray  matter  is 
taken  also  into  consideration. 

The  first  sacral  segment,  as  compared  with  those  below,  is 
characterized  by  the  shape  of  the  gray  matter,  which  resembles 
much  more  that  of  the  fifth  lumbar  than  that  of  the  second  and 
other  sacral  segments,  especially  with  reference  to  the  small 


Fig.  ii.  Third  sacral  segment,  showing  the  vegetative  cell  column 
(veget.)  in  its  three  divisions:  the  dorso-lateral  (a),  the  ventro-lateral 
(b)  and  the  central  (c). 

depth  (dorso-ventrad)  of  the  gray  commissure  and  the  circular 
or  only  slightly  oval  shape  of  the  central  canal ;  furthermore, 
by  the  presence  of  the  three  lateral  groups  (antero-lateral,  pos- 
tero-lateral  and  post-postero-lateral),  although  the  pQSt- 
postero-lateral  group  is  represented  by  few  cells  only.  There 
is  further  almost  complete  absence  of  a  mesial  cell  group. 
The  second  sacral  segment  is  characterized  by  the  presence 
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of  the  group  "X"  which  is  almost  typical  for  this  segment, 
although  it  extends  slightly  also  into  the  distal  part  of  the  first 
and  the  proximal  part  of  the  third  sacral.  The  distal  part  of 
the  second  sacral  segment  is  recognized  by  the  appearance  of 
an  antero-mesial  group  which  is  absent  in  the  proximal  part. 

The  third  sacral  segment  shows  off  by  the  presence  of  two 
mesial  groups,  namely,  an  antero-mesial  and  a  postero-mesial, 
and  by  the  marked  and  typical  development  of  the  vegetative 
cell  column,  especially  of  its  central  division. 

In  the  fourth  sacral  segment  the  anterior-horn  groups  are 
practically  gone,  the  mesial  ones,  and  especially  the  postero- 
mesial  group  being  the  last  one  found.  The  anterior  horn  is 
beset  with  a  great  quantity  of  small  cells.  The  lateral  division 
of  the  vegetative  cell  column  is  still  rather  well  developed, 
contains  a  considerable  number  of  larger  cells,  and  shows  a 
tendency  of  extending  all  along  the  lateral  border  of  the  neck 
and  head  of  the  posterior  horn. 

In  the  fifth  sacral  segment  it  is  chiefly  the  shape  and  size 
of  the  gray  matter  that  distinguishes  it  from  the  fourth  sacral, 
the  anterior  horn  having  become  very  short.  Still  further 
■caudad  the  gray  matter  changes  its  aspect  altogether. 

Suggestions  regarding  the  functions  of  the  cell  groups  in 
the  sacral  region  of  the  spinal  cord. 

I  give  here  only  the  conclusions  arrived  at : 

(1)  Function  of  the  antero-lateral,  postero-lateral  and 
post-postero-lateral  groups :  These  three  groups  are  evidently 
presiding  over  the  muscles  of  the  lower  extremities,  to  judge 
from  analogy  with  the  cervical  region,  and  from  the  researches 
of  Van  Gehuchten  and  de  Buck,3  and  Sano.4 

(2)  The  antero-mesial  groups  is  evidently  the  continu- 
ation of  Kaiser's5  nucleus  of  the  back  muscles  which,  he  finds, 
extends  as  a  mesial  column  throughout  the  length  of  the  spinal 
-cord. 

(3)  The  postero-mesial  group  is  probably  the  nucleus  for 
the  perineal  muscles,  and  probably  the  center  for  the  spincters 
ani  et  vesicae  forms  part  of  this  nucleus. 

(4)  The  group  "X"  possibly,  or  even  probably,  is  a  center 

"Kaiser,  O.:  "Die  Funktionen  der  Ganglienzellen  des  Halsmarkes." 
Prize  essay,  Hague,  1891. 
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for  some  of  the  striated  muscles  which  co-operate  in  the  acts- 
of  erection  and  ejaculation,  especially  the  ischio-cavernosus 
or  the  erector  clitoridis,  and  the  bulbo-cavernosus  or  the 
sphincter  vaginae  muscles. 

(5)  The  cell  column  "veget"  or  vegetative  cell  column,  in 
conformity  with  its  strong  development  in  the  third  sacral  seg- 
ment, is  evidently  a  motor  and  vasomotor  representative  of  im- 
portant vegetative  functions  located  in  this  and  the  fourth 
sacral  segment,  to  the  extent  to  which  these  functions  are  per- 
formed by  means  of  non-striate  muscles,  namely :  the  function 
of  emptying  the  bladder  (detrusor  vesicas  muscle),  that  of 
erection  and  ejaculation,  of  emptying  the  rectum  and  (in  case 
of  pregnancy  for  instance)  probably  also  of  emptying  the 
uterus. 

Miiller's  article  appeared  after  my  researches  had  already  been 
completed  and  their  full  report  sent  in  for  publications. 


151.  Ueber  "springende  Pupillen"  in  einem  Falle  von  Cerebraler 
klnderlahmung,  nebst  einigen  bemerkungen  uber  die  prognos- 
tische  bedeutung  der  "  springen  den  pupillen  ''  bei  normaler 
Lichtreaction  (Concerning  "springende  Pupillen"  in  a  Case  of 
Infantile  Cerebral  Paralysis  with  Some  Remarks  on  the  Prognos- 
tic Value  of  "springende"  Pupillen"  Associated  with  Normal 
Light  Reaction).  W.  Koenig  (Deutsche  Zeitschrift  fur  Nerven- 
heil  kunde,  Vol.  15,  Nos.  1  and  2,  p.  122). 

By  "springende  Pupillen"  is  meant  a  condition  in  which  mydriasis 
is  seen  first  in  one  eye,  then  in  the  other,  so  that  the  relative  width  of 
the  two  pupils  varies  frequently.  Koenig  has  observed  this  condition 
in  a  case  of  infantile  cerebral  paralysis,  the  first  case  of  the  kind  on 
record.  This  variation  in  the  width  of  the  pupil  has  been  regarded  as 
an  ill  omen;  Koenig  thinks: 

1.  It  is  rare,  but  occurs  with  pupils  reacting  normally  as  well  as 
pathologically. 

2.  It  has  been  observed  chiefly  in  organic  diseases  of  the  central 
nervous  system,  more  rarely  in  functional  diseases  of  this  system,  and 
very  seldom  in  perfect  health. 

3.  It  is  of  prognostic  value  only  when  the  reaction  of  the  pupil  is 
normal. 

4.  It  is  not  necessarily  a  bad  omen  when  the  pupillary  reaction  is 
normal  and  no  signs  of  organic  nervous  disease  are  present.  It  may, 
however,  be  an  early  sign  of  paretic  dementia. 

5.  Differences  in  the  intensity  of  reaction  of  the  pupils,  especially 
unilateral  rigidity  of  the  pupil,  may  lead  to  a  mistaken  diagnosis  of 
"springende  Pupillen."  Spiller. 
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April  24,  1899. 
The  President,  Dr.  James  Hendrie  Lloyd,  in  the  chair. 

A  CASE  OF    FRIEDREICH'S  ATAXIA. 

Dr.  Elizabeth  L.  Peck  presented  a  girl  of  seventeen  years 
with  this  disease.  The  father  was  healthy.  She  had  two 
brothers,  one  older  and  one  younger  than  herself,  both  well. 
The  mother  suffered  from  the  same  trouble  as  the  patient,  and 
was  helpless  two  years  before  death,  which  occurred  eight 
years  ago.  Mother's  sister  also  suffered  from  the  same  affec- 
tion. 

The  patient  thought  she  had  always  had  some  difficulty  in 
walking,  though  she  remembered  that  she  could  run  and  jump 
rope,  and  that  she  went  to  school  until  after  she  was  fourteen, 
and  stood  fairly  in  her  classes.  She  had  great  difficulty  in 
learning  to  write.  Had  never  had  any  serious  illness.  For 
the  last  two  years  she  had  had  great  difficulty  in  walking  and 
in  holding  articles.  Her  gait  was  remarkably  ataxic,  and 
movements  of  her  head  and  body  were  seen  even  while  she  was 
sitting.  The  tongue  was  tremulous.  No  changes  in  the 
pupillary  reactions  and  no  nystagmus  were  noticed.  The 
speech  was  rather  slow.  The  knee-jerk  and  tendo-Achillis 
jerk  were  absent,  and  the  foot  showed  the  hollow  instep  and 
hyperextension  of  the  toes  characteristic  of  the  disease.  No 
spinal  curvature,  no  lancinating  pains,  no  involvement  of  the 
sphincters,  and  no  disturbance  of  sensibility  were  present  in 
this  case. 

Dr.  H.  F.  Hansell  and  Dr.  W.  G.  Spiller  presented  a  tabetic 
patient  with  bilateral  ptosis.  Bilateral  ptosis  is  not  of  very 
common  occurrence  in  tabes,  although  it  is  well  known.  This 
was  one  of  two  cases  of  tabes  with  bilateral  ptosis  at  that  time 
in  the  Polyclinic  Hospital. 

Dr.  C.  K.  Mills  presented  a  case  of  anomia. 

A  CASE  OF  MERCURIAL  POISONING. 

Dr.  J.  K.  Mitchell  presented  a  man  of  German  origin,  born 
in  Philadelphia,  aged  36,  watchcase  engraver,  who  was  admit- 
ted to  the  Orthopedic  Hospital,  March  7,  1897,  with  the  fol- 
lowing history: 

In  the  month  of  October,  1896,  the  patient,  suspecting  that 
he  had  pediculosis,  used  a  vigorous  inunction  of  mercurial 
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ointment,  rubbing  in  two  ounces  of  the  salve.  The  next  day, 
not  satisfied  with  this,  he  used  two  ounces  more.  Within 
twenty-four  hours  he  was  seized  with  violent  intestinal  pain 
and  furious  diarrhea,  followed  by  vomiting.  The  digestive 
disturbance  continued  for  some  days.  In  the  course  of  the 
succeeding  five  weeks  he  lost  about  fifty  pounds  in  weight. 
Numbness  in  the  hands  and  feet  began  about  two  weeks  after 
the  inunction,  and  was  isoon  followed  by  violent  pain  in  the 
forearms  and  lower  limbs  of  shooting,  stabbing,  lightning-like 
character,  with  only  the  shortest  interval  between.  The  pa- 
tient said  that  for  many  weeks  he  was  scarcely  ever  ten  seconds 
without  pain.  Pain  was  still  great  when  he  was  admitted  to 
the  hospital.  There  was  at  no  time  any  affection  of  the  mouth 
or  gums.  About  three  weeks  after  the  inunction  he  noticed 
some  weakness  in  the  hands,  and  very  soon  afterwards  in  the 
lower  legs.  This  increased  until  there  was  complete  paralysis 
of  all  four  extremities,  with  wrist-drop  and  ankle-drop.  In  this 
condition  he  remained  for  about  three  months  before  he  was 
admitted  to  the  Orthopedic  Hospital. 

When  first  seen  there  his  forearms  were  much  wasted  and 
the  fingers  a  little  contracted,  and  the  whole  hand  very  much 
atrophied.  He  was  unable  to  oppose  the  thumb  to  the  little 
finger,  though  he  could  bend  it  part  way,  and  his  grasp  was  ex- 
ceedingly feeble.  There  was  slight  tenderness  over  the  nerve 
trunks  in  the  forearms,  not  extending  much  above  the  elbow. 
A  similar  condition  was  present  in  the  legs.  He  could  not 
flex  the  foot  at  all  upon  the  leg,  and  was  wholly  unable  to 
stand,  the  muscles  up  to  the  knee  sharing  in  the  atrophy. 

When  he  related  the  above  history  he  was  closely  ques- 
tioned as  to  the  possibility  of  any  other  form  of  toxic  influence 
than  that  of  mercury.  His  work  occupied  him  only  with  the 
engraving  of  gold  watch  cases,  and  he  was  a  man  of  excellent 
character  and  habits,  never  given  to  constant  or  excessive  use 
of  alcohol,  or  to  any  other  form  of  undue  indulgence.  His 
hair  was  falling  rapidly  when  admitted  and  he  lost  a  great  por- 
tion of  it,  though  some  of  it  came  back  afterwards.  At  the 
same  time  there  developed  a  mark  upon  the  upper  part  of  the 
forehead  running  diagonally  from  the  middle  of  one  temple  to 
the  upper  part  of  the  other,  and  including  the  forehead  down 
to  the  eyebrows  in  a  faint,  but  decided  brownish  stain,  like 
chloasma,  which  was  very  conspicuous  upon  his  fair  skin. 

His  improvement  was  very  slow,  but  quite  constant,  under 
daily  massage,  faradism  to  the  enfeebled  muscles,  and  later,  al- 
ternating applications  of  hot  and  cold  water  to  the  extremities. 

He  has  completely  recovered,  with  the  exception  of  slight 
weakness  in  the  anterior  tibial  muscles,  rather  more  marked 
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on  the  left  side  than  on  the  right.  The  strength  of  the  arms 
is  perfect  in  all  muscles,  and  his  control  of  the  hands  good 
enough  for  him  to  take  up  massage  as  a  profession,  from 
the  interest  which  he  acquired  in  it  at  the  hospital,  and  he  is 
doing  excellent  daily  work  in  that  line. 

The  interest  of  the  case  lies  in  the  mode  of  infection,  in  the 
absence  of  the  classical  stomatitis  of  mercurial  poisoning,  and 
in  the  completeness  of  his  recovery  from  the  toxic  neuritis. 

Dr.  F.  X.  Dercum  said  that  it  was  remarkable  that  there  had  been 
no  salivation.  This  was  contrary  to  all  experience  with  mercurial  poi- 
soning by  inunction.  The  pigmentation  was  also  an  unusual  feature. 
Pigmentation  is  noted  in  poisoning  by  other  metals,  especially  in  the 
case  of  arsenic,  but  in  the  latter  instance  it  is  not  as  evenly  diffused 
or  as  sharply  delimited. 

A  CASE  OF  TETANY. 

Dr.  Elizabeth  R.  Bundy  presented  an  Italian  woman,  32 
years  of  age,  who  had  three  children  and  had  been  ten 
years  in  America.  Seven  years  ago  the  first  attack  of  tetany 
occurred  while  she  was  nursing  her  first  child.  Several  at- 
tacks have  occurred  since,  light  in  character,  always  in  the 
spring,  and  more  noticeable  during  lactation.  The  spasms  were 
always  confined  to  one  or  both  upper  extremities.  The  present 
attack  had  been  of  three  months'  duration,  and  was  the  most 
severe  of  all  the  attacks.  Trousseau's,  Chvostek's,  Erb's  and 
Hoffmann's  sign  were  present.  The  case  was  a  typical  one. 
This  was  the  second  case  of  tetany  from  the  Polyclinic  Hos- 
pital that  Dr.  Bundy  had  presented  before  the  society  within  a 
short  time. 

The  President  remarked  that  three  years  ago  he  had  reported  to 
the  society  a  case  of  marked  tetany  in  an  Italian  who  had  been  in  this 
country  two  years.  The  symptoms  of  tetany  were  exaggerated  and 
Trousseau's  sign  was  brought  on  by  pressure  on  the  nerve  trunks  of 
the  arm.  There  was  distinct  spasm  of  the  facial  muscles  on  tapping 
the  facial  nerve.  The  man  died  not  long  afterwards  with  obscure 
febrile  symptoms,  which  did  not  seem  to  have  any  connection  with 
tetany. 

A  CASE  OF  HYSTERICAL  TREMOR. 

Dr.  Charles  W.  Burr  presented  a  patient  with  hysterical 
tremor.  She  was  a  single  woman,  about  30  years  old.  The 
family  and  personal  histories  were  negative.  When  about  13 
years  old  she  began  to  complain  of  queer  feelings  in  the 
back,  like  water  trickling  under  the  skin,  coming  on  only  dur- 
ing emotional  excitement.  Three  years  later  the  right  arm 
began  to  twitch,  two  years  after  that  the  head,  and  finally  the 
entire  body  became  involved.      In  1894  an  operation  was  per- 
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formed  upon  both  sides  of  the  neck.  Judging  from  the  position 
of  the  scars,  it  is  probable  that  the  spinal  accessory  nerves  were 
cut.      The  operation  was  not  followed  by  any  relief. 

She  was  a  fairly  well  nourished,  healthy-looking  woman. 
When  she  was  alone  or  with  people  whom  she  knew  well  she 
•did  not  suffer  in  any  way  or  present  any  evidence  of  the  re- 
markable tremor  which  developed  under  the  least  excitement. 
She  could  do  kitchen  work  without  difficulty,  but  if  the  bell 
rang,  or  if  she  was  suddenly  called,  or  some  one  approached 
unexpectedly,  she  immediately  began  to  shake  from  head  to 
foot.  The  movements  were  jerking  and  violent.  The  en- 
deavor to  overcome  them  while  walking  gave  her  a  curious, 
stiff  gait.  At  times  one  leg  flew  out  and  she  fell  to  the  floor. 
Speech  was  jerky  and  tremulous.  She  presented  no  other  evi- 
dence of  disease.  Sensibility  was  normal  to  all  forms  of  stim- 
uli. The  deep  and  superficial  reflexes  were  normal.  The 
ocular  examination  made  by  Dr.  Charles  A.  Oliver  showed 
nothing  abnormal.  Muscular  strength  was  good,  and  there 
were  no  palsies.  The  urine  did  not  contain  albumin,  casts,  or 
sugar.  The  thoracic  and  abdominal  organs  were  normal.  In- 
telligence was  fair,  and  the  patient  presented  no  other  sign  of 
emotionalism  save  that  excitement  caused  the  attacks  of 
tremor. 

Though  she  presented  no  other  stigma  of  hysteria,  Dr. 
Burr  was  forced  to  the  diagnosis  of  hysteria  by  exclusion.  She 
had  none  of  the  other  symptoms  that  accompany  the  other  dis- 
eases in  which  violent  jerking  movements  occur.  The  one 
point  against  hysteria  was  the  entire  absence  of  other  stigmata, 
but  monosymptomatic  hysteria  does  occur,  and  it  is  possible 
that  if  we  knew  her  entire  history  we  would  find  that  she  had 
had  at  some  time  anesthesia,  or  palsy,  or  convulsive  attacks. 

Dr.  J.  W.  McConnell  said  that  he  recalled  the  case  of  a  young 
woman,  a  private  patient  of  Dr.  Mills,  in  which  there_  was  general 
tremor  more  marked  in  the  lower  extremities,  and  coming  on  under 
similar  circumstances.  She  recovered  perfectly.  He  had  since  seen 
her  several  times  riding  in  the  park  on  a  bicycle. 

Drs.  Musser  and  Sailer  reported  five  cases,  three  of  infec- 
tious disease  and  two  of  anemia,  that  presented  symptoms  or 
lesions  in  the  nervous  system.  The  first,  a  girl  of  15,  had  in- 
creased reflexes,  ankle-clonus,  intention  tremor,  and  nys- 
tagmus. At  the  autopsy  the  lesions  of  acute  septicemia  and 
infectious  nephritis  were  found.  The  nervous  system  was  not 
examined.  The  second  and  third  patients  had  typhoid  fever; 
both  had  exaggerated  tendon  reflexes  and  ankle-clonus.  A 
slight  tremor  was  present.  One  recovered,  and  developed  loss 
of  knee-jerks  and  Romberg's  symptom;  the  other  patient  died, 
and  changes  were  found  in  the  spinal  cord.     The  fourth  pa-" 
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tient  was  suffering-  from  severe  anemia,  with  marked  reduction 
in  the  hemoglobin.  The  tendon  reflexes  were  greatly  exag- 
gerated. There  were  ankle-clonus  and  slight  Romberg's  symp- 
tom, but  no  ataxia.  The  last  patient  had  had  profound  anemia 
of  eight  years'  duration,  following  smallpox.  Death  occurred 
as  a  result  of  erysipelas.  At  the  autopsy  small  myelitic  foci 
composed  of  a  central  mass  of  necrosis  with  round  cell  infil- 
tration were  found  in  the  gray  substance  of  the  spinal  cord. 

Dr.  J.  W.  McConnell  read  a  paper  with  the  title:  "Tran- 
sient Paralysis  as  an  Epileptic  Equivalent."    (See  p.  355.) 

A    CASE   OF   PARALYSIS    LIMITED    TO    THE    UPPER 
EXTREMITIES. 

Dr.  A.  Ferree  Witmer  reported  the  case  of  a  colored  man, 
28  years  of  age,  who  two  months  previous  to  the  exam- 
ination had  noticed  weakness  in  the  right  hand,  with  inability 
to  fully  flex  the  fingers  of  this  hand.  Wasting  in  the  right  arm 
was  observed  two  weeks  later.  One  month  after  the  apparent 
onset  of  the  trouble  the  patient  complained  of  severe  pain  in 
the  right  side  of  the  neck,  radiating  down  the  rig"ht  arm.  The 
severity  of  the  pain  at  that  time  prevented  sleep.  Three  weeks 
later  wasting  began  in  the  left  arm.  No  pain  was  ever  felt  in 
the  left  arm. 

Examination  showed  the  head  inclined  forward  and  to  the 
left.  Pupils  were  regular  and  active  for  light,  and  in  accom- 
modation. The  patient  could  shrug  the  shoulders  on  both 
sides,  but  the  pectoral  muscles  on  both  sides  were  very  weak; 
the  trapezius  stood  out  slightly,  possibly  also  the  rhom- 
boids. Decided  wasting  was  noticed  in  the  suprascapular 
region ;  less  in  the  infrascapular  region. 

Right  upper  extremity:  The  deltoid  was  very  weak  and 
greatly  atrophied,  and  the  patient  had  no  power  of  elevation 
of  the  arm.  The  flexion  at  elbow  was  only  at  an  angle  of  about 
120  degrees.  The  triceps  was  paralyzed,  and  supination  and 
pronation  of  the  forearm  were  abolished.  Some  power  of  ex- 
tension and  flexion  at  the  wrist  was  preserved,  but  little  of  ex- 
tension in  the  fingers.  Flexion  and  opposition  of  the  fingers 
were  practically  nil. 

Left  upper  extremity:  Paresis  differed  only  in  not  being* 
so  marked  as  in  right  extremity. 

The  electrical  examination  of  the  upper  limbs  with  the  con- 
tinued current  showed  no  serial  changes,  although  responses 
were  not  so  prompt  as  normally.  On  both  sides  the  flexor 
groups  were  more  active  than  the  extensors.  The  interrupted 
current  caused  some  contraction  of  all  the  muscles,  excepting 
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the  extensor  communis  digitorum.  No  tenderness  was  ob- 
served on  free  manipulation  of  the  arms.  The  sensation  to 
touch  was  normal.  The  knee-jerks  were  much  diminished, 
but  quite  perceptible  on  reinforcement.  No  ankle-clonus  and 
no  weakness  of  the  lower  limbs  were  noted. 

The  symptom-complex  in  this  patient  was  so  extraordinary 
that  the  affection  could  not  be  classified  under  any  of  the  ordi- 
nary types,  but  it  was  thought  by  Dr.  Witmer  to  be  an  ac- 
quired neuronal  degeneration  of  the  motor  type,  with  an  anom- 
alous condition  of  the  knee-jerk,  unless  it  were  assumed  that 
in  this  patient  the  knee-jerks  were  normally  greatly  dimin- 
ished. 

Dr.  William  G.  Spiller  said  that  the  case  had  been  sent  to  the 
clinic  for  nervous  diseases  at  the  Polyclinic  Hospital,  by  Dr.  S.  Solis 
Cohen.  It  might  properly  be  called  one  of  brachial  paraplegia.  It 
was  interesting  to  note  the  definition  of  paraplegia  as  given  by  some 
dictionaries.  Isolated  paralysis  of  the  lower  limbs  is  so  much  more 
common  than  isolated  paralysis  of  the  upper  that  the  word  paraplegia 
conveys  to  the  minds  of  many  the  thought  of  paralysis  in  the  lower 
limbs.  This  case  presented  almost  complete  paraplegia  of  the  upper 
limbs,  without  any  weakness  of  the  lower  limbs.  When  the  arm  was 
laid  on  a  table  the  patient  could  not  extend,  supinate  or  pronate  it. 

The  symptoms  began  with  weakness  in  the  right  upper  limb,  fol- 
lowed by  intense  pain,  and  after  a  few  weeks  by  weakness  in  the  left 
upper  limb.  Dr.  Spiller  thought  that  the  case  was  one  of  cervical 
pachymeningitis,  or  possibly  multiple  neuritis.  Involvement  of  the 
spinal  cord  could  probably  be  excluded,  and  the  disease  was  evidently 
one  of  the  peripheral  neurons. 

Dr.  Spiller  also  exhibited  some  slides  illustrative  of  spinal  pachy- 
meningitis. 
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152.  Nervenzellen  und  graue  Substanz  (Nerve  Cells  and  Gray- 
Matter).  Nissl  (Miinchener  medicinische  Wochenschrift,  1898, 
Nos.  31,  32,  and  33.) 

Alluding  to  his  most  recent  experiments  on  the  action  of  various 
poisons  upon  the  nerve  cells,  and  pointing  out  the  various  sources  of 
error,  the  author  takes  as  his  starting  point  a  disease  of  the  cells  of  the 
human  cortex,  which  he  says  he  has  best  studied,  and  which  he  calls 
the  "acute  cell  disease."  In  this  all  the  cells  of  the  cortex  are  affected, 
the  whole  cell  body  suffering,  and  the  changes  in  them  are  entirely 
characteristic.  These  changes  show  that  the  unstained  part  of  the  cell 
consists  not  only  of  fibrillary  substance,  but  also  of  something  else. 
This  acute  cell  disease  is  found  in  acute  cases  of  paresis,  in  various 
psychoses,  and  also  in  patients  dead  of  other  diseases,  who  prior  to 
death  have  been  delirious  or  somnolent. 

Recent  investigations  all  seem  to  show  that  the  functionally  active 
part  of  the  cell  is  that  left  unstained  in  Nissl's  method,  and  through  the 
masterly  researches  of  Apathy,  and  of  Bethe,  this  has  acquired  the 
greatest  importance.  "The  quintessence  of  the  newer  investigations 
consists  in  the  fact  that  the  nervous  tissue  can  no  longer  be  considered 
as  a  community  of  countless  nerve  cell  individuals,  which  posoess,  so 
to  say,  some  a  greater,  others  a  smaller,  radius  of  action,  but  we  must 
regard  it  as  composed  of  nerve  cells,  and  a  specific  nervous  substance, 
namely,  the  fibrillary  substance." 

This  is  a  living  substance,  a  specially  differentiated  nerve  cell  pro- 
toplasm in  itshighest  development,  and  appears  to  be  directly  concerned 
in  carrying  on  nervous  functions.  The  conducting  element  is  undoubt- 
edly the  primitive  fibrils.  The  neuron  conception,  the  author  thinks,  is 
hardly  reconcilable  with  the  recent  advances  in  knowledge  of  the  histo- 
pathology  of  the  nervous  system,  since  it  was  originally  based  upon  the 
Golgi  method,  and  we  do  not  know  to-day  just  to  what  tissues  the 
blackening  by  this  is  limited.  He  next  proceeds  to  discuss  the  gray 
matter  in  its  histological  constitution,  and  points  out  that  the  usual 
view,  that  it  is  a  part  of  the  nervous  system,  in  which  nerve  cells  and 
neuroglia  cells  and  fibers  predominate,  does  not  explain  all  its  pecu- 
liarities, since  in  some  parts  of  the  gray  matter  cells  are  very  few  in 
number,  while  again,  the  white  matter  in  certain  regions  contains  a 
good  many  cells.  The  criterion  for  the  distinction  between  gray  and 
white  matter  he  finds  not  in  the  relative  abundance  of  nerve  cells  and 
nerve  fibers,  but  in  the  presence  or  absence  between  the  cells,  fibers  and 
vessels,  of  a  peculiar  molecular  substance  which  gives  the  gray  color. 
This  substance,  he  thinks,  must  be  regarded  as  an  active  factor  in  the 
mechanism  of  the  nervous  system,  and  probably  is  made  up  largely  of 
the  fibrillary  substance  already  mentioned,  though  positive  proof  of  this 
has  not  yet  been  secured.  Certain  it  is,  that  in  the  functionally  highest 
parts  of  the  nervous  system  there  is,  along  with  the  nerve  cells,  some- 
thing which  is  made  up  neither  of  neuroglia  nor  of  the  sum  of  the 
processes  of  nerve  cells.  To  show  this  the  author  gives  pictures  of 
sections  taken  from  as  near  as  possible  corresponding  portions  of  the 
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cortex  in  the  posterior  part  of  the  motor  region,  in  man,  the  dog  and 
the  mole.  In  these  it  appears  that  in  the  second  and  third  Meynert's 
layers  there  is  a  difference  in  the  proportion  of  cells  and  intercellular 
substance,  the  former  being  less,  the  latter  being  more  abundant,  the 
higher  in  the  scale  of  intelligence  we  rise.  The  author  has  always 
claimed,  in  opposition  to  many  authorities,  that  there  is  a  difference  in 
structure  in  the  nerve  cells  from  functionally  different  portions  of  the 
nervous  system.  The  specific  nervous  substance  is  in  very  close  rela- 
tionship with  the  nerve  cell.  It  is  found,  first,  in  the  cell  body — and 
here,  according  to  Bethe,  there  are  to  be  distinguished  central  fibrils 
and  peripheral  fibrils;  second,  it  surrounds  the  cells  with  their  den- 
drites as  "a  true  closed  and  rather  close-meshed  net."  (Held.)  The 
dendrites  seem  to  be  designed  for  bringing  cells  into  extensive  relations 
with  the  specific  nervous  substance,  and,  considering  the  arrangement 
of  the  axis  cylinder  processes,  the  nerve  cells  seem  to  be  "collection 
stations"  for  the  fibrillary  substance,  "in  which  the  fibrils  undergo  a 
rearrangement  in  behalf  of  conduction  into  other  processes,  and  form- 
ing the  axis  cylinder  process."  The  axis  cylinders,  coming  together, 
form  important  nerve  tracts.  It  must  not  be  thought,  however,  that  the 
nerve  cell  plays  but  a  subordinate  role  in  the  work  of  the  central  organ, 
for  while  the  researches  of  Bethe  show  that  in  invertebrates  reflexes 
can  be  excited  without  the  intervention  of  a  cell  these  reflexes  are 
feeble,  and  are  soon  exhausted. 

In  no  case  of  psychical  disturbance  has  the  author  failed  to  find  a 
number  of  the  cortical  nerve  cells  diseased.  The  nerve  cell  is  sterile,  as 
far  as  reproducing  other  nerve  cells  is  concerned,  but  is  able  to  repro- 
duce the  fibrillary  substance  in  large  quantity.  How  is  not  known. 
The  author  next  considers  the  portion  of  the  cell  staining  with  methyl- 
ene blu%,  the  tigroid  or  Nissl  bodies.  This  is  improperly  called,  since 
it  is  not  homogeneous,  but  is  composed  of  several  substances  which 
react  differently  in  different  cells.  The  nucleus  next  engages  his  at- 
tention ;  he  shows  that  its  structure  is  complicated  and  varies  in  dif- 
ferent cells,  and  that  it  is  composed  of  several  differently  reacting  sub- 
stances. The  increase  of  capability,  as  we  advance  from  the  lower  to 
the  higher  order  of  animals,  is  due  to  the  ever  greater  division  of 
labor  among  the  individual  cells,  through  their  greater  specialization. 
By  the  nerve  cells,  the  nutritive  functions  of  the  gray  matter  and  fibril 
tracts  are  regulated,  and  a  condition  of  tension  ready  to  set  at  liberty 
nervous  impulses  under  the  slightest  irritation  is  produced.  The  posi- 
tion of  the  nerve  cell  as  a  collecting  station  has  already  been  alluded 
to,  and  the  question  is  raised  if  there  are  not  fibrils  which,  running  in 
the  collaterals,  enter  the  main  axis  cylinder  without  touching  the  nerve 
cell,  a  condition  which  Bethe  has  shown  to  exist  in  the  case  of  the 
dendritic  fibrils.  However,  even  assuming  this  to  be  the  case,  the  nerve 
cell  does  not  lose  its  importance,  since  its  intimate  connection  with  the 
specific  nervous  substance  cannot  be  denied.  Both  arise  from  the  same 
basis,  and  their  separation  into  nerve  cell  and  nerve  substance  is  in- 
teresting chiefly  as  an  example  of  division  of  labor.  Allen. 

153.  Apuntes  para  el  estudio  estructural  de  la  corteza  visual 
del  cerebro  humano  (Observations  on  the  Structure  of  the  Visual 
Cortical  Area  in  Man).  S.  Ramon  y  Cajal  (Revista  Ibero- 
Americana  de  Ciencias  medicas,  March,  1899). 

Cajal  has  given  an  extensive  study  with  a  complete  literature  on  the 
structure  of  the  cuneus  and  the  cortex  bordering  on  the  calcarine  fis- 
sure. This  is  but  one  of  the  author's  many  morphological  studies  on  the 
cortex  of  the  human  brain.  From  without  inward  in  the  region  of  the 
cuneus    he    distinguishes    eight    different  zones,    as    follows:      1.     The 
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molecular  layer.  2.  The  layer  of  small  pyramids.  3.  Layer  of  medium 
sized  pyramids.  4.  Stellate  layer  or  layer  of  Gennari.  5.  Layer  of 
small  spheroidal  cells.  6.  Layer  of  giant  pyramids.  7.  Layer  of  poly- 
morphous cells.  8.  White  substance.  These  layers  are  again  divided, 
but  the  original  should  be  consulted.  In  brief,  the  outer  three  layers  are 
more  or  less  typical.  The  layer  of  Gennari  presents  three  structures: 
large  stellate  cells,  large  ascending  fibers,  which,  by  their  rich  ramifica- 
tions, make  up  the  horizontal  striations  of  this  layer,  and  axonal  and 
collateral  ascending  fibers  from  the  stratum  below. 

The  layer  of  polymorphous  cells  consists  of  at  least  four  types  of 
cells.  Jelliffe. 

PATHOLOGY. 

154.  ZuR     HlSTOLOGIE     DER     POLIOMYELITIS    ANTERIOR     CHRONICA     (His- 

tology  of   Chronic   Anterior   Poliomyelitis).     Max   Bielschowsky 
(Zeitschrift  fur  klin.    Med.,  Vol.  xxxvii,  Nos.  1  And  2,  p.  1). 

The  patient  described  in  this  paper  was  seventeen  years  old.  He 
was  said  to  be  as  healthy  as  normal  boys  until  his  ninth  year.  At  that 
age,  without  known  cause,  a  flaccid  atrophic  paralysis  began,  and  later 
involved  the  entire  musculature  of  the  extremities  and  trunk.  The 
paralysis  was  first  noticed  in  the  lower  limbs  in  the  peroneal  group. 
In  the  later  stages  of  the  disease  the  muscles  of  the  neck  were  affected 
and  the  tongue  was  atrophied  and  paretic.  The  paralysis  in  the  begin- 
ning of  the  disease  preceded  the  atrophy ;  later  this  mode  of  involve- 
ment was  not  so  noticeable,  but  the  paralysis  was  always  more  pro- 
nounced than  the  atrophy.  Contracture  and  kyphoscoliosis  developed 
in  the  course  of  the  disease.  The  diagnosis  of  chronic  poliomyelitis  was 
made.  The  contractures,  which  were  of  an  extreme  type,  were  not 
spastic  but  paralytic,  and  developed  later  than  the  atrophic  paralysis. 
The  tendon  reflexes  were  absent  and  the  paralyzed  muscles  were  flaccid. 
The  motor  cells  presented  marked  quantitative  and  qualitative  changes 
throughout  the  cord  as  high  as  the  hypoglossal  nucleus,  and  the  an- 
terior horn  cells  which  are  nourished  exclusively  by  the  central  artery, 
were  most  diseased,  while  those  near  the  periphery  of  the  anterior  horn, 
which  receive  some  nourishment  from  the  peripheral  arteries,  were  not 
quite  as  much  diseased.  Cells  other  than  motor  in  the  anterior  horns 
were  also  affected.  The  nerve  fibers  and  neuroglia  fibers  of  the  anterior 
horns  were  diminished  in  number ;  the  intramedullary  portions  of  the 
anterior  roots  were  much  degenerated ;  the  vessels  of  the  anterior  horns 
were  diseased  and  new  vessels  were  formed;  round  cell  infiltration, 
recent  and  old  hemorrhages  were  seen  in  the  anterior  horns.  The 
lateral  pyramidal  tract  showed  no  degeneration  except  by  the  Marchi 
method,  and  even  by  this  method  the  degeneration  was  insignificant. 

Spiller. 

155.  Studies    on    Ganglion    Cells.     J.  Ewing    (Archives  of  Neu- 
rology and  Psycho-pathology,  I,  1898,  p.  283). 

Ewing  here  gives,  in  a  monograph  of  180  pages  with  six  plates, 
the  most  comprehensive  contribution  to  ganglion  cell  pathology  yet 
published.  For  wealth  of  material,  character  of  research,  bibliographi- 
cal completeness,  excellence  of  typography  and  high  class  illustrations, 
this  monograph  is  exemplary. 

He  first  discusses  the  subject  of  technic  and  gives  a  full  biblio- 
graphical summary  and  advises  the  use  of  alcohol,  97  per  cent.;  alco- 
hol and  corrosive  sublimate;  formalin  sublimate;  Van  Gehuchten  fluid 
and  formalin,  10  per  cent,  as  of  about  equal  service,  especially  when 
small  pieces  of  tissue  are  used.     The  author's  views  with  reference  to 
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the  histology  of  the  cell  is  in  close  accord  with  those  of  Dogiel  and 
Held,  but  his  interpretations  are  wider  than  those  of  most  authors. 
The  physiological  conditions  and  the  general  variations  in  structure 
of  the  ganglion  cells  in  cases  dying  of  hemorrhage  and  shock,  and 
cadaveric  changes  in  ganglion  cells  are  fully  discussed.  With  refer- 
ence to  .the  last  the  opinion  is  expressed  that  there  is  no  evidence  to 
show  that  cadaveric  changes  can  simulate  those  produced  by  disease 
processes.  Cell  changes  in  diseases  of  the  nervous  system  are  then 
taken  up,  the  observations  of  recent  authors  being  corroborated  and 
amplified.  Ewing  does  not  believe  that  it  has  been  demonstrated  that 
primary  and  secondary  affections  of  the  neuron  in  the  neuritic  process 
can  be  clearly  differentiated  by  any  method  at  our  command  at  present. 
The  literature  on  myelitis,  Landry's  paralysis,  tabes,  bulbar  palsy, 
paresis  and  the  insanities  and  idiocy  are  reviewed,  but  no  original  ob- 
servations are  recorded.  Investigation  of  two  cases  of  carbolic  poison- 
ing showed  an  absence  of  clearly  defined  lesions,  notwithstanding 
grave  nervous  symptoms,  and  in  three  cases  of  eclampsia  few  changes 
were  noted.  Six  cases  of  uremia  showed  marked  alterations  in  the 
chromatic  structures,  irregular  in  character  and  distribution.  The  me- 
dullary nuclei,  notably  the  tenth  nucleus,  were  most  involved.  Three 
cases  of  sunstroke  and  numerous  cases  of  hyperpyrexia  in  rabbits  lead 
the  author  to  believe  that  in  this  condition  the  alterations  are  always 
pathognomic  in  character.  In  various  forms  of  meningitis  the  cell 
changes  seemed  most  marked  in  the  compressed  and  anemic  areas, 
and  led  the  author  to  infer  that  grave  circulatory  disturbances  produce 
more  cellular  modifications  than  soluble  toxic  materials.  In  two  cases 
of  typhoid,  marked  cellular  lesions  distributed  throughout  the  nervous 
system  were  observed,  probably  influenced  largely  by  the  hyperpyrexia. 
Acute  lobar  pneumonia  may  or  may  not  induce  cellular  lesions;  all 
the  cases  here  recorded,  three  in  number,  showed  some  involvement 
of  the  medullary  nuclei.  In  cases  of  general  sepsis  from  bronchitis, 
pyemia,  empyema,  phlegmonous  inflammation,  and  tubercular  infec- 
tion, wide  spread  in  character,  chromatic  alterations  were  observed  in 
each  case.  The  severity  of  the  cellular  lesions  seemed  in  proportion 
to  the  amount  of  toxemia  and  the  temperature.  Tetanus  and  hydro- 
phobia showed  changes  similar  to  those  described  by  other  writers. 
Ewing  then  discusses  the  general  significance  of  the  Nissl  bodies  and 
the  bearing  of  them  on  nutrition  and  allied  conditions  making  a  com- 
plete summary  of  the  recent  literature.  He  also  reproduces  a  number 
of  the  experiments  of  Goldscheider  and  Flatau  on  hyperthermia,  and 
his  results  in  the  main  agree  with  those  of  these  investigators.  The 
writer's  general  conclusions  of  the  general  characters  of  the  lesions  in 
nerve  cells  is  worthy  of  quotation  in  extenso,  but  space  compels  ab- 
stracting. He  believes  that  in  the  general  process  of  chromatolysis 
the  first  change  is  that  of  a  preliminary  swelling  of  the  chromatic  body, 
best  shown  in  the  cases  of  tetanus  and  hyperpyrexia  in  the  early  stages. 
A  uniform  diminution  then  results,  to  be  followed  by  a  uniform  sub- 
division of  the  chromatic  bodies,  such  changes  being  observed  in  the 
chronic  toxemias.  Granular  subdivision  of  the  chromatic  bodies  may 
result  as  a  further  stage  from  sudden  acute  lesions.  The  final  stage 
in  the  process,  in  which  the  cell  body  has  lost  all  of  its  stainable  sub- 
stance, is  the  "simple  complete  chromatolysis."  This  result  seems  to 
follow  a  variety  of  causes  and  no  hint  as  to  the  origin  can  be  gained 
from  the  pathological  picture.  Minute  variations  in  the  chromatolytic 
process  appear  in  nearly  every  case  and  any  attempt  to  exhaust  all  of 
the  possible  peculiarities  is  held  to  be  futile.  "The  minute  lesions  ap- 
pear to  differ  in  every  case  and  the  range  of  minor  peculiarities  is 
practically  limitless,"  are  the  words  of  the  author.    When  acute  degen- 
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eration,  in  a  strict  sense,  affects  the  ganglion  cell,  its  changes  are  evi- 
dently manifested  by  various  forms  of  chromatolysis,  but  the  true  de- 
generative process  may  not,  and  as  the  writer  believes,  "frequently 
does  not  begin  until  after  chromatolysis  is  complete."  Jelliffe. 

156.  La  toxicite  de  la  sueur  chez  les  epileptiques  et  les  melan- 
coliques  (Toxicity  of  the  Sweat  of  Epileptics  and  in  Melancholia). 
Dr.  Mavrojannis  (Revue  de  Psychiatrie,  2,  1898,  p.  199.) 

Cabitto's  researches  on  the  sweat  in  epileptics  were  so  startling,  not 
to  say  apocryphal,  that  it  is  not  surprising  to  find  that  his  conclusions 
have  been  called  in  question,  and,  according  to  the  author's  experi- 
ments, disproven.  In  a  series  of  experimental  injections  in  rabbits  of 
post-paroxysmal  perspiration  the  results  were  almost  negative.  In  a 
few  cases  there  were  muscular  reactions,  but  these  could  be  explained 
on  other  grounds.  The  secretions  from  cases  suffering  from  melan- 
cholia were  also  nontoxic.  [A  few  more  such  conscientious  experi- 
ments would  probably  modify  the  Bouchard  methods,  in  which  con- 
nection the  recent  work  of  Putnam-Pfaff  is  to  be  consulted  as  a  model 
of  careful  research.]  Jelliffe. 

157.  ANCORA     SULLA     GLIOSI     CEREBRALE     NEGLI      EPILETTICA     (Cerebral 

Gliosis  in  Epilepsy).     A.  Tedeschi  (Policlinico,  6,  1899,  No.  1). 

In  a  recent  case  of  epilepsy  the  author  describes  a  marked  asym- 
metry of  the  two  hemispheres.  The  left  side  was  smaller  than  the  right 
and  showed  a  peculiar  structure.  All  of  the  structural  elements  were 
much  simplified,  but  there  was  a  marked  increase  in  the  neurolgia,  mak- 
ing a  distinct  felt-like  tissue  with  few  nerve  cells  and  many  fibers.  There 
were  no  alterations  in  the  vessels  nor  in  the  meninges.  The  nerve  cells 
of  the  right  hemisphere  were  normal,  as  were  the  ganglion  cells  of  the 
basal  ganglia,  though  the  left  half  had  fewer  elements.  There  were 
fewer  Purkinje  cells  in  the  left  half  of  the  cerebellum.  Jelliffe. 

158.  Obductionsbefunde  beim  Ton  im  Status  epilepticus  (Autopsy 
findings  in  Status  Epilepticus).  L.  W.  Weber  (Wien.  med. 
Wochenschrift,  1899,  p.  157). 

Weber  has  given  one  of  the  best  microscopical  studies  of  the  nerv- 
ous system  in  severe  epilepsy  that  has  been  contributed  of  recent  years. 
His  results  were  drawn  from  a  series  of  autopsies  with  microscopical 
examinations  carried  on  for  the  past  four  years  in  the  asylum  of  Ucht- 
springe.  The  most  constant  lesions  were  found  in  the  blood  vessels. 
These  in  the  brain  and  cord  and  medulla  were  found  to  be  filled  with 
blood  and  markedly  dilated.  In  places  there  were  blood  infractions 
with  hyaline  degeneration  of  the  walls  of  the  capillaries.  In  many  cases 
there  were  extravasations  of  red  blood  cells  into  the  lymph  spaces  and 
perigangliar  spaces.  In  many  of  these  extravasated  areas  the  blood 
cells  had  undergone  retrograde  changes,  and  in  some  instances  destruc- 
tive lesions  of  the  ganglion  cells  were  observed.  The  ganglion  cells  of 
the  spinal  cord  were  often  found  to  be  rich  in  pigment,  and  the  vascular 
lesions  were  of  the  same  type.  The  author  holds  that  these  vascular 
degenerations  are  secondary  rather  than  primary,  and  looVs  for  the 
primary  cause  in  some  form  of  endogenous  poisoning.  The  transitory 
paralyses  and  pareses,  he  thinks,  are  to  be  attributed  to  these  minute 
lesions,  but  the  epileptic  attack  itself  is  the  result  of  some  form  of  auto- 
intoxication. When  the  lesions  involve  the  cranial  nerves  death  may 
result.  Jelliffe. 
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CLINICAL    NEUROLOGY   AND    PSYCHIATRY. 


159.  Ueber  eine  nach  Etiologie,  klinischer  Verlauf,  und  Prognose, 
genau  abgrenzbaren,  sich  als  alcohologene,  cardiale 
Epilepsie  characterisirende  Gruppe  epileptoider  Zustande  (On 
a  Group  of  Epileptoid  Conditions,  Characterizing  Themselves  as 
Alcoholic  Cardiac  Epilepsy).  Smith  (Miinchener  medicin.  Wochen- 
schnft,  1898,  No.  43,  p.  1372). 

By  the  use  of  the  phonendoscope,  and  of  the  Rontgen  photography, 
the  author  claims  to  be  able  to  demonstrate  an  increase  in  size  of  the 
heart  in  every  case  of  chronic  alcoholism,  and  states  that  these  patients 
are  particularly  liable  to  epileptiform  attacks,  presenting  themseives 
under  two  chief  groups.  In  the  first,  without  any  warning,  the  patient 
suddenly  passes' into  a  sort  of  delirium  (dammerzustand)  which  lasts 
several  days,  and  on  recovery  from  which  there  is  no  recollection  at 
all  of  what  has  occurred. 

In  other  cases  the  patient  experiences — most  commonly  on  rising 
in  the  morning — a  feeling  of  discomfort,  soon  becoming  one  ©f  distress, 
with  pain  over  the  cardiac  area,  in  many  instances  followed  at  once  by 
epileptiform  convulsions.  The  sufferer  is  often  impelled  to  seek  relief 
in  alcohol,  and  may  obtain  temporary  ease,  but  he  soon  passes  into  a 
condition  of  delirium,  often  accompanied  by  violent  acts,  of  which  there 
is  no  recollection  when  the  attack  is  over.  In  both  classes  of  cases 
there  is  always  an  acute  enlargement  of  the  heart,  which  under  absti- 
nence and  proper  treatment  may  disappear  and  the  patient  remain  well. 
In  the  second  class  of  cases — usually  in  those  having  a  strong  nervous 
heredity — while  the  enlargement  of  the  heart  has  diminished  and  the 
patient  is  improving,  about  the  fourth  to  sixth  week  he  is  noticed  to  be 
getting  restless  and  irritable,  especially  in  the  morning,  the  heart  is 
found  to  be  again  enlarged,  the  pulse  is  quickened  (100  to  140),  and  the 
patient  complains  of  pain  over  the  cardiac  area.  He  becomes  suspicious 
and  depressed,  and  is  upset  by  the  slightest  thing.  Should  he  seek  the 
aid  of  alcohol,  he  will  very  likely  have  an  epileptiform  attack. 

If  alcohol  can  be  rigidly  withheld,  however,  and  the  intervals  be- 
tween the  attacks  be  utilized  for  proper  tonic  treatment,  the  heart  may 
become  normal  and  remain  so.  The  author  further  discusses  the  diag- 
nosis and  treatment.  The  best  results  were  obtained  from  trional  and 
prolonged  baths  during  the  attacks,  with  general  tonic  measures,  hydro- 
therapy, Swedish  movements,  and  especially  outdoor  exercise,  in  the 
intervals.  Allen. 

160.  Un  cas  d'association  t>v  tabes  et  du  goitre  exophthalmique 
(A  Case  of  Association  of  Tabes  with  Exophthalmic  Goiter).  De- 
learde  (Gazette  hebdomadaire  de  med.  et  de  chir.,  Jan.  15,  1899). 

The  simultaneous  appearance  of  these  two  diseases  in  the  person  of 
the  same  subject  is  no  novelty,  but  the  author  wishes  to  consider  the 
question  as  to  whether  the  conjunction  of  the  two  maladies  is  purely 
fortuitous  or  not.  There  are  two  reasons  for  a  difference  of  opinion  in 
this  respect.  In  the  first  place,  the  relative  dates  of  appearance  of  the 
two,  and  in  the  second  place  the  absence  of  lesions  of  the  nervous  sys- 
tem characteristic  of  goiter.  In  the  case  under  discussion  the  goiter  pre- 
ceded the  tabes  by  ten  years,  but  was  subsequent  to  an  attack  of  syphilis. 

Is  the  Basedow's  disease  to  be  considered  as  secondary  to  the  syphi- 
litic infection  and  induced  by  changes  produced  by  this  in  the  thyroid? 
Or  granting  that  the  gland  escaped  affection  by  the  luetic  virus,  may  not 
the  nervous  system  have  been  predisposed  by  it  to  the  goiter,  regarding 
the  latter  purely  as  a  neurosis?  Whatever  conclusion  is  reached,  it  is 
evident  that  in  this  case  the  goiter  was  not  the  result  of  the  extension  of 
tabetic  lesions  from  the  cord  to  the  bulb.  Jelliffe. 
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161.  Ein  Fall  uncomplicirter  Serratuslahmung  nach  Influenza 
(A  Case  of  Uncomplicated  Serratus  Paralysis  after  Influenza). 
Von  Rad  (Munchener  med.  Wochenschrift,  1898,  No.  36,  p.  1145). 

Uncomplicated  paralysis  of  the  serratus  magnus  muscle  is  a  rare 
condition,  hence  the  author  has  put  on  record  a  carefully  prepared  de- 
scription of  a  case  of  this  disease,  coming  on  after  influenza  in  a  man  of 
thirty-four,  of  good  family  and  personal  history.  The  article  is  illus- 
trated by  two 'reproductions  of  photographs.  Allen. 

162.  Tabes  dorsalis  und  Syphilis.  A.  Guttmann  (Zeitschr.  f.  klin. 
Med.  35,  1898,  p.  242). 

The  reaction,  evident  of  recent  years,  against  the  view  of  the  etio- 
logical significance  of  syphilis  in  tabes,  is  made  more  pronounced  in  the 
statistics  of  the  author.  In  all  some  136  cases  of  tabes  were  closely 
studied,  and  of  these,  deducting  six  doubtful  cases,  28.6  per  cent,  had  had 
syphilis,  while  71.4  per  cent,  were  distinctly  nonsyphilitic.  The  author 
also  considers  the  evidence  derived  from  the  fruitlessness  of  syphilitic 
medication,  and  gives  his  approval  of  the  general  methods  used  to 
strengthen  the  body — baths,  massage,  and  electricity.  Jelliffe. 

163.  Ueber  corticale  Blindheit  (Concerning  Cortical  Blindness)- 
R.  Gaupp  (Monatsschrift  fur  Psychiatrie  und  Neurologie,  Vol.  v. 
No.  i,  p.  28). 

A  man  of  sixty-four  years  presented  left  homonymous  hemianopsia. 
A  few  weeks  later  he  had  a  very  violent  mental  shock,  and  after  a  few 
days  had  bilateral  hemianopsia  without  an  apoplectic  "insult."  Cortical 
blindness  was  at  first  complete  and  light  sensation  was  very  imperfect. 
The  pupils  reacted  to  light.  The  ocular  muscles  were  not  paralyzed 
and  aphasia  was  not  noticed.  Retrograde  amnesia  lasted  for  several 
weeks,  and  the  mental  disturbance  was  considerable.  Hemiparesthesia 
and  motor  hemiparesis  of  central  origin  existed.  Improvement 
of  the  symptoms  occurred  with  the  restoration  of  a  very  small  central 
field  of  vision.  No  mind  blindness  was  detected.  Red  was  the  only 
color  perceived.  The  mental  disturbance  became  much  worse  during  an 
acute  intestinal  attack. 

A  number  of  cases  of  complete  cortical  blindness,  with  restoration 
of  a  small  central  field,  are  on  record.  Sometimes  the  blindness  is  per- 
manent, but  in  no  case  has  the  central  field  been  so  small  as  in  the  case 
reported  by  Gaupp. 

Gaupp  thinks  it  is  remarkable  that  in  many  cases  of  bilateral  hemi- 
anopsia the  disturbance  of  vision  has  occurred  without  an  "insult,"  and 
often  has  required  several  days  for  its  full  development.  Frequently 
also  failure  of  memory  has  been  noticed.  Disturbance  of  the  power  of 
orientation  has  been  seen  in  bilateral  disease  of  the  occipital  lobes,  and 
loss  of  topographical  sense  has  been  found  to  be  an  important  symptom 
of  cortical  blindness.  The  explanations  given  for  this  are  not  satisfac- 
tory. Usually  the  impairment  in  the  sense  of  orientation  occurs  with 
impairment  of  memory.  The  formation  of  topographical  images  is  a 
very  complex  mental  process.  Gaupp  thinks  his  case  shows  that  impair- 
ment in  the  sense  of  orientation  need  not  be  proportional  to  the  impair- 
ment of  cortical  vision,  for  the  former  was  slight  in  comparison  with  the 
latter.  Spiller. 

164.  Die  hvsterische  Taubstummheit  (Hysterical  Deaf  mutism).     Veis 
,         (Munchener  medicinische  Wochenschrift,  1899,  No.  13,  p.  415). 

Hysterical  deafmutism  is  a  rare  condition,  since  only  about  twenty 
authentic  cases  are  on  record.     To  the  list  the  author  adds  the  follow- 
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ing:  A  man  twenty-six  years  of  age,  an  innkeeper,  of  good  family 
history  and  having  previously  presented  no  nervous  symptoms,  on 
awaking  one  morning  was  found  to  be  deaf  and  dumb.  He  could  neither 
hear  nor  speak,  but  could  converse  by  writing,  and  no  anesthesia,  paral- 
ysis or  other  symptom  of  hysteria  could  be  discovered.  The  condition 
had  persisted  nine  weeks  when  he  came  under  the  care  of  the  author. 
A  cure  was  promptly  effected  by  conveying  in  writing  to  the  patient 
the  suggestion  that  he  would  soon  hear  again,  bringing  forward  with 
considerable  parade  the  instruments  for  Eustachian  catheterization,  and 
inflating  through  the  catheter  first  one  and  then  the  other  ear.  As  the 
right  ear  was  inflated  the  patient  sprang  up  and  said  in  a  whisper  that 
he  could  hear  in  that  ear,  and  as  the  same  procedure  was  applied  to  the 
left,  he  shouted  that  he  could  hear  everything,  and  no  more  treatment 
was  necessary.  In  speaking  of  the  differential  diagnosis,  the  author  calls 
attention  to  the  fact  that  in  hysterical  deafmutism  writing,  as  a  rule,  is 
not  interfered  with,  while  in  speech  disturbances,  due  to  focal  lesions, 
agraphia  to  a  greater  or  less  degree  is  apt  to  be  present.  Allen. 

165.  ElN    BEMERKENSWERTHER   FALL    VON      SOGENANNTER      GALOPIRENDER 

Paralyse  (A  Noteworthy  Case  of  Galloping  Paralysis).    Brassert 
(Allgem.  Zeitschrift  f.  Psychiatrie,  55,  1899,  5). 

This  case  occurred  in  a  man  of  forty  years  of  age.  He  had  always 
been  a  healthy  man.  He  was  taken  ill,  and  in  a  few  weeks  developed 
a  typical  case  of  general  paresis,  with  well  marked  expansive  ideas  and 
delusions  of  grandeur  and  of  power.  He  was  removed  to  the  asylum, 
and  died  there  after  ten  days  from  a  series  of  convulsive  seizures,  which 
numbered  99  in  twenty-four  hours. 

The  autopsy  showed  a  marked  hyperemia  of  the  meninges,  atrophy 
and  soggy  edema  of  the  left  hemisphere,  and  throughout  the  brain 
marked  degenerative  lesions  indicative  of  grave  chronic  alcoholic  in- 
toxication. Jelliffe. 

166.  Zur  genaueren  Localisation  der  Kleinhirntumoren  und  ihrer 
dlfferentialdiagnosegegenuber  acquirirtem  chronischem  hy- 
DROCEPHALUS internus  (Contribution  to  More  Exact  Localization 
of  Cerebellar  Tumors  and  their  Differential  Diagnosis  from 
Acquired  Chronic  Internal  Hydrocephalus).  Rudolf  Schmidt 
(Wiener  klin.  Wochenschrift,  No.  51,  1898,  p.  1170). 

Schmidt  reports  two  cases  of  cerebellar  tumor.  One  patient  had 
nausea  and  vomiting  when  she  laid  upon  her  right  side.  An  angiosar- 
coma was  found  in  the  left  cerebellar  lobe.  The  other  patient  had  vom- 
iting, vertigo  and  ringing  in  the  ears  when  lying  on  the  left  side.  A 
glioma  of  the  right  cerebellar  lobe  was  found.  The  tumors  in  these 
cases  were  believed  to  have  compressed  the  vena  magna  Galeni  or  the 
aqueduct  of  Sylvius,  and  to  have  caused  increased  intracranial  pressure. 
It  is  probable  that  vomiting,  vertigo,  etc.,  depending  on  a  lateral  position 
of  the  body,  are  symptoms  of  large  tumors  near  the  median  line.  These 
symptoms  point  to  disease  of  the  posterior  cerebellar  fossa.  They  in- 
dicate asymmetry  of  the  intracranial  process,  and,  therefore,  are  against 
the  diagnosis  of  idiopathic  hydrocephalus  (meningitis  serosa  chronica), 
or  of  cysticercus  situated  mediately  in  the  aqueduct  or  fourth  ventricle, 
or  of  hysteria.  They  are  especially  valuable  in  connection  with  other 
symptoms  of  cerebellar  growth.  Lost  knee-jerks  speak  more  for  tumor 
than  for  idiopathic  hydrocephalus.  Spiller. 

167.  Mysticisme    et    folie    (Mysticism    and    Insanity).      A.    Marie 
(Archives  de  Neurologic  8,  1899,  p.  33). 

The  author  gives  a  historical  introduction  showing  how,  in  the 
eighteenth  century,  epidemics  of  religious  delirium  replaced  those  of 
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a  demoniac  form.  At  those  times,  cases  of  illuminism  were  frequent, 
Joan  of  Arc  being  an  instance.  In  the  middle  ages,  Christianity 
triumphed  over  old  polytheistic  superstitions  and  new  religions  of  a 
monotheistic  conception  were  instituted.  No  more  epidemics  of  ly- 
canthropy  were  to  be  seen.  God  or  his  representatives  haunted  the 
minds  of  the  insane.  At  those  times,  an  army  of  prophets  arose,  and 
the  writings  of  vulgar  demoniacs  were  hard  to  differentiate  from  those 
of  such  men  as  Luther,  Calvin  or  Jean  Huss.  Religion  found  its  in- 
spiration in  fear.  Before  adoring  his  gods,  man  learned  to  fear  them. 
Primitive  religious  ceremonies  aimed  only  at  calming  the  anger  of 
some  divinity.  Victims  were  needed,  and  in  order  to  save  his  own  life, 
man  sacrificed  animals  or  his  own  fellow  men.  The  gods  were  repre- 
sented by  bodies  of  waters,  wild  animals,  clouds,  etc.,  the  naturalist's 
religion.  Finally  the  symbol  freed  itself  from  'the  idol.  They  ceased 
to  adore  the  animal,  but  began  to  venerate  and  adore  its  qualities, 
shrewdness  and  courage.  Zoomorphism  was  only  emblematical,  being 
the  mode  of  a  higher  conception,  that  is,  a  religious  language.  The 
gods  became  human  (in  a  figurative  as  well  as  in  a  literal  sense).  The 
idols  still  had  heads  of  animals,  but  the  body  was  that  of  man,  or  in- 
versely. True  anthropomorphism  gradually  came  into  play.  Primitive 
fetichism  took  the  place  of  polytheism,  then  different  countries 
adopted  in  preference  such  and  such  a  divinity  as  more  favorable  to 
certain  localities.  Hence,  the  tendency  to  monotheism,  to  the  belief 
of  one  powerful  God,  man's  friend. 

The  insane,  says  Lemerie,  ignorant  of  this  principle  <of  primary 
philosophy,  imagined  or  created  simpler  hypotheses  than  those  they 
refused  to  accept,  taking  up  long  abandoned  theories  and  ideas.  So 
long  as  it  was  believed  that  gods  came  upon  the  earth,  Jupiter,  Mer- 
cury, Apollo,  Diana,  Venus,  were  frequent  visions  to  the  insane.  They 
thought  they  were  married  to  Satyrs,  to  the  god  Pan,  snakes  and  bulls. 
In  the  unreasonable  conception  of  man's  mind,  angels  and  devils  took 
the  place  of  gods.  Richet  says  that  after  a  time,  the  devil  lost  some 
of  his  prestige,  and  the  good  angels  took  his  place. 

The  author  brings  out  in  an  interesting  manner  in  what  different 
way  the  two  great  divisions  of  Christianity — Catholics  or  Protestants — 
were  disposed  to  this  form  of  insanity.  According  to  Marie,  one's  re- 
ligion will  greatly  influence  one's  insanity.  As  a  general  rule,  the  Catho- 
lic is  uneasy  about  his  soul,  is  apprehensive  of  heavenly  punishments,  is 
afraid,  in  despair.  The  Protestant's  mysticism  is  a  pretension  of  un- 
derstanding and  explaining  the  symbols  'of  Scriptures.  Pride  and 
prophetic  exaltation  are  its  leading  features.  One  is  a  sinner,  the 
other,  a  messenger  from  heaven.  The  Catholic  is  doomed,  the  Protes- 
tant, a  prophet.  According  to  our  author,  religious  megalomania  is 
found  amongst  Protestants,  and  religious  melancholia  amongst  Catho- 
lics. It  would  be  interesting  to  compile  statistics  upon  this  question  in 
the  asylums  of  France  as  well  as  in  other  countries.  Superstition  is 
present  as  an  unconscious  element  in  the  normal  brain,  but  unnotice- 
able,  hidden,  so  to  speak,  by  complete  development  of  intelligence. 
Should  the  mind  become  affected  in  some  way,  then  superstition  may 
be  a  prominent  feature.  These  deliriums  have  been  denned  by  Mey- 
nert:  "The  appearance  of  a  subconscious  superstition  in  the  developed 
brain." 

The  medico-legal  points  brought  out  are  of  interest.  The  insani- 
ties are  two  kinds:  The  first,  divergent,  i.  e.,  directed  to  hurt  others; 
secondly,  convergent,  i.  e.,  upon  themselves.  Marie  reports  a  few 
cases  to  illustrate  his  statements,  and  he  comes  to  the  conclusion  that 
religious  insanity  is  the  most  dangerous  form  to  the  patient  and  to  so- 
ciety.     On  account  of  their   suicidal   and  homicidal   tendencies,  they 
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should  not  be  paroled  or  discharged  from  asylums.  Religious  delirium 
or  insanity  being  very  contagious,  seclusion  should  be  carried  out  in 
order  to  prevent  spreading.  These  are  the  only  efficient  therapeutic 
measures  for  these  cases.  Jelliffe. 

168.  Diphtheritic    Paralysis.      Francis   Huber.      (Pediatrics,    1899. 
Vol.  vii,  No.  11,  p.  501). 

In  the  majority  of  cases  this  condition  must  be  attributed  to  the 
toxic  effects  of  the  Loeffler  bacilli.  It  occurs  in  from  10  to  25  per 
cent,  of  cases,  varying  in  different  epidemics.  The  treatment  of  the 
original  disease  by  antitoxin  or  otherwise  does  not  appear  to  have 
any  influence  upon  the  subsequent  development,  nor  does  the  type, 
mild  or  severe,  determine  its  occurrence  in  any  way.  The  difficulty  in 
deglutition  and  the  return  of  fluids  through  the  nose  occurring  during 
the  first  week,  due  to  mechanical  interference  with  the  functions  of 
the  velum  by  membrane  or  edema,  must  not  be  confounded  with  real 
diphtheritic  paralysis.  The  latter,  though  it  may  occur  as  early  as 
the  seventh  or  eighth  day,  generally  manifests  itself  during  conva- 
lescence in  the  second  or  third  week.  In  some  patients  the  progres- 
sive muscular  weakness  of  the  body  attracts  attention,  though  no 
paralysis  exists.  Upon  examination  paralysis  of  the  soft  palate  may 
be  found  with  loss  of  patella  reflex.  The  absence  of  patella  reflex 
may  be  the  only  evidence  of  an  implication  of  the  nervous  system; 
generally  it  is  associated  with  paralytic  manifestations.  The  paralysis 
is  the  result  of  a  toxic  peripheral  neuritis — a  parenchymatous  degen- 
eration of  the  nerves  and  not  of  central  origin.  Ordinarily  the  soft 
palate  is  first  attacked — the  nasal  twang  to  the  voice,  perhaps  regur- 
gitation of  fluid  through  the  nose  and  some  difficulty  in  deglutition 
are  observed.  If  the  pharyngeal  constrictors  are  involved  food 
enters  the  larynx  and  a  spasmodic,  croupy  cough  results.  Many  of 
these  patients  die  of  an  aspiration  pneumonia.  Upon  examination 
the  soft  palate  appears  relaxed  and  immovable,  with  diminished  sen- 
sibility and  absence  of  reflex.  The  extrinsic  and  intrinsic  muscles  of 
the  eyeball  are  next  involved,  causing  squint,  ptosis  and  loss  of  ac- 
commodation. The  paralysis  may  be  confined  to  one  limb;  com- 
monly both  arms  and  legs  are  affected,  or  paraplegia  may  result. 
Frequently  there  is  a  weakness  of  the  lower  extremities  and  some- 
times general  muscular  incompetency,  but  no  real  paralysis,  with 
absence  of  tendon  reflex.  The  danger  is  extreme  when  the  respiratory 
muscles  or  heart  are  implicated.  Heart  failure  may  be  rapid  or  come 
on  slowly.  The  usual  form  appears  during  convalescence,  at  a  time 
when  all  danger  is  apparently  over.  The  accident  may  be  the  result 
of  an  infectious  myocarditis  or  neuritis  of  the  cardiac  nerves,  and 
sometimes  of  thrombosis  or  embolism.  The  bladder  and  rectum  usu- 
ally escape.  In  rare  cases  ataxia  has  been  observed.  Sensory  paralysis 
may  occur,  in  the  form  of  anesthesia,  amaurosis,  or  deafness.  The 
prognosis  is  not  as  grave  as  one  would  infer  from  the  condition  in 
which  many  of  the  patients  are  found.  A  large  number  run  a  favor- 
able course  in  from  four  to  ten  weeks.  In  the  treatment  of  these 
cases  absolute  rest  must  be  insisted  upon.  The  general  condition  must 
be  improved  by  food,  air,  tonics,  and  particularly  iron  in  a  digestable 
form.  The  remedy  par  excellence  is  strychnia  in  full  doses,  per  month, 
or,  in  severe  cases,  hypodermically.  Careful  massage  of  the  extremities 
will  improve  the  cutaneous  circulation  and  the  condition  of  the  muscles. 
If  respiration  is  endangered,  electricity  must  be  employed  in  addition 
to  artificial  respiration,  rythmical  traction  of  the  tongue  and  the  sub- 
cutaneous administration  of  strychnia.  Freeman. 
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169.  The  Etiology  and  Diagnosis  of  Cerebro-Spinal  Fever.  William 
Osier.  (British  Medical  Journal,  No.  2008,  page  1517,  June  24th. 
1899). 

The  author  first  presents  an  excellent  short  review  of  the  bacterio- 
logy of  cerebro-spinal  meningitis  with  the  interesting  results  of  his 
personal  experience  in  a  Baltimore  epidemic.  In  fourteen  of  the  six- 
teen cases  in  which  lumbar  puncture  was  made,  positive  results  were 
obtained.  In  thirteen  the  diplococcus  intracellularis  was  found,  in  the 
remaining  case  the  presence  of  this  organism  was  doubtful  and  a 
staphylococcus  grew  in  culture.  All  of  the  six  cases  which  came  to 
autopsy  showed  mixed  infection;  that  is,  an  examination  of  all  the 
organs  disclosed  two  to  four  kinds  of  micro-organisms,  although  the 
meninges  may  have  contained  only  one.  The  author  concludes  that  it 
is  reasonable  to  suppose  that  the  diplococcus  intracellularis  is  the  cause 
of  the  disease.  "That  a  primary  cerebro-spinal  meningitis  may  be  due 
to  the  pneumococcus  is  universally  acknowledged;  but  it  is  in  the 
highest  degree  unlikely  that  a  remarkable  specific  affection  like  cerebro- 
spinal fever  should  be  caused  by  two  different  organisms." 

In  treating  of  the  diagnosis  the  author  notes  particularly  the 
variability  of  all  symptoms,  the  almost  uniform  presence  of  Kernig's 
sign  and  the  great  diagnostic  value  of  lumbar  puncture.  What  is  said 
of  Kernig's  sign  may  be  quoted  in  full. 

"Described  by  a  Russian  physician,  and  studied  in  Germany  and 
France,  this  interesting  sign  has  not  attracted  the  special  attention  of 
English  and  American  physicians,  though  J.  B.  Herrick,  of  Chicago, 
at  the  last  meeting  of  the  Association  of  American  Physicians,  spoke 
of  its  value.  It  has  been  present  in  all  our  cases  in  which  it  has  been 
looked  for.  It  is,  I  think,  an  old  observation  that  the  subjects  of  pro- 
tracted meningitis,  particularly  children,  very  often  lie  with  the  thighs 
flexed  upon  the  abdomen,  and  with  the  legs  in  a  state  of  partial  con- 
tracture, so  that  they  are  with  difficulty  extended.  To  test  for  Kernig's 
sign  the  patient  should  be  propped  up  in  bed  in  the  sitting  position, 
then,  on  attempting  to  extend  the  leg  on  the  thigh  there  is  contraction 
of  the  flexors  which  prevents  the  full  straightening  of  the  leg.  On  the 
other  hand,  in  the  recumbent  posture  the  leg  can  be  fully  extended. 
Many  patients  with  meningitis  are  not  in  a  condition  to  sit  up,  and  the 
test  can  be  equally  well  made  by  flexing  the  thigh  on  the  abdomen, 
when  on  attempting  to  extend  the  leg,  if  meningitis  be  present,  the  limb 
cannot  be  fully  extended.  Friis  found  the  sign  in  53  of  60  cases,  and 
Netter  in  45  of  50.  It  is  stated  to  be  present  in  all  forms  of  meningitis 
when  the  spinal  meninges  are  involved.  The  presence  of  the  sign  is  no 
indication  of  the  intensity  of  the  spinal  involvement,  as  it  existed  in  a 
very  marked  degree  in  a  recent  case  of  pneumococcic  meningitis,  in 
which  there  was  no  positive  exudate  on  the  spinal  meninges,  only  a 
turbid  fluid.  Netter's  explanation  of  the  phenomenon  is  as  follows: 
"In  consequence  of  the  inflammation  of  the  meninges  the  roots  of  the 
nerves  become  irritable,  and  the  flexion  of  the  thighs  upon  the  pelvis 
when  the  patient  is  in  the  sitting  posture  elongates,  and  consequently 
stretches  the  lumbar  and  sacral  roots,  and  thus  increases  their  ir- 
ritability. The  attempt  to  extend  the  knee  is  insufficient  to  provoke  a 
reflex  contraction  of  the  flexors  while  the  patient  lies  on  his  back 
with  the  thighs  extended  upon  the  pelvis,  but  it  does  so  when  he  as- 
sumes a  sitting  posture." 

Following  the  consideration  of  epidemic  cerebro-spinal  meningitis, 
the  author  describes  in  his  usual  lucid  style  the  sporadic  form  of  the 
disease  and  pneumococcic  meningitis.  We  are  unacquainted  with  any- 
thing on  the  latter  subject  at  once  so  terse  and  so  valuable. 

Patrick. 
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170.  Uber  die  sympathische  Pupillarreaction  und  uber  die  paradoxe 
llchtreaction  der  pupillen  bei  der  progressiven  paralyse. 
(On  the  Sympathetic  Pupillary  Reaction  and  the  Paradoxical 
Pupillary  Light-Reaction  in  Progressive  Paralysis).  Joseph  A# 
Hirsche.     (Wiener  klin  Wochenschrift,  No.  22,  June,  1899,  p.  592)] 

This  paper  is  based  on  a  study  of  the  entire  material  afforded  by  the 
psychiatrical  clinic  of  Krafft-Ebing  for  a  period  of  three  years.  The 
clinical  research  was  carried  on  with  almost  painful  attention  to  tech- 
nique, and  in  several  instances  supplemented  by  necropsic  examination 
of  the  cervical  sympathetic  and  its  ganglia,  together  with  the  upper 
portion  of  the  spinal  cord. 

The  author  defines  the  sympathetic  pupillary  reaction  as  a  dilata- 
tion of  the  pupil  on  irritation  of  sensory  nerves,  and  the  paradoxical 
pupillary  reaction  as  a  dilatation  of  the  pupil  on  the  approach  of  a 
light.  In  the  case  of  the  first  named  the  irritation  was  brought  about 
by  pricking  the  cheek  with  a  needle,  by  pinching  it  or  by  electrical 
stimulation.  The  conclusions  arrived  at  are  as  follows:  1.  In  the  pres- 
ence of  an  Argyll-Robertson  pupil  the  sympathetic  pupillary  reaction  is 
practically  always  absent,  and  its  absence  almost  without  exception 
antedates  the  failure  of  the  light  reflex.  2.  This  failure  of  the  sym- 
pathetic pupillary  reflex  has  as  its  pathologico-anatomical  basis, 
atrophic  alterations  in  the  cervical  sympathetic  and  its  ganglia,  and 
also  isolated  atrophy  of  the  lateral  cell-groups  in  the  lower  cervical 
and  upper  dorsal  cord.  3.  The  so-called  paradoxical  pupillary  light  re- 
flex occurs:  a  with  the  Argyll-Robertson  phenomenon,  if  the  sym- 
pathetic reaction  is  fully  retained;  and  b  with  the  Argyll-Roberston 
phenomenon  and  absent  sympathetic  reaction,  if  in  connection  with 
an  insufficiency  of  the  internal  recti  outward  rotation  of  the  bulb  oc- 
curs on  illuminating  the  eye.  In  Hirschl's  opinion  the  term  para- 
doxical cannot  properly  be  applied  to  either  of  these  latter  phenomena, 
because  he  believes  that  in  the  first  the  pupil  is  dilated  by  the  warmth 
of  the  illuminating  body  through  the  retained  sympathetic  reaction, 
and  in  the  second,  by  the  outward  rotation  of  the  bulb.  The  value  of 
the  absence  of  the  sympathetic  pupillary  reflex  is  regarded  as  minimal 
from  a  differential  standpoint  both  for  the  reason  implied  in  conclusion 
number  one,  and  because  its  absence  has  been  noted  in  chronic  alco- 
holics and  in  persons  after  the  age  of  sixty.  Courtney. 

171.  Gastric  Crises  as  an  Early  Symptom  in  Tabes.     Pineles.    (Wien 
med.  Club,  in  Wiener  klin.  Wochenschr.,  Dec.  29,  1898,  p.  1212). 
For  a  period  of  two  years,  a  man,  aged  32,  and  having  a  syphilitic 

history  had  attacks  of  gastric  cramps  and  bilious  vomiting  which  per- 
sisted one  or  two  weeks.  These  attacks  recurred  at  shorter  and 
shorter  intervals,  but  on  the  patient's  entry  into  the  hospital  in  Septem- 
ber, 1898,  no  tabetic  symptoms  had  manifested  themselves,  though 
later  on  he  suffered  from  lightning  pains,  Romberg's  sign,  inequality 
of  the  pupils,  tardy  reaction,  etc.  After  each  crisis  the  cutaneous 
anesthesias  and  paresthesias  were  noted. 

The  second  case  was  that  of  a  woman,  of  41  years,  who  for  two 
and  a  half  years  had  been  subject  to  violent  gastric  pains  and  vomit- 
ing, which  recurred  at  longer  or  shorter  intervals.  An  explanatory 
laparotomy  was  even  done,  but  the  symptoms  continued  un- 
relieved. In  October,  1898,  aortic  insufficiency  was  discovered  and 
loss  of  the  pupillary  reflex  took  place. 

Thus  in  both  cases  the  gastric  symptoms  put  in  an  appearance  from 
two  to  two  and  a  half  years  before  the  more  usual  signs  could  be  noted. 

Jelliffe. 
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La  puberta  studiata  nell'uomo  e  nella  donna  in  rapporto 
all'  anthropologia,  alla  psichiatria,  alla  pedagogia  ed  alla 
sociologia.  By  Dr.  Antonio  Marro,  Medical  Director  of  the  Royal 
Asylum  of  Turin  and  Docent  in  the  Regia  Universita.  Fratelli 
Bocca,  Turin,  1898. 

The  medical  world  is  constantly  brought  face  to  face  with  the  fact 
that  for  a  number  of  years  past  a  renaissance  in  medicine  has  taken 
place  in  Italy.  In  the  fields  of  neurology,  psychiatry,  and  anthropol- 
ogy, the  work  produced  by  these  investigators  has  partially  revolution- 
ized these  sciences,  and  in  the  special  line  of  work  of  which  this  present 
volume  is  a  representative  it  might  almost  be  claimed  that  the  Italian 
students  have  made  the  most  important  contributions.  Certainly,  this 
present  work  of  some  500  pages  will  remain  a  classic  for  years.  The 
work  is  divided  into  twenty  chapters,  in  which  the  natural  history, 
both  normal  and  abnormal,  of  the  great  physiological  period  of  human 
nature,  puberty,  is  carefully  studied.  The  opening  chapters  give  a 
•series  of  valuable  comparative  studies  of  the  physical  development  in 
man  and  woman,  including  the  changes  in  the  bodily  form,  the  voice, 
the  changes  in  special  senses,  and  in  the  psychical  and  sexual  experi- 
ences. These  chapters  abound  not  so  much  in  citations  from  litera- 
ture, though  such  bibliographical  research  is  not  neglected,  but  in  ex- 
tensive observations,  for  which  the  author  has  had  exceptional  oppor- 
tunity, as  he  outlines  in  his  preface.  Chapter  four  divides  the  period 
of  puberty  in  three  epochs,  and  the  author  discusses  the  various  ex- 
periential crises  that  arise  in  these.  Chapters  five,  six,  seven  and 
eight  take  up  some  of  the  abnormalities  noted  during  this  period,  the 
physical  and  mental  character  of  the  degenerate,  the  alterations  in  the 
generative  instinct,  and  the  various  psychoses  of  puberty  being  ex- 
haustively treated.  These  latter  he  discusses  under  three  or  four  heads. 
He  shows  how  the  psychoses  (1)  of  puberty,  as  a  predisposing  cause, 
(2)  due  to  the  evolution  of  the  generative  instinct  (3)  of  the  period 
itself,  and,  finally  (4),  of  this  period,  but  having  no  relation  to  the 
process  of  development,  are  all  intimately  related  one  to  the  other, 
and  that  hard  and  fast  lines  of  distinction  in  the  different  types  are  not 
to  be  laid  down.  The  catatonia  of  Kahlbaum  is  dwelt  upon  as  a  type 
of  the  later  period  of  genital  development.  The  following  four  chap- 
ters, nine,  ten,  eleven,  and  twelve,  treat  of  a  number  of  interesting 
topics  that  can  hardly  be  summarized.  They  include:  the  effects  of 
abnormalities  of  the  sexual  organs  on  the  physical  and  psychical  life; 
eunuchs,  male  and  female;  glandular  and  bodily  metabolism  and  the 
influences  of  ablation;  physiological  changes  accompanying  degenera- 
tion of  the  organs,  and  the  causes  of  sexual  degeneration  and  its  re- 
lation to  other  forms  of  degeneracy;  and,  finally,  the  influences  of  al- 
cohol, of  physical  surroundings,  of  hunger,  cold,  and  the  emotions,  on 
degeneracy.  These  subjects  are  all  carefully  handled,  and  the  conclu- 
sions reached  seem  sound.  The  remaining  eight  chapters  in  the  book 
must  claim  careful  attention,  for  here  are  to  be  found  a  large  number 
of  observations  on  the  moral  hygiene  of  youth  in  all  of  its  various  as- 
pects. Physical  hygiene,  feeding,  early  sexual  hygiene,  gymnastic  ex- 
ercises, various  sports,  and  even  dancing,  are  treated  of  in  the  thir- 
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teenth  chapter.  The  hygiene  of  study,  mental  work  in  general,  the 
relations  of  the  period  of  puberty  to  mental  work,  what  books  should 
be  read,  what  kind  of  ideas  should  be  inculcated,  what  special  phi- 
losophies taught,  are  discussed  in  the  next  chapter  on  hygiene  of  the 
mind.  The  hygiene  of  the  morals  is  also  taken  up  by  our  author  in  a 
way  that  is  eminently  practical.  He,  for  instance,  discusses  the  ad- 
vantages of  the  methods  of  reward  and  punishment  for  certain  classes 
of  social  delinquencies,  and  shows  that  there  are  differences  in  men 
and  women  with  reference  to  the  actions  of  these  two  means  of  ac- 
complishing discipline.  They  also  vary  during  the  period  of  puberty. 
The  marked  hyperesthesia  accompanying  the  period  should  be  borne 
in  mind  by  parents,  whereby  combativeness  is  developed  out  of  all 
proportion  to  the  cause,  when  punishment  is  used  as  a  means  of 
correction.  This  chapter,  as  well  as  the  next,  would  prove  of  ex- 
cellent service  to  over-zealous  and  under-instructed  moral  reform- 
ers, as  well  as  to  parents  and  teachers,  who  have  much  to  learn 
about  youth  at  this  critical  point  in  their  life-history.  In  the  remain- 
ing chapters  many  similar  problems  of  pedagogy,  general  and  munic- 
ipal sociology  and  race  psychology  are  treated  with  careful  discrim- 
ination and  with  practical  import.  How  can  persons  and  houses  of 
reformation  be  made  most  effectual  in  our  social  melange?  What  are 
the  best  ways  of  handling  the  various  neuroses  and  psychoses  of 
puberty?  How,  in  accordance  with  modern  ideas,  is  the  new  factor 
of  woman  competition  in  the  struggle  for  existence  to  be  thought  out? 
How  shall  the  prostitute  be  regarded,  and  what  can  be  done  for  the 
general  subject  of  prostitution?  These  and  many  other  most  important 
problems  are  handled  in  a  manner  that  is  eminently  just  and  conserva- 
tive. The  author  does  not  incline  towards  didacticism;  he  has  no  pet 
theories  of  general  reform,  but  he  has  the  true  philosophical  spirit  and 
has  given  an  accurate  and  temperate  series  of  studies  and  conclusions. 
We  hope  to  see  the  volume  translated,  that  it  may  reach  a  wider  cir- 
cle of  workers  in  medical  sociological  lines.  Jelliffe. 


Suggestion  und  ihre  sociale  Bedeutung.  W.  von  Bechterew. 
German  translation  by  R.  Weinberg.  Verlag  von  Arthur  Georgi, 
Leipzig,  1899,  p.  85. 

In  this  latest  contribution  to  the  study  of  suggestion,  the  subject  is 
treated  not  so  much  from  a  purely  medical  as  from  a  sociological  and 
psychological  standpoint.  The  influence  of  suggestion  in  determining 
the  actions  of  the  individual  or  the  masses  for  good  or  evil  finds  a  place 
under  a  somewhat  different  terminology  in  many  works  on  psychology. 
Considered,  however,  in  the  light  of  suggestion,  many  themes  which 
seem  hackneyed  take  on'  a  new  interest.  The  dancing  epidemics  of  the 
Middle  Ages,  the  crusades,  the  salons  of  Mesmer,  the  Paris  Communes, 
receive  a  careful  analysis  in  this  work,  and  the  various  religious  crazes 
and  faith  cures  of  the  present  age  also  are  studied.  The  greater  part  of 
the  book  is  taken  up  with  a  critical  study  of  a  religious  craze  which  came 
under  the  author's  observation  in  Russia,  and  whose  leader,  a  paranoiac 
— Muljowanny — was  under  his  care  in  the  insane  asylum  at  St.  Peters- 
burg. The  very  thorough  examination  of  this  case  and  the  analysis  pf 
the  epidemic  will  interest  not  alone  the  neurologist,  but  the  psychiatrist 
and  psychologist  as  well. 

We  should  feel  indebted  to  von  Bechterew  for  a  definition  of  sug- 
gestion, which  frees  it  from  its  narrow  connection  with  hypnotism.  Sug- 
gestion, he  states,  is  a  special  mode  of  influencing  an  individual,  with 
or  without  his  knowledge,  by  a  second  person  acting  intentionally  or 
unconsciously. 
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The  translation  from  Russian  into  German  will  be  a  disappointment 
to  those  who  are  accustomed  to  the  easy  and  natural  style  of  such 
writers  as  Striimpell.  McCarthy. 

Arbeiten  aus  hem  Institut  fur  Anatomie  und  Physiologie  des 
Centkalnervensystems  an  per  Wiener  Universitat.  Heraus- 
gegeben  von  Pkof.  Dr.  Heinrich  Obersteiner.  Heft  VI,  Franz 
Deuticke,  Leipzig  und  Wien,  1899. 

Some  years  ago  Prof.  Obersteiner  began  the  practice  of  issuing 
at  irregular  periods  and  in  the  form  of  separate  volumes  the  work 
done  in  his  laboratory  in  Vienna,  six  volumes  have  now  appeared, 
and  each  is  a  most  creditable  production.  We  miss  in  this  latest  the 
1  names  of  some  of  the  contributors  to  earlier  "Arbeiten,"  but  the 
sixth  volume  is  not  inferior  to  those  that  have  preceded  it.  Students 
of  all  nationalities  owe  a  debt  of  gratitude  to  Prof.  Obersteiner  for 
the  privilege  of  working  in  his  laboratory,  so  generously  offered,  and 
his  students  scattered  throughout  civilized  lands,  as  well  as  other  per- 
sons, view  with  pleasure  the  progress  manifested  by  the  'Arbeiten." 
The  sixth  volume  is  formed  by  six  original  papers,  and  is  well 
illustrated.  The  first  paper,  by  Spitzer,  contains  the  description  of  a 
solitary  tubercle  in  the  floor  of  the  fourth  ventricle,  and  of  the  de- 
generation caused  by  this  growth;  and  a  long  discussion  on  paralysis 
of  associated  ocular  muscles  (Blicklahmung).  Special  attention  is  paid 
to  the  posterior  longitudinal  bundle.  In  Spitzer's  case,  both  fifth 
nerves  were  found  degenerated,  although  they  were  not  directly  in- 
volved in  the  tumor;  they  were  supposed  to  have  been  pressed  by  the 
tumor  against  the  base  of  the  cranium,  or  to  have  been  injured  by  the 
distortion  of  the  pons  caused  by  the  growth  of  the  tumor.  The  pos- 
sibility of  symptoms  produced  by  injury  of  structures  at  a  distance 
from  the  seat  of  a  new  growth  must  always  be  borne  in  mind  in 
localizing  a  tumor  within  the  central  nervous  system.  Degeneration 
ooserved  by  Spitzer  in  the  upper  part  of  Burdach's  columns  is  ex- 
plained in  an  ingenious  way.  Pressure  by  the  tumor  was  believed 
to  have  been  exerted  on  the  first  cervical  roots,  and  to  this  pressure 
and  the  resistance  offered  by  the  ligamentum  dentatum  the  degenera- 
tion of  these  roots  was  ascribed.  Degenerated  fibers  found  in  the 
anterior  columns  of  the  cord  and  terminating  in  the  anterior  horns 
of  the  cervical  region  were  believed  to  have  had  their  origin  in  the 
interbrain  or  midbrain,  in  Deiters'  nucleus,  and  in  the  nuclei  of  the 
posterior  columns,  possibly  also  in  the  cerebellum.  Spitzer  describes 
two  tracts  under  the  names  of  ventral  and  lateral  tegmental  bundles. 

Zappert  gives  a  lengthy  description  of  the  degeneration  in  the 
spinal  cord  of  children,  to  which  he  has  called  attention  in  a  previous 
paper.  Degeneration  of  the  intraspinal  portion  of  the  anterior  roots, 
of  the  accessorius,  and  of  the  fibers  issuing  from  Clarke's  columns 
and  passing  to  the  direct  cerebellar  tracts,  and  of  the  motor  bulbar 
roots,  are  not  rare  findings  in  children  under  two  years  of  age.  Al- 
teration of  the  posterior  roots  and  of  the  spinal  white  matter  is  more 
uncommon  and  less  intense.  The  pronounced  changes  in  the  spinal 
cord,  as  seen  by  the  Marchi  method,  were  believed  by  Zappert  to  be 
pathological,  and  were  found  only  after  severe  diseases  of  long  dura- 
tion. It  seems  that  the  anterior  spinal  roots  of  young  children  are 
especially  vulnerable.  In  rare  cases  the  motor  cells  in  the  anterior 
horns  were  also  found  altered.  The  changes  in  the  anterior  roots  may 
have  some  relation  to  the  convulsions  of  childhood,  but  the  full  sig- 
nificance of  this  degeneration  is  unknown. 

We  have  from  Neurath  the  report  of  the  case  of  a  child  who  had 
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been  normal  until  hemiplegia  developed  after  scarlet  fever.  Numerous 
sclerotic  areas  were  found  in  the  brain.  The  glia  was  altered  in  these 
areas,  and  large  cells  with  large  nuclei  and  processes,  resembling  gang- 
lion cells,  were  found  within  and  without  these  sclerotic  foci.  These 
areas  were  not  the  result  of  the  scarlet  fever,  as  the  time  inter- 
vening between  the  attack  of  scarlet  fever  and  death  was  far  too 
short  for  their  formation,  and  no  vascular  lesions  were  observed.  The 
hemiplegia  was  supposed  to  have  resulted  from  the  action  of  the 
poisonous  products  of  the  scarlet  fever  on  the  nerve  cells. 

Kure's  investigations  on  the  trigeminus  nerve  of  the  rabbit  show 
that  the  cells  of  the  cerebral  root  of  this  nerve  do  not  conform  to 
the  type  of  the  motor  cells  of  the  cord,  but  resemble  those  of  the 
Gasserian  and  spinal  ganglia;  they  have,  therefore,  probably  a  different 
function  from  the  cells  of  the  motor  nucleus  of  this  nerve.  The  fibers 
of  the  cerebral  root,  and  those  arising  in  certain  cells  of  the  locus 
coeruleus  and  entering  the  portio  minor,  and  fibers  of  the  motor 
root,  do  not  decussate. 

Pineles  reports  a  case  of  tubercle  of  the  left  cerebellar  hemisphere, 
and  one  of  glioma  of  the  left  cerebellar  hemisphere.  He  enters  into 
a  long  discussion  concerning  the  functions  of  the  cerebellum  and 
refers  to  the  work  of  a  number  of  investigators.  His  paper  is  largely 
in  the  form  of  a  critical  digest. 

A  very  interesting  case  of  congenital  defect  of  the  brain  is  de- 
scribed by  Zappert  and  Hitschmann.  The  child  lived  eleven  days. 
The  spinal  cord  was  well  formed,  except  that  the  pyramidal  tracts 
were  absent  and  some  degeneration  existed  in  the  posterior  columns. 
The  anterior  corpora  quadrigemina,  the  cerebral  peduncles,  the  basal 
ganglia  and  parts  above  these  were  entirely  absent.  The  eyes  were 
developed,  but  the  optic  nerves  were  atrophic.  It  is  interesting  to  note 
that  the  cells  of  the  anterior  horns  of  the  cord  appeared  to  be  normal 
by  the  carmine  stain,  and  that  the  absence  of  the  cerebral  impulses 
transmitted  by  means  of  the  pyramidal  tracts  was  not  sufficient  to 
arrest  the  development  of  these  cells.  A  peculiar  degeneration  of  the 
posterior  columns  in  the  uppermost  part  of  the  cord  could  not  be 
satisfactorily  explained.  It  is  certainly  a  noteworthy  fact  that  a  human 
being  may  live  a  certain  time  without  a  cerebrum — in  this  case,  eleven 
days.  Spiller. 

A  new  journal  devoted  to  psychiatry  is  just  announced.  It  is  en- 
titled "Psychiatrische  Wochenschrift,"  and  is  to  be  devoted  to  the  re- 
porting of  mental  diseases  and  general  correspondence.  Its  editors  are 
Alt,  Anton,  Guttstadt  and  Mendel;  acting  editor,  v.  Bresler;  publisher, 
von  Marhold,  in  Halle. 

The  new  journal  is  to  be  a  quarterly  and  its  price  4  marks. 
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ISOLATED  FINGER  PARALYSIS.* 
By  William  Browning,  M.D., 

BROOKLYN,    N.   Y. 

The  title  given  is  so  far  inexact,  as  in  the  present  case  only 
the  extensors  were  affected  and  not  the  flexors. 

The  gentleman,  O.  P.  A.,  whose  case  I  have  to  relate,  was 
78  years  of  age  at  the  time  of  his  death  in  December,  1897. 
He  had  been  a  prominent  man  in  one  of  the  New  England 
cities,  and  had  passed  an  energetic  though  rather  easy  life. 
His  usual  weight  was  about  200  pounds.  In  general,  he  was  a 
good  liver,  though  an  abstainer  from  all  alcoholic  drinks. 
Since  youth  he  had  been  a  chewer  of  tobacco,  never  a  smoker. 
For  many  years,  and  it  was  claimed  even  since  childhood 
there  had  been  an  increasing  irregular  tremulousness  of  the 
hands,  appearing  only  on  effort;  apparently,  however,  this  was 
of  the  senile  form.  Otherwise,  his  health  had  always  been 
excellent. 

Perhaps  it  may  be  as  well  to  begin  with  the  notes  made 
when  the  photographs  were  taken  in  November,  1894.  His 
mental  condition  was  then  clear  and  good,  though  he  no 
longer  felt  equal  to  business  affairs.  The  skin  of  the  fingers 
was  heavily  wrinkled,  as  is  apparent  from  the  pictures.  During 
an  attack  of  bronchitis  a  year  previously,  there  had  been 
moderate  albuminuria;  but  this  had  since  disappeared.  His 
urine  at  times  showed  an  excess  of  uric  acid,  though  he  had 
never  had  frank  gout.  Beyond  this  and  the  marks  of  age  there 
was  no  further  trouble,  constitutional  or  otherwise.  He  was 
right-handed. 

His  special  trouble    began    some    three  years  before  this, 

*  Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neu- 
rological Association,  June  14  and  15,  1899. 
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i.  c,  when  he  was  J2  years  of  age.  He  had  always  been  a  fol- 
lower of  the  rod  and  gun.  One  day  while  trout-fishing  there 
was  a  sudden  snap  of  something  at  the  back  of  the  right  hand 
as  he  was  swinging  the  rod.  He  immediately  found  that  there 
was  complete  extensor  paralysis  of  the  middle  finger,  passive 
motion  being  still  free.  This  was  promptly  followed  by  severe 
pain  in  the  back  of  the  hand,  extending  partly  down  that 
finger  and  up  the  forearm.  The  pain  abated  considerably  with- 
in a  couple  of  hours,  and  by  next  day  was  wholly  gone.  After 
that  he  learned  to  extend  this  finger  by  getting  the  two  on 
either  side  under  it.    This  soon  became  so  habitual  as  scarcelv 


Fig.  I] 


to  be  noticed  by  others.  It  may  be  added  that  there  had  been 
no  previous  trouble  with,  or  accident  to,  the  part ;  except  for 
the  strain  on  the  fingers  of  handling  a  fishing-rod,  the  occur- 
rence was  spontaneous. 

The  above  described  condition  continued  unchanged  for  a 
year  and  a  half.  Then,  in  addition,  the  adjoining  ring  finger  of 
the  same  right  hand  became  affected  in  like  manner.  This  oc- 
curred while  lifting  a  small  box.  Hence  each  attack  occurred 
at  times  when  the  muscles  were  presumably  under  consider- 
able strain.    This  second  involvement   was    also  immediatelv 
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followed  by  local  pain,  even  more  intense  than  the  first.  It 
Started  from  the  back  of  the  hand  and  extended  up  the  fore- 
arm to  the  elbow.  Bathing  and  a  somewhat  firm  bandage  to 
hand  and  forearm  eased  the  suffering  by  evening.  Yet  the 
pain  and  some  soreness  locally  lasted  into  the  following  day 
at  least.     Since  then  there  has  been  no  change. 

No  pain  nor  premonition  preceded  either  attack.  Some- 
times the  fingers  seem  to  get  caught,  and  he  has  to  start  them 
with  the  help  of  the  other  hand.  Passive  motion  is  free  and 
natural  in  all  directions.  Grip  (i.  c,  flexion)  does  not  appear 
to  be  interfered  with.  There  was  no  chance  to  test  the  elec- 
trical reactions.  The  local  changes  at  this  time  were  so  slight 
in  appearance  as  scarcely  to  be  detected.  In  comparison  with 
the  other  side  there  was  just  a  faint  depression  over  the  tendon- 


Fig.  II. 

path  at  the  back  of  the  hand;  and,  when  flexed,  a  slight  pro- 
jection of  tendon  over  the  ring-knuckle  (aspect  towards  finger). 
The  position  of  the  hand  as  a  whole  is  well  shown  by  the  ac- 
companying pictures.  It  might  be  added  that  there  was  no 
anesthesia,  subjective  or  objective.  No  difference  in  the  wrist- 
reilexes — all  for  that  matter  slight. 

As  to  the  presumptive  seat  of  the  lesion  in  this  case,  the 
fact  of  severe  local  pain  at  each  attack  was  sufficient  to  exclude 
central  trouble.  This  was  also  borne  out  by  the  exceedingly 
limited  and  complete   character  of  each  paralysis.      Neither 
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were  the  symptoms  those  of  even  a  local  neuritis,  though  some 
gouty  affection  could  not  be  entirely  excluded.  My  own  con- 
clusion at  the  time  was  that  there  must  have  been  a  fraying-off 
of  the  tendon. 

While  his  subsequent  history  has  no  direct  bearing  on  this 
matter,  it  may  be  briefly  summarized.  The  hand  paralysis  re- 
mained entirely  unchanged. 

In  1895  the  right  eye  showed  signs  of  beginning 
cataract,  though  it  never  progressed  much.  Slight 
pufnness  appeared  about  the  feet  and  legs.  He  twisted 
the  right  foot  (possibly  a  slight  stroke),  and  thereafter 
it  was  more  swollen  and  the  toes,  especially  the  big  toe, 
showed  a  flexion-contracture.  The  right  knee-jerk  was 
a  little  the  stronger  (no  clonus),  and  the  right  leg  was  more 
sensitive  to  pressure.  There  was  also  a  very  slight  contracture 
at  the  right  knee.  From  this  time  he  gradually  became  feebler, 
his  mental  and  physical  strength  failed,  and  he  died  of*  senile 
exhaustion  some  six  years  after  the  first  onset  of  his  finger 
paralysis. 

Autopsy,  December  31,  1897.  Body  somewhat  emaciated. 
Only  the  upper  extremities  examined. 

Maximum  circumference  of  left  forearm  23.5  era.,  of  right 
23.0  cm.  On  laying  bare  the  deeper  structures  of  the  fore- 
arms, marked  changes  were  evident  on  the  right  side,  the  left 
proving  normal. 

On  the  right  the  long  extensors  of  the  middle  and  ring 
fingers  showed  analogous  changes.  Their  tendons  over  the 
distal  three-fifths  of  the  dorsum  of  the  hand  were  approxi- 
mately natural.  But  from  there  to  about  one-third  up  the 
forearm — a  hiatus  of  perhaps  four  inches — these  tendons  had 
so  far  disappeared  and  become  amalgamated  with  their  thick- 
ened sheath  that  only  a  strand  could  be  separated  out  as  the 
possible  remnant.  In  fact  this  strand,  as  contrasted  with  the 
glistening  white  tendon,  had  the  appearance  of  pale  sheath- 
tissue.  The  agglutination  and  thickening  were  most  marked 
in  the  region  corresponding  to  the  annular  ligament  of  the 
wrist.  On  subsequently  cutting  through  this  material,  a  small 
lump  of  muscular  tissue  was  found  in  the  middle  of  it.  The 
tissue  proper  of  the  two  affected  muscles  was  much  shrunken, 
disintegrated,  separated  into  fragmentary  masses,  and  flecked 
with  scant  patches  of  fat.  The  belly  of  each  muscle  appeared 
to  be  replaced  by  gravish-yellow  fat-tissue.  Close  to  the 
elbow,  however,  some  of  the  muscle-fibers  were  preserved. 

The  adioining  muscles  and  tendons — to  index,  little  finger 
and  thumb — were  intact,  except  that  the  index  tendon  was  en- 
veloped partly  in  the  sheath-thickening  above  described. 
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Specimen  No.  1. 


■         f-     <ar 

t  M  ▼  j 

r&JB 

1  ^  ■  ™  ,'j 

'■      ^^El^r    ^Fy 

■4^^tf 

P^C^j^flSj^^H 

Hrf^fc 

l^^^^v  ,  VI  j^J 

Specimen  No.  4. 


532  WILLIAM  BROWNING. 

Report  by  Dr.  Archibald  Murray,  Fellow  of  the  Hoagland 
Laboratory,  on  the  findings  in  the  specimens  of  muscle  submit- 
ted by  Dr.  Browning. 


Specimen  No  4  under  different  magnifications. 

"Specimen  No.  1.  This  is  taken  from  a  mass  of  de- 
generated muscle  from  one  of  the  two  involved  muscles,  near 
the  tendon. 

"Many  of  the  fibers  have  undergone  retraction,  their  course 
being  very  irregular.  Hyaline  degeneration  is  well  marked  in 
manv  of  the  fibers. 
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"Specimen  No.  4.     This  is  from  a  mass  taken  from  the 
back  of  wrist.     In  the  portions  of  this  specimen  where  the 


Specimen  No.  8. 
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Specimen  No.  10. 

muscle  fibers  have  been  cut  transversely,  they  appear  to  have 
atrophied  or  shrunken  to  about  one-half  their  normal  size,  the 
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remains  of  the  muscle  fiber  occupying  one-half  of  the  space 
surrounded  by  the  endomysium,  the  other  half  being  empty. 
Some  of  the  atrophied  fibers  show  a  well-marked  hyaline  de- 
generation. There  is  a  moderate  small-round-cell  infiltration, 
and  the  vessels  show  a  well-marked  obliterating  endarteritis. 

"Specimen  No.  8.  This  is  taken  from  the  belly  of  the  af- 
fected muscle,  near  the  elbow  joint.  (Extensor  communis 
digitorum.) 

"The  small-round-cell  infiltration  is  most  marked  in  certain 
portions  of  this  specimen.  Here  and  there  are  seen  isolated 
masses  of  muscle-fibers  surrounded  by  spaces  from  which  the 
fibers  have  disappeared. 

"Specimen  No.  10.  This  is  from  one  of  the  involved 
muscles  and  shows  some  irregularity  in  the  size  of  the  indi- 
vidual fibers." 

Remarks : — Even  with  the  aid  of  the  post-mortem  findings, 
it  is  not  entirely  clear  what  was  the  nature  of  the  original  proc- 
ess here.  If  we  suppose  a  local  inflammation,  it  hardly  ac- 
counts for  the  practical  disappearance  of  a  portion  of  the 
tendons.  There  had  been  no  suggestion  of  trigger-finger,  nor 
would  that  in  any  way  explain  the  facts.  Though  the  neighbor- 
ing tendons  as  well  as  those  of  the  opposite  side  looked  per- 
fect and  of  unusual  strength,  still  the  character  of  the  original 
attacks  and  the  condition  found  on  autopsy  speak  for  a  rup- 
ture of  the  tendons.  At  such  occurrence,  some  effusion  must 
have  developed,  and  this  explains  the  slight  thickening  at 
the  wrist  and  the  partial  enclosure  of  the  index  tendon.  The 
repetition  of  the  attack  shows  that  it  was  something  more  than 
an  accidental  occurrence.  In  any  case  it  was  a  local  affair, 
and  doubtless  in  some  way  senile  in  character. 

Examination  of  the  special  journals  and  text-books,  and 
even  the  Index  Medicus,  has  so  far  failed  to  disclose  any  case  at 
all  corresponding  to  the  present  one.  Dr.  Fletcher  of  the 
Surgeon  General's  Library  also  very  kindly  looked  the  matter 
up,  but  found  no  reference  bearing  directly  on  this  case. 

Paralysis  of  a  nerve  of  the  arm  is  well  known ;  spasm  of 
the  muscle  of  one  or  more  fingers  is  occasionally  described; 
occupation  neuroses  in  great  variety  are  recognized ;  joint  af- 
fections causing  stiffness  of  one  or  more  fingers  are  also  now 
and  then  met  with  (e.  g..  Prince's  case  in  Bost.  Med.  and  S. 
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Jour.,  1899,  March  2,  involving  middle,  ring  and  little  fingers, 
with  weakening  of  the  flexors) ;  trophic  alterations  may  occur. 

The  nearest  analogy,  however,  of  the  present  case  is  fur- 
nished by  the  rare  cases  of  traumatic  rupture  of  finger  tendons. 

Segond1  reports  a  case  of  subcutaneous  rupture  of  the 
extensor  tendon  of  phalanx  of  little  finger. 

Busch2  gives  one  of  the  thumb,  three  of  the  little  finger, 
and  one  of  the  ring  finger. 

Polaillon3  is  said  to  mention  two  cases,  one  of  the  index 
and  the  other  of  the  little  finger. 

Mueller4  reports  a  case. 

M.  Gangolphe5  reports  the  case  of  a  man  of  35  years  who 
had  subcutaneous  tearing  of  extensor  tendon  of  the  second 
phalanx  of  the  thumb,  due  to  violent  flexion.  Pain,  swelling, 
ecchymotic  discoloration,  position  of  phalanx  in  partial  flexion, 
and  increased  lateral  motion  resulted. 

Hence  while  in  one  or  the  other  of  these  cases,  each  of  the 
fingers  has  been  implicated,  still  they  refer  chiefly  to  the  ex- 
tensor tendons  of  the  little  finger.  So  far  as  the  subject  has 
been  looked  up,  however,  these  were  all  due  to  external  vio- 
lence, and  have  no  further  bearing  on  the  case  here  reported. 

DISCUSSION. 

Dr.  F.  X.  Dercum  said  that  the  problem  brought  forward 
by  Dr.  Browning  was  an  unique  one,  as  we  know  little  about 
the  senile  changes  that  take  place  in  the  tendons.  The  thought 
suggested  itself  to  Dr.  Dercum  that  a  break  or  tear  of  the 
tendon  was  produced  by  the  muscular  effort,  and  that  the 
muscular  changes  were  the  indirect  result  of  this  injury. 

Dr.  Browning  said  that  the  pathologists  were  inclined  to 
attribute  the  changes  to  the  obliterating  endarteritis ;  if  this 
view  was  correct,  he  failed  to  see  why  similar  changes  were  not 
found  in  the  index  finger  of  the  same  hand,  inasmuch  as  ob- 
literating endarteritis  existed  here. 

1  Bull,  de  la  Societe  anat. ,  1879,  p.  724. 
2Centbl.  f.  Chirurgie,  1881,  No.  1. 

3  Art.  "Doigt"  in  the  Dictionnaire  encyclopedique. 

4  "  Cas  de  rupture  des  tendons  flechisseurs  du  medius  gauche." 
Mem.  Soc.  de  Med.  de  Strasb.  (1881-2)  1883,  xix,  pt.  2,  50-52. 

Mem.  et  compt.-rend.  Soc.  d.  Sc.  Med.  de  Lyon  (1885),  1886,  xxv 
Pt.  2,  74-77. 


ASTHENIC  BULBAR  PARALYSIS.* 
By  Wharton  Sinkler,  M.D. 
This  peculiar  disease  was  first  described  by  Wilks,  in  1870,. 
in  Guy's  Hospital  Reports1,  where  he  relates  two  cases  which 
he  speaks  of  as  "an  unusual  form  of  glosso-labio-laryngeal 
paralysis."  In  18772  he  described  another  case  of  disease  of 
the  medulla,  in  which  death  supervened  within  a  few  weeks 
from  respiratory  paralysis,  and  a  careful  autopsy  revealed  no 
perceptible  lesion.  In  1878,  Erb3  published  three  cases,  in 
which  the  following-  symptoms  were  peculiarly  prominent : — 
bilateral  ptosis,  isolated  in  two  of  the  cases,  and  in  the  third 
the  intrinsic  muscles  of  the  eyeballs  were  also  affected.  There 
was  weakness  of  the  muscles  of  mastication,  paresis  of  the  neck 
muscles,  and  weakness  of  the  tongue  and  limbs.  The  upper 
branches  of  the  facial  nerve  were  affected,  while  the  lower  re- 
mained intact.  There  was  no  muscular  atrophy.  The  paretic 
symptoms  fluctuated  in  intensity,  improving  by  rest,  and  be- 
coming aggravated  by  fatigue  and  exertion.  Erb  called  the 
disease  "A  new  syndrome,  probably  of  bulbar  origin."  He 
was  evidently  not  acquainted  with  the  publication  of  Wilks' 
papers.  Nothing  more  was  added  to  the  subject  until  1887, 
when  Oppenheim4  reported  a  case  with  autopsy.  Soon  after 
this  Goldflam5  published  a  paper,  in  which  he  collected  all  pre- 
vious cases,  and  added  four  new  ones.  To  Goldflam  belongs 
the  credit  of  having  first  called  attention  to  the  importance  of 
the  fact  that  the  morbid  phenomena  in  this  affection  are  es- 
sentially variable  in  intensity,  and  are  rather  due  to  peculiar 
weakness  of  the  muscles,  evidenced  by  their  quickly  giving  out 
as  a  result  of  the  slightest  effort,  than  to  general  paralysis.  In 
1892  Hoppe6  wrote  a  paper,  giving  a  full  and  complete  account 

*  Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neuro- 
logical Association,  June  14  and  15,  1899. 

•Wilks,  Guy's  Hospital  Reports,  1870,  Vol.  XXIII. 

2  Wilks,  Guy's  Hospital  Reports,  1877. 

3  Erb,  Archiv  fur  Psychiatrie,  Vol.  IX,  p.  336. 

*  Oppenheim  and  Siemerling,  Berl.  klin.  Wochenschrift,  1886,  VoL 
XXIII,  p.  791. 

6  Goldflam,  Deutsche  Zeitschrift  fur  Nervenheilkunde,  Vol.  IV. 
6  Hoppe,  Berliner  klinische  Wochenschrift,  1892. 
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of  the  disease,  and  from  this  time  more  attention  was  drawn 
to  it.  Strumpell7  in  1895  reviewed  the  literature  of  the  subject, 
and  collected  21  cases  which  had  been  reported.  Various 
names  have  been  given  to  the  disease,  some  of  which  are  "Bul- 
bar Paralysis,  without  Anatomical  Lesions  at  Autopsy;" 
''Myasthenic  grave  pseudo-paralytique"  (Jolly);  "Syndrome 
d'Erb  et  Goldflam;"  "Syndrome  de  Hoppe  et  Goldrlam;" 
"Maladie  d'Erb,"  "Syndrome  bulbaire  d'Erb;"  "Chronic 
Progressive  Bulbar  Paralysis  (Oppenheim). 

Strumpell  has  called  the  affection  "Asthenic  Bulbar 
Paralysis,"  and  this  seems  to  have  found  general  favor,  as  it  is 
the  name  now  generally  used.  In  addition  to  the  21  cases  col- 
lected by  Strumpell,  there  have  been  13  others  reported.  Of 
these,  but  three  were  by  Americans — one  by  Collins8,  one  by 
Wheaton9,  and  one  by  Berkley10.  The  other  cases  recorded 
were  by  Marie11,  Ballet12,  Cardarelli13,  Finizio14,  Widal  and 
Marinesco15,  Silbermark16  (2  cases),  Brissaud  and  Lantzen- 
berg17  (2  cases),  and  Charcot  and  Marinesco18  (1  case). 

The  principal  features  of  the  affection  are  as  follows:  The 
disease  appears  usually  before  thirty,  and  may  occur  as  early 
as  the  age  of  12  or  15  years,  with  perhaps  a  slight  preference 
for  the  female  sex.  It  begins  graduallv  and  without  apparent 
cause,  but  there  may  be  quite  rapid  increase  in  the  symptoms, 
and  it  may  result  fatally  within  a  few  weeks.  Occasionally, 
there  is  at  first  pain,  never  very  violent,  and  mild  vertigo.    An 

7 Strumpell,  Deutsche  Zeitschrift  fur  Nervenheilkunde,  Vol.  VIII, 
p.  16. 

8  Collins,  Joseph,  International  Medical  Magazine,  April,  1896, 
p.  203. 

9  Wheaton,  Boston  Medical  and  Surgical  Journal,  '898,  p.  54. 

10  Berkley,  Johns  Hopkins  Hospital  Reports,  1897,  p.  94. 

"Marie,  Bull,  et  mem.  soc.  med.  des  hop.  de  Par.,  1898,  3  S., 
XV,  437. 

»  Ballet,  Gaz.  hebd.  de  med.,  Par.,  1898. 

'3  Cardarelli,  Clin,  med.,  Pisa,  1898,  IV,  81. 

uFinizio,  Riforma  med.,  Napoli,  1898,  XIV,  Pt.  1,  589. 

15  Widal  and  Marinesco,  Bull,  et  mem.  soc.  med.  des  hop.  de  Par., 
1897,  3  S.,  XIV,  518. 

16  Silbermark,  Wiener  klinische  Rundschau,  1896,  X,  767. 

17  Brissaud  and  Lantzenberg,  Arch.  gen.  de  m£d.,  Par.,  1897,  I,  257. 

18  Charcot  and  Marinesco,  Compt.  rend,  de  la  soc.  de  biol.,  Marih 
1,  1895. 
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early  and  most  important  symptom  is  the  rapid  fatigue  usually 
shown  in  those  muscles  whose  nerve  centers  are  in  the  me- 
dulla, pons  and  crura.  The  first  symptom  may  be  drooping 
of  the  lids  and  diplopia,  or  else  difficulty  in  mastication,  speak- 
ing or  swallowing.  Involvement  of  the  trunk  and  limbs  usu- 
ally occurs  later,  although  the  disease  may  begin  in  these  parts. 
There  are  seldom  muscular  twitchings  observed  even  in  the 
tongue.  When  the  disease  is  fully  developed,  there  is  per- 
manent paresis  in  the  upper  lids  and  all  the  muscles  innervated 
by  the  seventh  nerve,  and  in  the  muscles  of  mastication.  In 
the  muscles  elsewhere  there  is  great  and  rapid  fatigue  after  the 
slightest  effort,  which,  in  the  later  stages,  amounts  almost  to 
complete  paralysis.  This  is  noted  especially  in  swallowing, 
chewing  and  speaking,  and  it  is  also  true  of  the  movements  of 
the  limbs.  The  permanent  paresis  is  found  in  those  muscles 
which  are  continually  in  tonic  contraction,  and  have  little  rest; 
that  is,  in  the  levatores  palpebrarum,  the  muscles  of  expres- 
sion, and  the  masseters.  In  some  cases  permanent  paralysis 
of  the  muscles  of  the  eyeballs  is  present,  and  these  are  also  in 
constant  tonicity;  often,  however,  these  muscles  are  entirely 
spared.  Of  the  muscles  below  the  head,  only  those  of  the  back 
of  the  neck  have  been  found  permanently  paretic,  the  ex- 
planation for  this  being,  that  they  are  in  the  same  condition  of 
tonic  contraction  as  the  muscles  of  the  lower  jaw.  Ptosis  is 
often  the  first  symptom,  and  when  the  muscles  of  the  eyeballs 
escape,  it  is  important  as  showing  an  involvement  of  one 
branch  only  of  the  third  nerve.  Reaction  of  the  pupils  to  light 
and  accommodation  always  seems  to  be  normal.  The  ex- 
tremities are  always  involved,  but  weakness  of  the  muscles  of 
the  organs  of  respiration,  if  it  occurs  at  all,  appears  late,  and 
the  sphincters  have  never  been  found  affected.  On  certain 
days  the  patient  has  more  power  than  on  others,  but  anything 
causing  unusual  fatigue  or  depression  impairs  the  strength  of 
the  muscles.  For  example,  in  the  case  related  by  Wheaton, 
and  in  my  own  case,  during  the  menstrual  period  the  paresis 
was  always  greater.  Irregularity  of  the  heart's  action,  and 
tachycardia  are  sometimes  met  with.  Sudden  relapses  are 
common,  and  may  occur  even  one  or  two  years  after  apparent 
recovery. 

About  fifteen  autopsies  have  been  made,  and  in  none  have 
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microscopical  changes  ever  been  found  in  any  of  the  tissues, 
and  from  the  clinical  conditions  gross  lesions  could  not  be  ex- 
pected. Most  writers  suggest  the  theory  of  infection  by  toxic 
materials,  although  no  one  can  say  if  the  poison  is  elaborated 
in  the  body  or  taken  from  without.  It  is  exclusively  an  affec- 
tion of  the  motor  system. 

The  same  exhaustion  is  shown  to  the  faradic  current,  which 
proves  that  the  peripheral  neuron  is  involved  perhaps  alone, 
although  the  disease  may  be  muscular.  The  knee-jerk  is 
prompt,  and  muscular  atrophy  does  not  occur,  even  after  a 
long  period. 

The  prognosis  naturally  is  doubtful,  but  the  patients  usu- 
ally have  periods  of  remission,  and  are  frequently  apparently 
quite  well  for  several  years  at  a  time.  There  are  a  number  of 
essential  differences  between  this  affection  and  true  degenera- 
tive bulbar  paralysis.  There  is  no  real  atrophy  of  the  muscles, 
either  of  the  tongue,  lips  or  extremities,  and  there  is  no  com- 
plete paralysis  of  the  muscles  of  the  lips  producing  drooling  or 
drivelling  of  saliva.  The  patient  is  usually  able  to  expose  the 
teeth,  pucker  the  mouth,  and  to  whistle.  The  deep  reflexes  are 
preserved,  and  there  is  no  change  in  electrical  irritability,  ex- 
cept that  it  becomes  exhausted  after  the  continuous  application 
of  the  current.  There  are  no  disturbances  of  sensibility  and  the 
special  senses  are  unaffected.  If,  however,  prolonged  stimu- 
lation of  the  special  senses  is  persisted  in,  they  are  liable  to  be- 
come quickly  exhausted.  For  example,  sight  and  hearing  be- 
come impaired  after  long' use.  In  true  bulbar  paralysis  there 
is  seldom  involvement  of  the  third  nerve,  or  the  lower  facial, 
or  minor  branch  of  the  fifth  nerve. 

Amyosthenia,  or  weakness  of  the  lower  extremities,  is  not 
observed  in  bulbar  paralysis,  and  the  attacks  of  disordered 
heart's  action  and  dyspnea,  which  have  been  recorded  as  fre- 
quently occurring  in  asthenic  bulbar  paralysis,  are  seldom  met 
with  in  the  former  disease.  As  already  pointed  out,  the  most 
characteristic  feature  of  asthenic  bulbar  paralysis  is  the  readi- 
ness with  which  the  affected  muscles  become  exhausted  upon 
use.  The  patient,  whose  case  I  shall  record,  talks  quite  dis- 
tinctly and  readily  at  first,  but  after  a  few  minutes'  conversation 
her  voice  becomes  weak,  high-pitched  and  nasal.     In  masti- 
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cation  of  food  the  muscles  soon  become  exhausted,  and  the 
patient  has  difficulty  in  swallowing  the  bolus.  The  move- 
ments of  the  arms  and  legs  also  cause  feebleness  in  a  short  time. 
The  knee-jerks,  which  are  active  on  first  examination,  soon  be- 
come exhausted.  Jolly  and  Murri19  have  pointed  out  the 
peculiar  influence  of  electricity  upon  the  muscles.  At  first,  to 
the  faradic  current,  these  respond  energetically,  but  after  the 
passage  of  the  current  for  a  short  time,  the  response  becomes 
very  feeble  or  nil.    This  Jolly  called  the  "myasthenic  reaction." 

The  opinion  of  Strumpell  and  others  as  to  the  pathology  of 
the  disease  is,  that  it  is  infectious  in  character,  and  that  the 
presence  of  some  poison  in  the  system  exerts  its  deleterious  in- 
fluence upon  the  groups  of  ganglionic  cells  in  the  medulla  and 
pons.  Nothing  so  far  has  thrown  any  light  upon  the  causation 
of  asthenic  bulbar  paralysis. 

It  seems  to  me  that  a  fact  in  connection  with  the  case  which 
I  am  about  to  relate  throws  some  light  upon  the  pathology  of 
the  disease.  This  fact  is,  that  two  brothers  of  my  patient  had 
nystagmus  and  nodding  tremor  of  the  head,  and  two  of  her 
own  children  have  been  affected  in  precisely  the  same  way. 
This  would  suggest  that  there  was  a  hereditary  predisposition 
to  lesions  in  the  nervous  system,  and  that  there  existed  a  de- 
velopmental defect  in  the  motor  tracts  of  the  medulla  and  pons. 
We  cannot  help  feeling  that,  as  we  study  cases  of  this  kind,  and 
observe  the  history  of  heredity,  how  strong  is  the  influence  in 
the  direction  of  hereditary  transmission.  The  number  of 
familiar  diseases  of  the  nervous  system  is  increasing  each  year, 
and  we  are  beginning  to  learn  that  a  certain  class  of  diseases  is 
liable  to  attack  individuals  in  whom  there  is  a  poorly  con- 
structed nervous  system. 

The  possibility  of  hysteria  being  mistaken  for  this  disease  is 
quite  great,  especially  when  ptosis  and  diplopia  are  the  only 
symptoms,  and  disappear  and  reappear  without  apparent 
cause.  One  should  always  be  guarded  in  making  a  positive 
diagnosis  of  hysteria  before  carefully  considering  the  possibility 
of  asthenic  bulbar  paralysis.  In  the  early  stages  of  the  disease 
under  consideration,  it  might  readily  be  mistaken  for  nuclear 
ophthalmoplegia,  but  in  asthenic  bulbar  paralysis  the  paralysis 

19  Cited  by  Brissaud  and  Lantzenberg,  Arch.  gen.  de  med.,  Par., 
1897,  Vol.  I. 
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is  not  so  complete,  and  after  rest  the  muscles  involved  always 
regain  a  certain  amount  of  power.  Moreover,  the  muscles  of 
speech  and  deglutition  sooner  or  later  become  affected  in  tne 
latter  disease. 

The  following  case  typically  exemplifies  the  description 
given  of  asthenic  bulbar  paralysis  by  Erb,  Strumpell  and 
others : 

The  patient,  Mrs.  H.  B ,  was  brought  to  my  clinic  at 

the  Orthopedic  Hospital  and  Infirmary  for  Nervous  Diseases 
by  D.  C.  b.  Hough,  of  Hamburg,  Penna.  The  patient  was  37 
years  of  age  and  married.  She  was  born  in  America  of  Scotch 
parents.  Her  father  died  of  apoplexy,  and  her  mother  is  liv- 
ing and  well  at  65  years.  Her  maternal  grandmother  was  blind 
for  years  before  her  death.  She  has  two  brothers  and  four  sisters 
who  are  living,  and  who  are  in  good  health,  with  the  excep- 
tion of  one  brother  who  has  nystagmus  and  a  rotary  tremor 
of  the  head.  One  brother  who  died  at  30  years  of  age  also 
had  nystagmus  and  head  shaking.  She  has  been  married  for 
16  years.  Her  eldest  child  is  a  boy  of  15,  who,  like  the  maternal 
uncles  above  referred  to,  has  nystagmus  and  a  rotary  tremor 
of  the  head.  He  is  very  small  for  his  age,  and  undeveloped. 
He  does  not  look  more  than  12  years  of  age,  but  he  is  active 
and  very  intelligent.  His  mother  says  that  he  does  the  work  of 
a  man  on  the  farm  where  they  live.  Her  youngest  child  is  five 
months  old,  and  this  one  also  has  nystagmus.  The  remaining 
four  children  are  normal.  Her  husband  is  living  and  healthy. 
There  is  nothing  in  the  history  to  give  rise  to  any  suspicion  of 
syphilis. 

Previous  History. — There  is  nothing  notable  in  the  early 
history  of  the  case.  The  patient  had  the  ordinary  diseases  of 
childhood  in  mild  form.  Seven  years  ago  she  had  a  light  attack 
of  typhoid  fever,  and  a  short  time  after  this,  without  any  ex- 
citing cause,  she  gradually  developed  ptosis,  first  in  the  left 
and  then  in  the  right  lid.  This  remained  for  at  least  six  weeks. 
She  went  to  the  Wills'  Eye  Hospital  in  this  city,  and  under 
treatment  the  ptosis  gradually  recovered.  The  history  taken 
from  the  records  at  the  Wills'  Eye  Hospital  states  that  the  lids 
commenced  to  droop  in  September,  1892.  On  January  30, 
1893,  when  she  was  admitted  to  that  institution,  there  was  com- 
plete ptosis.  After  six  weeks'  treatment  in  which  mercury  was 
administered,  there  was  scarcely  any  drooping  of  the  lids.  In 
October,  1895,  there  was  a  similar  attack,  and  her  doctor  wrote 
for  advice,  as  she  could  not  come  to  the  hospital.  In  October, 
1897.  she  returned  with  diplopia  gradually  progressing.  There 
was  then  paresis  of  both  interni,  and  faintly  so  of  the  superior 
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recti  muscles.  The  fields  at  this  time  were  much  contracted. 
In  1898,  except  that  there  was  occasional  drooping  in  the  lid 
of  the  left  eye,  which  is  especiall)>  marked  on  near  work,  noth- 
ing seemed  wrong.    Still  apparent  paresis  of  muscles. 

A  child  was  born  in  December,  1898.  It  was  not  a  difficult 
labor.  She  states  that,  a  few  days  after  the  birth  of  her  child, 
her  eyesight  began  to  fail  more  rapidly,  and  a  month  later  she 
could  not  swallow  well.  Then  her  hands  and  arms  began  to 
lose  power,  and  she  also  had  feebleness  in  the  legs.     She  has 


Fig.  I.     Asthenic  bulbar  paralysis.     Shows   paralysis  of  left 
ior  rectus  in  looking  upward. 


su- 


perior 

never  been  confined  to  bed.  The  weakness  in  her  throat 
muscles,  difficulty  in  swallowing  and  enunciating  have  been  the 
most  advanced  symptoms.  She  has  no  pain,  but  some  distress 
in  the  lumbar  region.  She  has  always  had  control  of  the  bowels 
and  bladder.  She  has  not  nursed  her  baby,  and  has  men- 
struated regularly  since  its  birth.  At  each  catamenial  period 
all  her  symptoms  are  more  marked. 
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On  examination,  the  peculiar  expression  of  the  woman's 
face  is  noticeable.  The  eyes  are  partly  closed ;  the  brows  being; 
elevated  so  as  to  raise  the  lids  to  give  sufficient  vision  to  go 
about.  The  face  is  without  expression  and  mask-like.  Ab- 
sence of  the  upper  teeth  give  rise  to  a  peculiar  sinking  of  the 
upper  lip.  There  is  no  paralysis  of  the  facial  muscles.  The 
tongue  is  protruded  straight.     The  lips  can  be  separated  so  as 


PlG.  II.     Asthenic  bulbar  paralysis.     Face  at  rest. 

to  show  the  gums,  and  the  mouth  can  be  puckered  into  the  po- 
sition of  whistling.  Her  speech  is  nasal,  indistinct  and  whin- 
ing. After  speaking  for  some  time,  almost  complete  aphonia 
exists.  The  effort  of  talking  soon  exhausts  the  power  of  articu- 
lation, but  after  resting  for  a  time  she  is  able  to  enunciate  quite 
distinctly.  Deglutition  is  difficult.  After  chewing  and  swal- 
lowing for  a  short  time,  the  effort  of  swallowing  becomes  great, 
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and  sometimes  liquids  are  regurgitated  through  the  nose.  On 
inspection  the  throat  muscles  appear  flaccid.  Her  hearing  is 
good,  and  the  special  senses  are  unciianged.  The  arms  are 
weak  and  soon  tire  alter  exertion.  She  walks  in  a  shuffling 
and  awkward  manner,  and  the  strength  of  the  legs  soon  gives 
out  and  the  gait  becomes  more  unsteady.  The  knee-jerks  are 
preserved  and  apparently  do  not  become  exhausted  on  repeated 
testing.  The  sensation  is  unimpaired,  both  as  to  tactile  and 
pain  sense.  There  is  no  thermo-anesthesia.  Electrically,  all 
of  the  muscles  respond  to  the  faradic  current,  and  although 
not  tested  extremely,  faradic  irritability  is  not  exhausted,  as 
was  observed  by  Jolly  and  others.  There  is  no  atrophy  of  the 
tongue,  nor,  in  fact,  of  any  of  the  muscles,  and  there  is  no 
fibrillary  tremors  in  any  part.  There  is  no  kyphosis  of  the  spine. 
Dynamometer,  right,  50;  left,  50.  The  patient  suffers  no 
trouble  with  her  digestion.  The  bowels  are  regular.  She 
sleeps  well  and  has  no  headaches. 

Dr.  A.  G.  Thomson  made  an  examination  of  the  eyes  and 
made  the  following  report:  "Partial  ptosis  in  both  lids;  more 
marked  in  the  left.  Pupilary  reactions  normal.  Almost  com- 
plete paralysis  of  the  left  external  rectus,  and  partial  paralysis 
of  the  left  superior  rectus.  The  accommodation  is  normal. 
The  discs  pnd  fundi  are  normal.  Form  and  color  fields  ar? 
unchanged." 

There  is  apparently  no  mental  disturbance,  and  the  patient 
is  of  cheerful  and  contented  disposition  in  spite  of  her  in- 
firmaries. The  fatigue  which  occurs  in  the  various  muscles, 
both  the  muscles  of  the  eye  and  throat,  and  those  of  the  legs  and 
arms,  is  markedly  characteristic  of  the  affection,  and  exhibits 
the  distinctiveness  of  the  disease  from  organic  bulbar  paralysis. 


-172.  Stomatitis  Nf.urotica  Chronica  (Neurotic  Ulcers  of  the 
Mouth).  By  W.  Knnwsley  Sibley  (British  Medical  Journal,  No. 
1998,  page  900,  April  15,  1899). 

These  ulcers  have  been  described  by  a  number  of  authors  under 
various  titles.  Their  principal  claims  to  be  neurotic  seem  to  be 
that  they  occur  in  neuropaths;  are  aggravated  by  emotional  and  mental 
disturbances;  are  peculiarly  chronic  and  recurrent;  and  are  not  easily 
explained  on  anv  other  theorv.  The  present  custom  seems  to  be  to 
label  the  unexplained  "neurotic."  The  author  reports  three  cases,  all 
in  women  beyond  middle  age.  Patrick. 


ASTHENIC  BULBAR  PALSY,  WITH  REPORT  OF  A  CASE.* 
By  John  Punton,  M.D., 

KANSAS    CITY,    MO. 

A  few  months  ago  the  case  I  am  about  to  report  was  re- 
ferred to  me  by  Dr.  L ,  of  Columbus,  Kansas,  for  diag- 
nosis. In  the  course  of  my  examination  I  discovered  that  the 
history  and  symptomatology  were  unlike  that  of  anything  in 
my  previous  experience,  although  my  reading  suggested  to 
me  what  I  think  the  case  really  is. 

In  order  to  confirm  my  suspicions  I  called  to  my  aid  my 
colleague  Dr.  Burnett,  to  whose  co-operation  I  am  mainly  in- 
debted for  this  detailed  report.  It  is  not  my  desire,  however, 
in  reporting  the  case  to  claim  anything  new  or  original,  but 
simply  to  call  attention  to,  and  to  put  on  record,  one  more  case 
of  this  relatively  rare  form  of  nervous  disease  of  which  we  have 
considerable  yet  to  learn  from  a  pathologic  standpoint. 

It  is  only  within  the  last  two  decades  that  this  affection  has 
actually  been  impressed  upon  us  as  a  distinct  neurologic  en- 
tity deserving  a  differentiation  from  that  of  Duchenne's  disease, 
or  true  bulbar  palsy,  although  Wilks1  in  1870  presented  a 
clinical  resume  plus  a  post-mortem  study  that  was  followed  a 
little  later  by  an  analytical  study  of  three  cases  by  Erb,  whose 
combined  efforts  to  gain  special  recognition  of  the  disease  fell 
flat.  Only  after  Oppenheim,  a  decade  later  presented  his  non- 
confirmatory  microscopical  findings,  showing  the  symptom- 
complex  to  be  without  a  distinct  anatomic  change,  was  the 
stimulation  sufficient  to  produce  the  series  of  papers  that  fol- 
lowed, illy  describing  the  condition  and  leading  to  confusion  in 
the  production  of  a  wide-spread  nomenclature.  Really,  not 
until  18922  did  the  disease  receive  special  recognition,  this 
being  prompted  by  Hoppe's3  paper.  Dr.  Collins  in  1896  speaks 
of  a  dozen  cases  on  record  in  which  post-mortem  exami- 
nations have  been  carefully  made.     While  our  patient  is  still 

*Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neu- 
rological Association,  June  14  and  15,  1809. 

•Wilks,  Guy's  Hospital  Reports,  Vol.  XXII. 
sCollins,  International  Medical  Magazine,  April,  1896. 
3  Hoppe,    Berliner  klin.  Wochenschrift,  1892,  p.  332. 
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living,  and  therefore  the  case  offers  no  pathological  evidence, 
it  is  clear  that  the  clinical  analysis  is  sufficient  to  demonstrate 
wherein  the  case  differs  from  a  chronically  progressive  de- 
generative bulbar  paralysis,  characterized  by  fibrillary  twitch- 
ings,  atrophy,  and  paralysis;  and  that  it  is  almost  a  typical  pic- 
ture of  those  cases  of  asthenic  bulbar  palsy  as  verified  bv 
necropsies.    The  case  in  point  is  as  follows  : 

Family  History. — Grandparents,  dead;  no  knowledge  of 
the  cause  of  death.  The  mother  ot  the  patient  is  asthmatic; 
the  father  is  a  strong  healthy  man. 

Personal  History. — The  patient,  Mrs.  B.,  is  twenty-five 
years  old,  married  happily,  and  the  mother  of  one  child  three 
years  old.  Prior  to  marriage  she  suffered,  at  intervals,  from 
attacks  of  so-called  rheumatism,  characterized  by  pain  in  the 
joints  without  swelling;  otherwise  she  was  an  average  health v 
girl.  Her  life  has  been  devoid  of  any  special  hardships  or  men- 
tal depression. 

The  symptoms  of  her  present  ill  health  date  back  about 
three  years.  Shortly  prior  to  this  time  she  gave  birth  to  her 
first  and  only  child.  The  parturient  act  was  prolonged  and 
difficult.  A  midwife  officiated,  leaving  the  usual  lacerations 
as  souvenirs  of  her  skill.  Operation  twelve  months  later  for 
lacerated  cervix  was  done  successfully,  while  she  was  being 
treated  at  Hot  Springs  for  her  supposed  rheumatism.  She  be- 
lieves that  she  has  not  been  well  since  her  delivery.  The  first 
manifestation  of  the  condition  now  complained  of  was  an  af- 
fection of  the  eyes,  coming  on  at  intervals,  when  she  would  see 
double,  and  her  vision  would  become  more  or  less  dim — a 
manifest  weakness  of  her  ocular  muscles.  Ptosis  of  left  eye 
supervened,  being  also  worse  at  intervals.  Her  general  health 
began  to  fail,  and  amyosthenia  was  marked.  She  became  pro- 
foundly weak  on  the  slightest  exertion,  the  extremities  seemed 
like  heavy  burdens;  mastication, which  at  first  appeared  normal, 
gradually  became  fatiguing,  swallowing  became  difficult  and 
imperfect,  and  articulation  also  became  impaired.  The  voice 
changed  in  pitch,  tone  and  quality,  being  distinctly  nasal  in 
character.  The  tongue  became  less  dexterous  and  was  the 
seat  of  "numbness,"  as  she  explains  it.  The  prehensile  acts 
performed  by  it  during  mastication  were  limited,  imperfect 
and  fatiguing.  The  food  could  neither  be  removed  readily  from 
the  buccal  grasp,  nor  be  conveyed  posteriorily  to  the  constrict- 
ors, which  in  turn  were  functionally  derelict,  and  deglutition, 
especially  of  solids,  was  markedly  unsatisfactory.  While  ab- 
normal weariness,  prostration  and  rapid  heart  action  are  in- 
luced  by  slight  efforts  of  bodily  occupation,  she  has  no  morbid 
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fears,  apprehensions,  dreads  or  perverted  conceptions  ;  neither 
is  she  moody,  despondent  or  given  to  morbid  mentality.  In 
two  years  from  the  onset  of  the  disease  she  had  ptosis  of  the 
right  eye  and  weakness  extending  over  the  facial  musculature. 
She  says  the  movements  of  her  lips  gradually  became  limited 
until  she  could  no  longer  co-apt  them  as  in  the  act  of  whistling. 
The  strabismus  developed  in  both  eyes,  and  the  movements  of 
the  eyes  became  limited  in  all  directions.  Since  this  defect  of 
the  eyes  there  gradually  developed  a  continuous  lachrymation. 
She  says  she  has  decreased  in  weight  from  153  to  106  pounds. 

Examination. — On  close  examination  we  found  her  eye- 
balls fixed,  there  being  no  movement  in  any  direction.  They 
were  also  slightly  protrusive.  Excessive  lachrymation  was 
constant  during  the  waking  hours.  The  pupils  reacted  to  light 
and  in  accommodation,  and  ptosis  of  left  eye  was  marked; 
slightly  so  in  the  right.  The  diplopia,  formerly  so  annoying,  is 
now  only  present  when  certain  lateral  head  movements  are 
made  since  ophthalmoplegia  has  supervened. 

Face. — The  whole  facial  expression  suggests  a  putty-like 
blankness.  The  muscular  tonicity  is  lost,  so  that  a  state  of 
profound  paresis  on  the  right  side  exists  with  a  less  degree  of 
paresis  on  the  left.  The  lips  cannot  be  co-apted  sufficiently  to 
produce  labial  sounds,  neither  can  the  patient  whistle.  At- 
tempts to  show  the  teeth  or  to  produce  laughing  expression 
distort  the  face  slightly  to  the  left.  The  masseters  are  about 
equally  paretic  and  it  is  impossible  for  the  superior  and  inferior 
maxillae  to  be  approximated  with  any  degree  of  force.  The 
chewing  of  bulky  and  solid  substances  cannot  be  done  for  want 
of  power.  There  is  no  atrophy,  tremor  or  fibrillary  twitchings 
of  the  muscles  involved. 

Organs  of  Speech  and  Deglutition. — The  tongue  is  thick 
and  flabby,  without  indentures,  atrophy  or  tremor,  and  is  ut- 
terly devoid  of  any  lateral  movements.  It  can  only  be  pro- 
truded to  the  inner  margin  of  the  lips.  The  palate  has  lost  its 
symmetrically  arched  outline,  and  hangs  low,  with  the  uvula 
directly  on  the  base  of  the  tongue,  and  does  not  rise  to  close  off 
the  posterior  nares  in  attempts  to  say  "Oh,"  etc.  The  voice 
is  exceedinglv  thick,  and  all  sounds  are  indistinct,  and  finished 
off  with  the  cleft-palate  nasal  twang.  Her  attempts  to  answer 
the  necessarv  questions  in  the  examination  cause  her  much 
fatigue.  The  constrictor  muscles  of  the  throat  are  quite 
paretic,  and  deglutition  of  solids  is  difficult,  while  liquids 
regurgitate  through  the  nose.  A  careful  examination  of  the 
organs  of  voice  by  Dr.  Hal  Foster  revealed  paralysis  of  the  left 
vocal  cord. 

Trunk  and  Extremities. — She  is  thin,  as  would  be  expected 
when  remembering  she  is  but  a  medium-sized  woman,  having 
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lost  47  pounds  in  weight.  There  is  no  atrophy  of  shoulder,  arm, 
forearm,  hands  or  trunk  muscles,  neither  are  there  any  fibril- 
lary Switchings  to  be  seen  anywhere  on  close  and  repeated  ex- 
aminations. The  power  in  all  the  extremities  seems  normal  to 
the  usual  tests  for  one  in  her  physical  health,  and  there  are  no 
sensory  symptoms  present. 

Reflexes. — The  superficial  reflexes  are  normal,  whilst  the 
deep  reflexes  (knee-jerks)  are  slightly  exaggerated.  No  ankle- 
clonus. 

The  electric  irritability  of  muscles  is  normal,  and  there  is 
no  evidence  of  disease  of  the  heart  or  lungs.  Urinary  analysis 
proved  negative.  The  pulse  was  90,  and  regular.  Menses  and 
bowels  were  also  regular.  Appetite  fair,  notwithstanding  the 
great  loss  in  weight. 

It  would  seem  that  while  this  patient  was  subject  to  remis- 
sions and  exacerbations  since  the  advent  of  her  affliction,  these 
variations  have  not  been  so  markedly  manifest  as  in  the  aver- 
age case.  When  she  did  enjoy  an  apparent  remission  it  was 
more  of  an  arrest  of  the  progress  of  the  disease  for  a  time  onlv, 
to  be  broken  by  a  sudden  onward  march  to  the  decline.  There 
appears  to  have  been  no  special  epochs  when  there  was  a  ces- 
sation of  her  symptoms,  with  pronounced  steps  toward  recov- 
ery, as  was  noted  in  Collins'  report.  It  is  true  her  amyosthenic 
manifestations  were  aggravated  more  at  times  than  at  others, 
but  these  were  really  brought  on  by  slight  efforts  causing 
fatigue,  and  were  largely  corrected  by  removing  the  fatigue. 
The  knee-jerks  in  this  case  while  absent  on  the  first  test  were 
later  exaggerated,  but  grew  less  responsive  on  repeated  tests, 
however,  .until  only  a  minimum  reflex  act  could  be  obtained. 
They  were  also  restored  to  former  activity  by  a  period  of  rest. 
Any  attempt  to  tax  any  organ  or  organs  was  soon  followed  by 
distressing  fatigue  and  general  nervousness.  Severe  attacks  of 
tachycardia  with  prostration  and  weakness  were  sure  to  follow 
over-expenditure  of  her  limited  strength;  but  that  there  was 
actual  improvement  at  any  of  the  seeming  periods  of  better 
health  over  and  above  arrested  progress,  there  is  no  evidence. 

A  symptom  attracting  attention  was  the  profuse  lachry- 
mation,  a  symptom  common  in  true  bulbar  palsy,  but  usually 
attended  by  more  or  less  emotion,  which  was  wanting  in  this 
case.  She  was  perfectly  clear  and  responsive  mentally,  and 
remarkable  for  her  buoyancy  and  composure.    It  must  be  re- 
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membered  that  complete  ophthalmoplegia  existed,  and  while 
ptosis  was  marked,  there  was  a  protrusion,  seemingly  of  a 
naturally  large  eyeball,  which  remained  unprotected  from  the 
particles  of  atmospheric  dust  ordinarily  whipped  away  by  the 
physiologic  activity  of  the  eye  lashes.  Exact  observations  on 
the  working  of  the  vocal  cords  are  largely  wanting  in  the 
literature  on  this  subject;  the  nearest  expression  is  the  sup- 
position of  a  paretic  condition  of  the  vocal  cords,  such  as  men- 
tioned in  Hoppe's  case.  Of  course,  paralysis  of  the  palate, 
tongue  and  lips  is  disastrous  to  perfect  externalization  of 
speech,  but  the  case  presents  the  additional  defect  of  paralysis 
of  the  left  vocal  cord.  To  be  positive  of  this  the  competent 
counsel  of  Dr.  Hal  Foster  was  asked.  In  attempts  at  phonation 
the  left  vocal  cord  refused  to  functionate,  was  relaxed,  passive, 
and  did  not  rise  to  meet  its  fellow  of  the  opposite  side  in  the 
median  line,  and  presented  a  pale  anemic  appearance.  The  right 
vocal  cord,  on  the  other  hand,  presented  no  abnormal  appear- 
ance, and  in  functionating  passed  well  across  the  median  line 
in  an  attempt  to  approximate  its  derelict  companion. 

At  a  glance  it  will  be  seen  that  the  symptom-complex  mak- 
ing up  the  clinical  picture  is  purely  a  motor  defect.  It  is  a 
typical  denotation  of  suspended  motorial  function.  As  already 
mentioned,  no  evidence  of  superficial  or  deep  sensory  defects 
were  manifest.  The  complete  ophthalmoplegia  externa  (there 
being  normal  response  of  the  pupil  to  light  reflex  and  in  ac- 
commodation) points  to  involvement  of  the  third  and  sixth 
nuclei ;  bilateral  weakness  of  the  muscles  of  mastication  suffi- 
cient to  prevent  the  chewing  of  solid  substances  implicates  the 
motor  branch  of  the  fifth ;  the  facial  palsy  on  one  side  and  dis- 
tinct paresis  on  the  other,  giving  unilateral  facial  deflection  on 
muscle  functionation,  and  the  blank  non-expressive  appearance 
in  a  state  of  quietude,  is  due  to  suspended  innervation  from  the 
seventh  nuclei ;  and  a  paralytic  state  sufficient  to  prevent  pho- 
nation, vocalization,  articulation  and  deglutition  points  to  the 
9th  and  10th  nerves,  whose  motor  fibers  arise  in  common  from 
the  nucleus  ambiguus,  which  is  a  continuation  of  the  motor 
cell-column  of  the  anterior  horn,  while  the  12th  nerve  is  re- 
sponsible for  the  lingual  disability. 

Diagnosis. — In  the  diagnosis  of  asthenic  bulbar  paralysis 
we  are  called  upon    to    differentiate    more   particularly  from 
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pseudobulbar  paralysis  and  true  degenerative  bulbar  paralysis. 
From  the  former,  as  Dr.  Collins  says,  "it  must  always  remain 
a  difficult  question,  as  in  both  there  is  absence  of  atrophy 
in  the  paretic  muscles  and  in  both  the  symptom-complex  may 
be  only  atypically  that  of  true  bulbar  paralysis." 

Mills4  calls  attention  to  the  fact  that  in  the  majority  of 
cases  of  pseudo-bulbar  paralysis  reported,  the  patients  were 
aged  and  their  vessels  highly  atheromatous.  He  also  states 
that  "one  of  the  most  important  points  of  distinction  between 
true  bulbar  paralysis  and  pseudo-bulbar  paralysis  is  the  con- 
dition of  the  tongue,  which  in  the  former  becomes  markedly 
atrophied  and  is  the  seat  of  fibrillary  contractions  from  which 
in  the  latter  it  is  free." 

While  it  is  true  that  a  striking  feature  in  our  case  was  the 
absence  of  atrophy  in  any  of  the  affected  muscles,  yet  there 
was  evidence  of  paresis  of  every  motor  cranial  nerve  beginning 
with  the  third  and  ending  with  the  twelfth.  The  face,  shoul- 
ders and  limbs  were  remarkably  well  rounded,  considering 
that  the  patient  had  lost  47  pounds  in  weight.  The  muscles 
supplied  by  the  facial,  motor  fifth,  and  third  nerves  were,  how- 
ever, markedly  affected,  but  the  effect  of  the  paresis  was  some- 
what transient  in  character,  the  patient  partially  recovering 
the  normal  use  of  these  muscles  between  the  paroxysms,  which 
according  to  Mills  is  the  rule  in  the  asthenic  type. 

In  genuine  bulbar  paralysis  the  hypoglossus,  vagus  and 
glossopharyngeus  are  more  seriously  and  continuously  affected. 
No  positive  evidence  of  fibrillary  twitchings  could  be  elicited 
as  being  present,  or  as  having  been  present.  The  reflexes  were 
retained  with  the  knee-jerks  plus.  The  electrical  response  was 
normal.  The  psychical  faculties  were  in  no  wise  affected.  The 
ciliary  muscles  were  not  involved,  and  the  vision  was  normal. 
There  was  no  dribbling  of  saliva.  The  tendency  to  fatigue  and 
prostration  was  even  more  manifest  on  the  slightest  exertion, 
especially  in  muscles  supplied  by  the  motor  cranial  nerves, 
while  to  some  degree  the  whole  organism  suffered.  There 
were  no  disorders  of  common  sensibility  or  special  senses. 
Thus  it  would  seem  that  the  case  is  not  one  of  glosso-labio- 
laryngo-pharyngeal  paralysis,  but  is  the  clinical  picture  of  a 
genuine  case  of  asthenic  bulbar  paralysis. 

*  Mills.  Text-book  on  Nervous  Diseases. 
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DISCUSSION. 

Dr.  Joseph  Collins  thought  that  asthenic  bulbar  paralysis 
"was  a  sufficiently  rare  disease  to  warrant  the  recording  of  a 
new  case.  The  case  that  Dr.  Sinkler  reported  seemed  to  paral- 
lel the  one  published  by  Dr.  Collins,  except  in  one  or  two 
particulars.  Dr.  Collins  did  not  believe  that  the  exhaustibility 
•of  the  muscles  by  the  faradic  current,  as  pointed  out  by  Jolly, 
would  be  corroborated  by  future  investigations.  In  Dr.  Col- 
lins' case  the  muscles  were  exhaustible  on  certain  days,  but 
on  other  days  no  more  exhaustible  by  the  faradic  than  by  the 
galvanic  current,  though  more  so  than  in  the  normal  indi- 
vidual. Then  the  knee-jerks  were  continually  present  in  Dr. 
Sinkler's  case,  but  in  Dr.  Collins'  case  they  were  present  when 
the  patient  was  comparatively  well ;  absent  when  she  had  bad 
days,  and  exhaustible  at  all  times;  i.  e.,  they  became  less  vig- 
orous under  repeated  blows  and  after  the  seventh,  eighth  or 
ninth  tap  were  entirely  exhausted. 

Dr.  Collins  was  not  inclined  to  look  upon  the  disease  as 
one  of  the  motor  nerves  primarily.  It  seemed  to  him  that 
there  is  very  little  in  the  clinical  manifestations  to  warrant  us 
in  taking  the  disease  out  of  the  domain  of  the  sympathetic 
nervous  system.  True,  its  phenomena  are  manifested  largely 
through  the  motor  system,  but  its  most  important  symptom- 
atology is  due  to  trouble  in  the  sympathetic  system.  That  had 
been  firmly  impressed  upon  Dr.  Collins  in  the  observation  of 
his  own  case.  He  sometimes  found  his  patient  in  a  state  of 
collapse,  with  ballooned  abdomen,  blue  lips  and  blue  fin- 
ger tips,  cold  extremities  and  feeble  pulse ;  and  if  it  were  not 
for  the  subcutaneous  injection  of  large  amounts  of  normal  salt 
solution  and  the  use  of  diffusible  stimulants,  he  was  sure  she 
would  have  died  just  as  patients  do  from  surgical  shock. 

The  most  plausible  theory  of  the  pathogenesis  of  the  disease, 
it  seemed  to  him,  was  that  in  all  probability  there  is  some  poison 
or  infectious  material  generated  within  the  system,  continu- 
ously operative  upon  the  vegetative  portion  of  the  body.  This 
toxic  material  manifests  itself  periodically,  and  whenever  the 
vitality  is  sufficiently  low  to  allow  the  poison  to  get  the  upper 
hand,  the  phenomena  of  relapse  appear.  What  the  source  of 
such  a  poison  is.  we  can  only  conjecture.  The  point  brought 
out  by  Dr.  Sinkler,  that  there  was  a  weakness  of  the  nervous 
system  manifesting  itself  in  other  members  of  the  familv.  would 
only  go  to  show  that  this  disability  may  be  in  part  inherited 
as  well  as  acquired. 

The  remarks  that  Dr.  Sinkler  made  concerning  the  neces- 
sity for  differentiating  the  disease  from  hysteria  seemed  to 
Dr.  Collins  to  be  very  well  taken.     The  case  reported  by  Dr. 
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Collins  had  been  treated  by  specialists  and  general  practitioners- 
as  one  of  hysteria. 

A  symptom  that  had  not  been  mentioned  in  the  papers  read 
was  one  in  relation  to  the  menstruation.  Dr.  Collins'  patient 
was  always  worse  at  the  menstrual  periods.  She  had  great 
menorrhagia  and  on  two  occasions  he  had  to  pack  the  uterus 
to  stop  the  hemorrhage. 

Another  very  remarkable  symptom  or  group  of  symptoms 
in  his  patient  occurred  in  the  shape  of  an  acute  psychosis, 
taking  the  form  of  confusional  insanity.  Any  attempt  to  ex- 
plain the  occurrence  of  this  must  be  in  line  with  the  statement 
that  the  poison  which  is  in  the  system  accumulates  and  at  the 
time  of  the  paroxysm  exercises  its  effect  upon  the  cortical  cells 
as  well  as  upon  the  other  cells  of  the  central  nervous  system. 

Dr.  W.  G.  Spiller  referred  to  the  fact  that  Dr.  Sinkler  had 
laid  especial  stress  on  a  symptom  that  is  very  important  in 
asthenic  bulbar  paralysis — the  symptom  of  fatigue.  In  Dr. 
Punton's  case  restoration  of  function  after  rest  was  not  nearly 
so  prominent  and  Dr.  Spiller  was  not  at  all  certain  that  Dr. 
Punton's  case  was  not  one  of  pseudo-bulbar  paralysis  or  pos- 
sibly one  of  "bulbar  paralysis  without  anatomical  findings." 
The  case,  however,  might  be  one  of  asthenic  bulbar  paralysis. 
The  bulbar  diseases  still  need  much  study. 

Dr.  Spiller  said  that  a  necropsy  had  been  obtained  in  a  case 
of  asthenic  bulbar  paralysis  reported  by  Widal  and  Marinesco, 
and  changes  in  the  nerve  cells  had  been  observed. 

Dr.  H.  M.  Thomas  said  he  had  had  a  case  under  observation 
for  two  years  that  seemed  to  him  to  be  one  of  asthenic  bulbar 
paralysis  in  the  early  stages.  No  permanent  paralysis  of  the 
motor  nerves  of  the  eye  or  of  the  muscles  of  the  face  was 
present.  The  patient  was  in  pretty  good  condition  on  getting 
up  in  the  morning.  She  could  speak  fairly  well  for  about  half  an 
hour,  and  then  her  voice  gave  out.  When  she  began  to  eat  her 
breakfast,  she  ate  well  enough  until  she  had  masticated  for  a 
few  minutes,  and  then  it  became  progressively  harder  for  her 
to  chew.  If  she  was  required  to  look  up  more  than  four  or  five 
times  in  succession,  ptosis  became  evident  and  weakness  of  the 
superior  rectus  of  each  eye  developed.  Unfortunately  the  pa- 
tient lived  in  another  city  and  he  had  not  been  able  to  see  her 
for  a  year,  but  had  heard  that  she  had  periods  of  improvement 
and  relapse. 

Dr.  Thomas  had  also  had  under  observation  another  case  that 
puzzled  him  a  great  deal  as  to  diagnosis.  The  patient  was  a 
young  girl  who  had  the  symptom  of  fatigue  well  marked,  more 
particularly  in  the  muscles  of  the  extremities  than  in  the  mus- 
cles supplied  by  the  cerebral  nerves.     She  had  never  had  a 
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complete  remission,  but  was  always  better  in  the  morning  be- 
fore she  took  any  exercise,  and  got  progressively  worse  to- 
wards evening.  Dr.  Thomas  believed  that  the  case  was  not 
one  of  muscular  dystrophy. 

Dr.  Sinkler  did  not  wish  to  go  into  a  discussion  of  the 
pathology  of  the  disease,  as  it  was  too  vague  and  uncertain. 
He  only  wanted  to  refer  to  two  symptoms  in  his  case  that  he 
failed  to  emphasize  sufficiently,  namely,  the  absence  of  any 
muscular  tremor  even  in  the  tongue,  and  the  absence  of 
atrophy. 

Dr.  Punton  said  that  the  question  of  syphilis  was  very  care- 
fully considered  in  his  case  and  also  the  question  of  pseudo- 
bulbar paralysis,  and  they  had  come  to  the  conclusion  that  tht 
case  did  not  belong  to  either  class,  and  that  it  was  one  of  as- 
thenic  bulbar  paralysis. 


173.  A  PROPOS  DE  LA  CHOREE  VARIABLE  DE  BRISSAUD.  TROIS  OBSERVA- 
TIONS de  choree  (On  Brissaud's  Polymorphous  Chorea.  Three 
Observations  on  Chorea).  A.  Couvelaire  et  O.  Crouzon  (Revue 
neurologique,  7,  1899,  p.  399). 

Brissaud  in  1896  described  a  new  type  of  chorea,  differing  from  that 
of  Sydenham  and  of  Huntington,  which  he  called  the  "choree  variable 
des  degeneres."  This  new  type,  which  may  be  termed  "polymorphous 
chorea  of  degenerates,"  is  characterized  by  the  multiplicity  and  variety 
of  its  movements,  by  its  remissions  and  variability  in  time,  and  also  by 
the  presence  of  various  stigmata  of  degeneration  in  the  subject  affected. 
The  authors  present  three  cases  from  Marie's  clinic,  at  the  Bicetre, 
illustrative  of  the  condition.  The  first  occurred  in  an  epileptic.  Her 
movements  were  bizarre  and  at  times  extremely  violent,  not  permitting 
her  to  hold  any  articles  in  her  hand.  She  had  attacks  of  petit  mal.  The 
chorea  was  cured.  The  second  case  is  termed  a  chronic  non-progressive 
chorea.  In  this  case  the  movements  were  greatly  accentuated,  though  at 
first  sight  no  marked  abnormality  could  be  detected.  On  close  scrutiny, 
however,  quick  movements  of  the  hands,  lips,  fingers,  shoulders, 
eyelids,  could  be  detected.  At  times  the  patient  could  not  sit  quiet. 
There  were  no  degenerative  stigmata  in  this  case.  The  third  case  is 
one  of  irregular  Sydenham's  chorea.  The  second  case  more  closely  cor- 
responds to  Brissaud's  type,  though  it  lacked  the  stigmata.       Jelliffe. 
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ATTENDING   PHYSICIAN  FOR  DISEASES  OF  THE  NERVOUS  SYSTEM 

TO  THE  ST.  ELIZABETH'S  AND  ST.   LUKE'S  HOSPITALS. 

The  successful  excision  of  the  Gasserian  ganglion  by  surgi- 
cal procedure  has  afforded  an  exceptionally  favorable  oppor- 
tunity for  the  physiological  study  of  the  trigeminus.  A  perusal 
of  the  more  recent  literature  on  the  subject,  however,  still  dis- 
closes many  wide  differences  of  opinion  among  students  and  in- 
vestigators regarding  the  functions  of  this  nerve.  It  is,  there- 
fore, desirable  that  cases  in  which  the  nerve  has  become 
paralyzed  by  the  influence  of  some  pathological  process,  as  well 
as  those  in  which  various  of  its  branches  have  been  divided 
surgically,  or  the  Gasserian  ganglion  itself  removed,  should  be 
carefully  studied  and  reported,  so  that  from  the  mass  of  evi- 
dence thus  accumulated  conflicting  views  may  be  finally  har- 
monized. Cases  of  trigeminal  paralysis  have,  then,  a  double 
interest,  clinical  and  physiological. 

After  all,  it  is  not  an  easy  matter  to  draw  exact  conclusions 
either  from  clinical  or  operative  cases,  if  I  may  be  allowed  to 
make  that  distinction,  for  in  the  former  it  is  often  impossible 
to  determine  the  exact  limits  of  the  influence  of  the  patholog- 
ical process  producing  the  symptoms,  and  in  the  latter,  on  ac- 
count of  the  surgical  inaccessibility  of  the  ganglion,  more  or 
less  injury  to  contiguous  structures  can  hardly  be  avoided. 
Then,  too,  the  question  being  one  which  relates  mainly  to  the 
various  forms  of  sensation,  the  personal  equation  has  very  often 
to  be  reckoned  with,  which,  of  course,  properly  warrants  more 
or  less  skepticism  of  published  results. 

The  wide  variation,  not  to  say  contradiction,  which  patients 
make  from  time  to  time  in  reference  to  their  sensations  might 
tempt  the  reporter  to  omit  or  suppress  certain  statements  in 
order  that  his  report  might  sound  more  reasonable  or  read  bet- 
ter, but  this  would  greatly  vitiate  its  value,  because,  as  already 
implied,  activity  of  the  pathological  process,  susceptibility  of 
the  nervous  tissues,  mental  and  emotional  states,  each  and  all 

1  Read  before  the  Chicago  Neurological  Society,  Feb.  23,  1899. 
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are  vital  elements  or  factors  in  the  problem,  and  normally  sub- 
ject to  very  considerable  fluctuation.  A  fair  understanding 
of  the  personal  traits  of  the  individual  upon  whom  the  tests 
are  made,  however,  is  essential  to  the  most  correct  estimation 
of  their  value,  and  therefore  I  shall  now  state  that  my  patient 
is  a  well  educated,  cultured  gentleman,  who  has  always  been 
conspicuously  neat  in  his  dress  and  personal  habits,  and  thus 
might  be  expected  to  give  more  than  ordinary  attention  to  any 
deviation  from  the  normal  in  any  of  his  sensations.  Indeed, 
what  with  the  explanations  and  directions  I  gave  him,  and  his 
natural  tendencies,  he  very  soon  became  a  deeply  interested 
and  intelligent  student  of  his  own  case,  as  might  be  surmised 
from  his  own  written  report  of  his  symptoms,  which  I  shall 
presently  quote. 

•Mr.  A.  B.,  druggist,  consulted  me  January  21,  1896;  aged 
57;  married;  lues  denied;  family  history  good,  and  personal 
habits  irreproachable.  Has  always  been  an  active  worker, 
and  enjoyed  excellent  general  health.  Had  accumulated  a 
handsome  fortune  by  his  own  efforts,  when  a  few  years  ago 
some  of  his  property  began  to  depreciate  through  causes  which 
he  could  not  foresee  or  remedy,  and  this  in  connection  with 
some  domestic  trouble,  has  kept  him  constantly  under  a  very 
distressing  state  of  mental  tension  for  some  time.  He  had 
some  irregularity  of  the  heart  six  years  ago,  but  recovered  un- 
der the  Schott  treatment.  Five  years  ago  he  had  a  severe  at- 
tack of  sciatica  on  left  side,  resulting  in  peroneal  paralysis,  with 
anesthesia  of  dorsum  of  foot,  for  which  I  treated  him  with  elec- 
tricity for  about  four  weeks,  when  he  recovered  with  the  ex- 
ception of  some  reduction  of  sensibility  on  the  dorsum  of  the 
toes,  which  has  persisted  ever  since.  Otherwise  his  health  has 
been  excellent. 

About  two  weeks  ago,  when  brushing  his  teeth,  he  noticed 
a  reduction  of  sensation  in  the  gums  of  the  upper  maxilla  of  the 
left  side,  and  a  few  days  later  lack  of  feeling  in  the  upper  lip 
of  that  side,  and  finally  over  the  whole  side  of  the  face,  including 
the  scalp  up  to  the  middle  line  and  backward  nearly  as  far  as 
the  ears.  He  has  noticed  for  the  past  day  or  two  that  the 
cheek  was  slightly  swollen  and  the  eyelids  slightly  stiff.  Has 
not  had  a  particle  of  pain.  Got  an  eye-winker  in  the  left  eye 
yesterday  and  felt  it  as  usual  (?);  has  not  noticed  any  defect  in 
taste,  or  difficulty  of  mastication. 

Examination.  Sensation  to  pain  and  touch  distinctly  re- 
duced throughout  distribution  of  first  and  second  branches  of 
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fifth  nerve.  The  reduction  is  greatest  on  cornea,  gums, 
mucous  membrane  of  cheek,  and  a  circular  area  about  the  size 
of  a  silver  fifty  cent  piece  a  little  below  the  eye.  Elsewhere 
sensation  is  normal,  except  a  very  slight  anesthesia  of  the  dor- 
sal surface  of  the  toes  of  the  left  foot,  resulting  from  sciatica 
five  years  ago,  as  stated.  Skin  and  tendon  reflexes  normal ;  no 
ataxia  nor  swaying  with  eyes  closed;  taste  on  the  anterior  two- 
thirds  of  tongue,  left  side,  seemed  reduced  for  bitter.  The 
muscles  of  mastication  appear  to  contract  equally  on  the  two 
sides.  The  pupils  are  equal  and  react  normally  to  light  and 
accommodation.  Vision  was  not  tested,  but  patient  stated  that 
he  had  occasion  to  use  the  eyes  a  great  deal  and  had  noticed  no 
defect. 

Treatment.  Grains  five  iodide  of  potassium  after  meals; 
grain  1-32  strychnia  before  meals;  galvanism  8-10  milliamperes 
to  face  ten  minutes,  three  times  a  week. 

January  28.  Anesthesia  has  increased  in  the  region  of 
the  second  branch,  and  patient  thinks  decreased  in  first. 

Smell  has  been  repeatedly  tested,  and  does  not  appear  to  be 
much,  if  at  all,  affected,  but  the  septum  on  the  left  side  appears 
to  be  entirely  anesthetic.  Two  days  ago  patient  had  symptoms 
of  a  general  cold,  including  sneezing,  and  took  ten  grains  of 
Dover's  powder;  next  day  had  pain  for  several  hours,  not  very 
intense,  in  afflicted  parts.  Yesterday  noticed  difficulty  in  mas- 
tication on  account  of  weakness  of  the  muscles  on  left  side,  and 
found  himself,  contrary  to  his  habit,  using  the  other  side.  Gen- 
eral health  and  spirits  excellent;  no  pain  except  "soreness"  of 
left  side  of  tongue.  A  few  days  ago  there  was  slight  edema  of 
left  lids;  none  at  present.  No  lowering  of  sensibility  could  be 
demonstrated  in  the  region  supplied  by  third  branch  to-day. 

February  7.  Began  to  notice  that  the  lower  gums  on  the 
left  side  were  insensitive  and  anesthesia  more  pronounced  in 
other  parts.  For  several  days  has  been  taking  3  iii  syrup  hydri- 
odic  acid  t.d.  instead  of  10  grains  of  potassium  iodide.  Hr 
was  put  back  on  iodide  of  potassium;  suffers  with  insomnia, 
but  has  no  pain.  Muscles  of  mastication  on  left  side  still  get 
unduly  tired. 

February  10.  Upper  and  lower  gums  quite  insensitive, 
and  though  there  is  hyperesthesia  to  the  galvanic  current  over 
the  left  side  of  the  face,  sensation  to  touch  and  pin-pricks  is  dis- 
tinctly lowered.  The  cornea  can  be  touched  firmly  with  the 
end  of  a  pen  stalk  without  producing  any  pain  or  reflex  what- 
ever. 

February  12.  Patient  distinctly  better  for  the  past  two  days; 
less  anesthesia  of  all  parts  except  the  upper  lip  and  gums. 

February  14.    A  spot  about  the  size  of  a  half  dollar  in  the 
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center  of  the  cheek  below  the  eye  is  very  hyperesthetic  to  the 
galvanic  current  and  to  pin-pricks,  but  when  pressed  with  the 
finger  feels  as  if  there  was  a  thickness  of  cloth — about  medium 
weight  broadcloth — between  the  finger  and  the  cheek.  The 
left  side  of  the  tongue  is  now  hypersensitive  to  touch  and  taste 
in  its  anterior  two-thirds.  The  gums  react  to  the  galvanic  cur- 
rent and  to  pin-pricks  and  touch  about  the  same  on  the  two 
sides,  but  the  cornea  is  quite  insensitive  to  touch. 

February  24.  For  the  past  three  days  patient  has  com- 
plained of  marked  numbness  of  the  whole  area  of  the  fifth. 
While  he  feels  a  touch  and  prick  in  most  olaces,  it  does  not  feel 
natural;  feels  as  it  might  through  a  thin  glove.  He  states  that 
the  muscles  of  mastication  are  growing  distinctly  stronger;  do 
not  tire  as  before.  Corneal  reflex  still  absent  and  cornea  in- 
sensitive. 

February  28.  Patient  has  suffered  for  one  week  with 
dimness  of  vision,  but  when  the  eyes  were  tested  separately 
with  usual  glasses  vision  was  found  to  be  20/30  in  each  eye 
Last  evening,  however,  he  developed  marked  diplopia,  which 
appears  to  be  due  to  weakness  of  the  left  external  rectus.  His 
subjective  sensory  symptoms  are  much  less  than  two  days  ago. 
Referred  to  Dr.  Henry  Gradle  for  visual  complications.  (See 
Dr.  Gradle's  report  below.) 

March  6th.  One  week  ago  iodide  of  potassium  was  in- 
creased to  gr.  20,  t.d.  For  last  three  days  face  has  felt  almost 
normal,  but  diplopia  constantly  marked. 

March  9th.  Paresthesia  somewhat  worse  in  second  branch, 
especially  on  cheek.  Diplopia  rather  more  marked.  With 
my  consent  patient  discontinued  all  medication  and  took  a  trip 
to  California. 

I  met  the  patient  casually  several  times  between  the  period 
of  his  return  from  California  a  few  months  subsequent  to  the 
last  entry  and  February  of  last  year  (1898).  He  assured  me 
that  there  had  been  no  material  change  in  his  symptoms,  ex- 
cepting that  his  diplopia  had  been  much  improved  by  an  6pera- 
tion  performed  by  Dr.  Gradle;  that  his  financial  reverses  had 
grown  steadily  worse,  and  he  had  exerted  himself  to  the  utmost 
to  arrest  them;  yet  his  general  health  and  capacity  for  work 
were  excellent.  At  my  request  he  readily  agreed  to  take 
careful  note  of  his  symptoms  covering  a  period  of  several 
months  and  write  out  the  result  for  me.  He  gave  me  the  fol- 
lowing report  about  three  months  ago: 

"I  have  been  watching  the  conditions  carefully,  but  have 
refrained  from  making  any  notes  on  account  of  the  surprising 
changes  constantly  taking  place.  The  variations  are  slight. 
Frequentlv  of  the  numbness  there  is  very  little  for  a  time,  then 
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it  is  more  apparent.  These  changes  are  of  frequent  occur- 
rence, but  on  the  whole  the  anesthesia  is  gradually  lessening,  it 
seems  to  me,  possibly  because  I  am  becoming  accustomed  to 
the  condition.  In  certain  parts  of  "b"  [Fig.  i]  the  sensations 
are  often  peculiar.  I  have  felt  a  trickling  as  of  cold  water 
down  that  locality,  but  on  putting  my  hand  there  I  have  always 
found  the  part  perfectly  dry  and  not  even  chilly.  Again,  a 
ilash  of  heat  will  be  the  sensation  when  the  fingers  tell  me 
there  is  no  elevation  of  temperature;  a  sensation  as  of  soreness 
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Fig.  i.  At  a,  especially  in  central  part  and  over  cornea,  the  anes- 
thesia is  greater  and  more  constant  than  elsewhere,  excepting  the 
external  surface  of  upper  gums  and  the  contiguous  mucous  membrane 
of  the  cheek. 

occurs,  yet  the  part  is  not  sore  to  the  touch.  At  "c"  [Fig.  i] 
the  numbness  seems  to  remain  about  constant,  gives  me  no- 
annoyance  whatever;  at  "d"  [Fig.  i]  the  anesthesia  is  at  times 
very  slight  and  never  intense.  The  upper  and  lower  lips  on 
left  side  vary  intensely  from  nearly  normal  to  absolute  anes- 
thesia. Mastication  is  entirely  on  the  right  side,  because  I 
am  liable  to  bite  the  left  cheek  and  lips  if  performed  on  the  left 
side.  An  almost  invariable  sensation  of  stiffness  and  swelling 
results  at  times  of  or  after  eating,  and  this  seems  particularly 
aggravated  if  salt  and  pepper,  or  either,  comes  in  contact  with 
the  parts.  Yet  I  find  no  difficulty  in  using  the  muscles  and 
moving  the  parts,  nor  is  there  any  distention  that  I  can  dis- 
cover.    This  sensation  does  not  last  long  at  any  time,  yet  is 
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very  unpleasant.      A    sharp,  stinging  sensation  occasionally 
darts  through  the  left  eyeball.    It  is  not  absolutely  painful,  feel- 
ing as  though  a  fine  cambric  needle  had  been  sent  through  it 
with  the  rapidity  of  lightning,  and  the  sensation  is  gone.    The 
teeth  and  upper  and  lower  jaws  on  the  left  side  are  absolutely 
without  sensation,  except  at  times  when  a  shock  as  of  an  elec- 
tric current  passes,  and  I  can  repeat  this  by  bringing  the  teeth 
in  contact.       This  sensation  is  occasional,  not  constant.     An 
itching  sensation- akirrto  pain  is  not  infrequent  in  the  left  eye- 
brow; it  is  not  painful,  and  rubbing  for  a  minute  or  two  with 
the  thumb  dissipates  it  for  the  time.    The  left  eyeball  is  abso- 
lutely without  sensation  at  any  time,  except  as  before  stated. 
Health  perfect;  digestion  good;  able  to  do  any  amount  of  men- 
tal or  physical  work;  eat  fairly  well,  but  am  never  hungry. 
Sense  of  taste  on  left  side  of  tongue  varies;  sugar  is  most  read- 
ily detected,  because  most  readily  soluble;  salt  next;  strychnia 
next;  flavors  are  detected,  'but  less  readily  than  on  the  other 
side.      I  find  it  impossible  to  sleep  more  than  two  to  four  hours 
unless  I  take  10  grains  of  'sulphonal  on  retiring,  when  I  can 
readily  sleep  five  to  six  hours.     When  not  particularly  troubled 
or  anxious  sulphonal  is  omitted  three  or  four  nights  in  suc- 
cession, and  sleep  is  natural  during  ithat  time  for  from  four  to 
six  hours.       After  lunch  each  day  I  sleep  readily  for  twenty 
minutes,  but  omit  this  without  inconvenience  if  I  am  occupied 
.or  have  appointments  to  keep.      All  heart  disturbance  has  dis- 
appeared.    Vision  is  good  in  both  eyes,  but  left  eye  does  not 
focus  with  right,  and  there  is  a  blurring  sensation  in  conse- 
quence.   Roof  of  mouth  on  left  side  is  without  much  sensation, 
either  to  touch  or  taste.    Left  side  of  nose  inside  at  times  nearly 
normal;  at  others  almost  insensible  to  touch.    Exposure  to  cold 
air  causes  a  sensation  of  pain  and  stiffness  on  left  side  of  face, 
which  is  very  uncomfortable;  yet  there  is  no  pain  or  stiffness 
when  the  parts  are  pressed  or  manipulated.    Left  side  of  tongue 
has  a  nearly  continuous  sense  akin  to  soreness,  the  cause  of 
which  I  am  unable  to  determine.     It  may  result  from  contact 
with  the  teeth  or  with  food,  or  both ;  the  numbness  preventing 
the  cause  of  the  irritation  being  noticed  at  the  time  of  its  oc- 
currence.    Occasionally  particles  of  food  are  swallowed  which 
have  not  been  sufficiently  masticated,  the  effort  to  swallow  giv- 
ing the  only  intimation  of  the  fact. 

"The  foregoing  is  a  very  brief  summary.  Much  more  could 
be  noted  had  I  the  opportunity  to  describe  the  peculiar  sensa- 
tions at  the  time  of  occurrence,  and  some  of  the  sensations 
would  be  difficult  to  describe  under  any  circumstances." 

February  10th.     Patient  re-examined    to-day.      There    is 
marked  ptosis  of  left  side,  but  the  ocular  condition  will  be  much 
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better  described  by  Dr.  Gradle  than  I"  could  describe  it.  Ex- 
tensive, if  not  complete  atrophy  of  the  temporal  muscle  is  evi- 
dent on  inspection,  and  the  same  would  probably  be  true  of  the 
masseter  were  it  not  Obscured  by  the  beard.  When  the  patient 
bites  only  a  feeble  contraction  can  be  felt.  The  lower  jaw  can- 
not be  moved  horizontally  to  the  right  beyond  the  upper,  show- 
ing that  the  action  of  the  left  external  pterygoid  is  deficient. 
The  palatal  arches  are  equal  in  repose,  in  movement,  and  sen- 
sation. Taste,  touch,  and  the  pain  sense  are  normal  on  the 
posterior  third  of  the  tongue.  Other  conditions,  exclusive  of 
those  described  in  Dr.  Gradle's  report,  remain  the  same  as  three 
years  ago. 

Calling  to  mind  the  anatomy  of  the  parts,  it  may  readily  be 
understood  how  a  superficial  neoplasm  or  aneurism  at  the  side 
of  the  pons,  developing  quite  rapidly  at  first  and  afterwards 
very  slowly,  might  account  for  the  symptoms.  Tabetic  changes 
affecting  the  nuclei  of  the  several  nerves,  or  the  fibers  emanat- 
ing therefrom,  might  suggest  themselves.  A  deep  neoplasm 
involving  the  nuclei  and  fibers  may,  I  think,  for  obvious  rea- 
sons be  excluded,  and  so  also  at  this  time  may  a  superficial  neo- 
plasm of  malignant  type.  Neither  is  it  hardly  conceivable  that 
a  syphiloma  should  enlarge  so  rapidly  at  first  and  afterwards 
so  slowly,  and  that  there  should  have  appeared  no  other  evi- 
dence of  lues  in  the  meantime.  An  aneurism  might  enlarge 
quite  rapidly  at  first  and  then  very  slowly,  corresponding  to 
the  successive  invasion  of  contiguous  nerve  trunks.  The  age 
of  the  patient,  too,  is  favorable  to  .aneurism.  Its  presence, 
however,  might  be  expected  to  injure  to  some  extent  the  dura 
and  adjacent  bone  on  the  one  hand,  and  the  superficial  trans- 
verse fibers  of  the  pons  on  the  other;  thus,  giving  rise  to  pain, 
and  also  symptoms  of  pressure  upon  the  pyramidal  fibers  pass- 
ing through  the  pons,  both  of  which  were  absent. 

The  sensory  symptoms  of  tabes,  even  when  the  disease  com- 
mences in  the  brain  stem,  are  usually  bilateral  nearly  from  the 
first,  and  almost  never  remain  so  strictly  unilateral  and  so  lim- 
ited for  so  long  a  time  as  they  have  been  observed  to  do  in  this 
case.  Neither  do  they  develop  so  rapidly  at  first  and  then 
slowly  and  gradually,  involving  consecutively  nerves  of  which 
the  trunks  are  contiguous,  but  the  nuclei  far  apart  and  sep- 
arated by  other  structures,  the  invasion  of  which  must  cause 
symptoms  here  absent. 
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Transient  and  recurrent  diplopia  is  a  common  symptom  of 
tabes  in  the  earlier  stages;  but  the  same  cannot  be  said  of  diplo- 
pia depending  upon  atrophy  of  ocular  muscles;  for  assuming 
thata  single  lesion  is  producing  the  symptoms  in  this  case,  then, 
inasmuch  as  it  has  demonstrably  caused  destructive  changes  in 
the  neurons  composing  the  motor  root  of  the  fifth,  it  is  not  un- 
fair to  infer  that  the  fourth,  sixth  and  third  have  suffered  in 
the  same  way.  Again,  it  is  highly  improbable  that  early  tabetic 
changes  should  show  such  a  preference  for  motor  structures 
as  is  here  manifest;  that  is  to  say,  having  invaded  four  motor 
nerves  and  only  one  sensory  nerve.  Neither  can  the  visual 
symptoms  be  regarded  as  affording  any  particular  support  to 
the  diagnosis  of  tabes. 

If  one  of  the  degenerative  changes  of  the  nervous  system 
must  be  held  responsible  for  the  symptoms,  then  that  patholog- 
ical process  which,  when  it  attacks  the  peripheral  motor  neuron 
forms  the  basis  of  the  clinical  condition  commonly  designated 
progressive  muscular  atrophy  of  the  spinal  form,  may 
be  brought  into  requisition  with  far  less  distortion  of 
its  ordinary  features  than  must  be  resorted  to  if  tabes 
is  employed  for  that  purpose.  Indeed,  that  form  of 
progressive  muscular  atrophy  known  as  bulbar  paraly- 
sis occurs  most  commonly  in  people  of  about  sixty,  and 
though  nearly  always  so  is  not  invariably  bilateral.  I  re- 
ported a  case  at  the  Mississippi  Valley  Medical  Association, 
held  in  Louisville,  September,  1897,  in  which  the  disease  first 
appeared  in  the  nucleus  of  the  third  nerve  on  one  side,  and  in 
about  eight  months  had  nearly  destroyed  it,  whereupon  it  ap- 
peared on  the  opposite  side  and  advanced  to  complete  destruc- 
tion of  both  nuclei  in  about  two  years  from  its  commencement. 
Soon  after  this  it  made  its  appearance  in  the  cervical  enlarge- 
ment, as  shown  by  atrophy  of  the  thenar  muscles  of  one  hand, 
and  a  few  months  later  those  of  the  other,  both  hands  becom- 
ing powerless  less  than  two  years  later. 

Finally,  I  repeat  that,  while  not  unmindful  of  the  aberrant 
tendencies  of  so-called  degenerative  processes  occurring  in 
nervous  structures,  and  those  of  tabes  in  particular,  aneurism 
appears  to  me  the  most  probable  diagnosis. 

If  the  disturbance  of  taste  in  the  anterior  two-thirds  of  the 
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tongue  is  greater  than  can  be  accounted  for  by  the  mere  altera- 
tion of  the  tactile  and  pain  senses  then,  of  course,  the  case  sup- 
ports the  contention  of  those  who  maintain  that  gustatory 
fibers  from  this  part  of  the  organ  of  taste  pass  to  the  brain 
through  the  trigeminus;  but  even  so,  no  indication  is  afforded 
as  to  whether  the  course  is  through  the  otic  or  through  the 
spheno-palatine  ganglion.  On  the  other  hand,  if  the  proper 
sense  of  taste  is  not  lowered,  then  confirmation  is  afforded  to  the 
doctrine  of  those  who  contend  that  the  pathway  in  question  be- 
tween the  geniculate  ganglion  and  the  brain  is  via  the  nerve 
of  Jacobson  to  the  petrous  ganglion. 

REPORT   OF   OCULAR   CONDITION. 
By  Henry  Gradle,  M.D. 

PROFESSOR    OF    OPHTHALMOLOGY,     NORTH-WESTERN     UNIVERSITY     MEDICAL 

SCHOOL. 

The  patient,  through  the  courtesy  of  Dr.  Sanger  Brown, 
came  to  me  on  the  2d  of  March,  1896.  As  I  had  known  him 
for  some  years,  I  can  fully  corroborate  what  Dr.  Brown  has 
said  regarding  his  education,  superior  attainments,  and  ability 
as  an  independent  observer.  He  came  to  me  on  account  of 
diplopia  due  to  paresis  of  the  left  external  rectus.  Abduction 
was  not  much  diminisbed,  but  there  was  slight  convergent  stra- 
bismus on  looking  straight  forward.  Paralysis  of  the  abducens 
or  external  rectus  does  not  by  itself  give  rise  to  strabismus 
when  the  eyes  are  directed  straight  ahead,  except  in  individ- 
uals whose  muscles  are  not  evenly  balanced,  and  in  whom  the 
internus  had  the  excess  of  power  before  the  paresis  occurred. 
When  I  first  saw  him  there  was  convergent  strabismus  of  six 
degrees,  measured  by  the  prism  when  looking  directly  forward. 

He  gave  a  history  of  severe  coryza  early  in  January,  about 
two  months  previously,  which  persisted  on  the  left  side  more 
than  on  the  right.  At  the  time  he  called  there  was  no  longer 
any  acute  inflammatory  condition  in  the  nose,  but  there  was  a 
purulent  secretion,  rather  scant,  from  the  left  side.  The  sep- 
tum was  deflected  to  the  left.  The  secretion  came  from  the  pos- 
terior regions,  and  may  have  been  due  to  the  inflammation  of 
the  sphenoid  sinus.  Some  treatment  by  irrigation  was  adopted, 
which  diminished  this  secretion  and  it  almost  disappeared.       I 
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lay  stress  upon  this  because  it  led  me  to  a  view  of  the  etiology 
of  the  case  which  the  subsequent  history  has  not  fully  con- 
firmed. I  have  seen  a  number  of  instances  in  which  paralysis 
of  one  or  the  other  ocular  muscle  seemed  to  be  directly  attrib- 
utable to  nasal  suppuration.  In  these  cases  the  nose  was  nar- 
row on  the  affected  side,  and  there  was  the  history  of  recent 
suppuration  from  that  side,  possibly  in  the  ethmoid  or  sphenoid 
celTs,  a  diagnostic  point  which  is  often  difficult  to  determine 
with  certainty.       All  of  them  recovered. 

There  was  one  point  in  this  case  that  made  me  reserve  my 
prognosis:  Almost  as  a  rule  I  have  found  that  when  there  is 
strabismus  on  looking  straight  ahead,  the  prognosis  regarding 
the  recovery  from  a  paresis  is  not  as  good  as  when  there  is  no 
squint  when  the  paralyzed  muscle  is  not  in  activity.  As  Dr. 
Brown  was  directing  the  treatment  with  iodides,  I  limited  my 
own  treatment  to  the  nasal  suppuration. 

The  gentleman  went  on  a  Western  trip,  was  much  bene- 
fited in  health,  and  while  in  San  Francisco  underwent  a  couple 
of  nasal  operations,  I  should  presume,  however,  on  a  false  diag- 
nosis. The  left  maxillary  sinus  was  punctured,  but  without 
finding  pus.  He  was  somewhat  benefited,  but  I  should  judge 
more  from  the  change  of  climate  than  from  any  active  steps 
taken.  Referring  briefly  to  the  subsequent  nasal  history,  T 
can  only  say  that  the  left  side  still  discharges  at  intervals  a 
scant  mueo-purulent  secretion,  but  not  continuously,  and  he 
has  not  cared  for  further  surgical  treatment. 

The  convergent  strabismus  increased,  although  the  power 
of  the  abducens  muscle  did  not  diminish.  In  June,  1896,  the 
condition  had  become  stationary  for  so  many  months  that  I 
deemed  an  operation  advisable  for  the  relief  of  the  piplopia  in 
the  median  line.  Accordingly,  I  made  advancement  of  the  left 
external  rectus.  The  operation  was  done  under  cocaine  and 
scarcely  felt.  Cocaine  does  not  prevent  the  pain  entirely  in 
these  operations  on  the  contents  of  the  orbit,  but  the  pain  was 
very  much  less  than  is  ordinarily  felt  by  sensitive  patients ;  but, 
nevertheless,  he  was  not  entirely  free  from  pain.  The  result 
of  the  operation,  corresponding  to  the  average  success  in  such 
cases,  removed  the  diplopia  on  looking  straight  ahead,  but,  of 
course,  could  not  remove  it  when  looking  towards  the  paretic 
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side.  Ten  days  later  I  made  a  tenotomy  of  the  internal  rectus 
and  established  a  satisfactory  condition,  which  persisted  from 
June,  1896,  until  late  in  the  summer  of  1898. 

Now,  let  me  refer  briefly  to  the  intra-ocular  condition.  He 
has  a  low  degree  of  astigmatism  and  a  small  amount  of  myopia 
in  both  eyes.  With  full  correction  his  vision  was  20/20  in 
both  eyes.  When  he  returned  in  May,  1898,  he  complained 
again  of  diplopia,  and  now,  on  testing  him,  I  found  the  diplo- 
pia was  vertical  and  no  longer  horizontal,  except  when  looking 
in  the  direction  of  the  paretic  externus.  There  was  now  incom- 
plete paresis  of  the  left  superior  oblique,  the  muscle  innervated 
by  the  fourth  nerve.  At  this  time  the  ophthalmoscope  gave  a 
normal  fundus,  but  his  vision  of  the  left  eye  was  not  perfect,  as 
when  corrected  fully  I  could  not  raise  it  to  more  than  20/30. 
I  did  not  see  him  very  often  until  August,  1898,  when  he  com- 
plained more  of  diplopia,  which  had  increased  both  in  a  vertical 
and  horizontal  direction.  The  success  of  the  operation  on  the 
muscles  moving  the  eye  horizontally  had  not  been  diminished 
in  the  course  of  time,  but  paresis  of  the  superior  oblique  had 
increased.  At  this  time  vision  could  not  be  raised  to  over 
20/35.  I  did  not  see  him  again  until  a  few  days  ago.  Now  the 
vision  has  sunk  to  20/40,  the  myopia  has  increased  in  the  left 
eye  about  a  half  diopter,  and  the  astigmatism  seems  to  have 
disappeared  entirely.  The  ophthalmoscope  shows  no  lesion, 
and  the  field  of  vision  for  white  and  colors  shows  no  anomaly. 
I  cannot  account  for  the  reduced  sight  of  the  left  eye;  it  is  not 
due  to  a  retrobulbar  neuritis.  It  may  be  due  to  a  perineuritis 
of  the  intracranial  nerve  between  the  chiasm  and  the  optic  ca- 
nal, but  such  a  diagnosis  is  largely  hypothetical.  There  are  no 
other  evidences  pointing  to  any  lesion  anterior  to  the  chiasm. 
When  he  returned  in  August,  1898,  he  complained  of  microp- 
sia, objects  appearing  a  little  smaller  to  him  when  seen  with  the 
left  than  with  the  right  eye.  This  may  have  been  due  to  an  op- 
tic condition,  as  the  myopia  had  changed  slightly,  or  it  may 
have  been  purely  of  psychic  origin. 

When  he  returned  a  few  days  ago  the  paresis  of  the  superior 
oblique  had  apparently  increased  slightly.  But  there  was  now 
a  slight  amount  of  ptosis  of  the  left  eye.  It  is  a  question  in  my 
mind  whether  this  is  due  to  involvement  of  the  third  nerve  or 
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not.  The  ptosis  is  not  the  form  we  usually  see  in  interference 
with  the  third  nerve;  the  upper  lid  droops  more  as  he  looks 
downward,  but  can  be  raised  to  the  normal  extent  when  he 
looks  upward.  It  is  the  exact  reverse  of  the  Graefe  sign  in 
exophthalmic  goiter  and  there  seems  to  be  no  actual  loss  of 
strength,  as  he  can  raise  the  upper  lid  voluntarily,  and  does  so 
involuntarily  as  he  looks  up.  The  vision  has  now  fallen  to 
20/40,  without  a  sufficient  intra-ocular  explanation.  Colors 
are  seen  with  normal  saturation,  the  false  image  belonging  to 
the  left  eye  being  less  sharply  defined,  but  the  tint  of  its  color 
is  the  same  as  in  the  right,  which  would  seem  to  exclude  in- 
cipient atrophy  of  the  optic  nerve.  The  diplopia  has  ceased 
to  annoy  him,  probably  both  on  account  of  the  poorer  sight  of 
the  left  eye  and  the  screening  bv  the  partial  ptosis.  I  consid- 
ered it  best  not  to  advise  any  muscle  operation,  which  he  would 
willingly  undergo,  as  it  would  no  longer  be  a  benefit  to  him. 

We  have  here  a  gradual  encroachment  from  the  fifth  nerve, 
and  at  the  same  time  the  sixth  to  the  fourth,  and  now  possibly 
to  the  third.  But  the  involvement  of  the  latter  nerve  is  uncer- 
tain, as  no  other  fibers  of  the  third  are  involved,  the  pupils 
being  normal  in  both  eyes,  and  all  the  other  muscles  normal 
as  far  as  one  can  judge.  The  pupils  are  sluggish,  but  perhaps 
not  more  so  than  corresponds  with  his  age. 

The  anesthesia  of  the  conjunctiva  and  the  lids  is,  perhaps, 
a  little  more  absolute  than  originally.  At  the  time  of  the  oper- 
ation in  June  and  July,  1896,  the  anesthesia  was  not  quite  com- 
plete. The  cutting  part  of  the  operation  was  scarcely  felt,  but 
the  dragging  of  the  sutures  was  a  little  unpleasant.  The  nose 
I  have  not  examined  carefully  recently  for  anesthesia.  On 
previous  occasions  it  had  never  been  entirely  anesthetic ;  he  had 
felt  manipulations  with  the  probe  somewhat  unpleasantly. 
There  is  no  appearance  of  atrophy  of  the  mucous  membranes. 
The  areas  of  sensation,  I  think,  have  been  described  by  Dr. 
Brown.  His  hearing  is  normal  as  to  range.  There  is  no  inter- 
ference with  any  of  the  secretions. 
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174.  Beitrag  zur  Lehre  vox  den  pathologischen  Bewusstsein- 
storungen  (Contribution  to  Pathological  Conscious  States). 
Schultze  (Allg  Zeitschrift  f .  Psychiatrie,  55,  1898-1899,  p.  6). 

Schultze  describes  three  cases  of  what  may  be  termed  ambulatory 
automatism.  These  he  considers  comparatively  rare  conditions,  for  Ger- 
many. These  patients  had  all  taken  somewhat  extensive  trips  away  from 
their  homes,  without  any  aim  and  seemingly  motived  by  unknown  im- 
pulses. Amnesia  was  present  in  varying  grades.  In  two  cases  degenera- 
tive factors  were  not  particularly  prominent;  in  a  third  case  dipsomania 
was  present  with  other  well-marked  degenerative  characters.  The 
author  is  inclined  to  class  all  of  the  cases  as  post-epileptic  automatic 
states,  though  in  the  discussion  following  this  paper  the  opinion  was 
strongly  expressed  that  the  condition  undoubtedly  existed  apart  from 
the  epileptic  taint,  in  which  latter  class  of  cases  amnesia,  however,  is  apt 
to  be  more  profounds.  Benoit. 
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February  23,   1899. 
The  President,  Dr.  Richard  Dewey,  in  the  chair. 

Dr.  Sanger  Brown  read  a  paper  with  the  title:  "Report  of  a 
Case  of  Trigeminal  Paralysis."      (See  p.  554.) 

Dr.  H.  N.  Moyer  had  observed  a  case  very  similar  to  the  one  re- 
ported by  Dr.  Brown.  Twelve  years  ago  he  was  consulted  by  a  hostler 
for  paresthesia  of  the  face.  He  said  his  face  felt  as  if  it  had  been 
kicked  by  a  horse  the  day  before.  Two  or  three  years  later  he  de- 
veloped anesthesia  of  the  face  and  loss  of  taste.  The  anesthesia  finally 
became  complete  and  sensation  to  temperature,  touch  and  pain  was 
absolutely  gone.  Nevertheless,  if  the  skin  was  moved  he  knew  that 
he  was  touched.  This  seems  to  show  that  there  is  a  muscle-sense  apart 
from  the  pain-  and  temperature-sense.  Later  the  patient  developed  eye 
symptoms,  partial  ptosis  and  paresis  of  ocular  muscles,  pains  de- 
veloped, the  knee-jerk  disappeared,  and  he  is  now,  twelve  years  after 
the  first  observation,  in  the  Kankakee  Hospital,  a  typical  case  of  tabes. 

Dr  Moyer  reported  the  case  of  a  man  who  had  complete  anesthesia 
of  the  middle  trunk  of  the  fifth  nerve  with  bilateral  paresthesia  for 
several  years,  but  in  this  case  there  was  no  disturbance  of  taste.  He 
had  had  various  ocular  palsies,  but  of  late  had  lost  the  knee-jerk,  had 
a  good  deal  of  swaying  when  his  eyes  were  closed  and  lightning  pains. 

In  a  third  case  there  was  total  anesthesia  in  the  middle  trunk  of 
the  fifth  nerve  on  one  side  with  no  impairment  of  taste,  but  with  ul- 
ceration and  opacity  of  the  cornea,  loss  of  knee-jerk  and  swaying  when 
the  eyes  were  closed. 

On  grouping  these  three  cases,  considerable  variation  in  their 
symptoms  will  be  seen:  One  had  trophic  disturbance  of  the  cornea, 
one  had  disturbance  of  the  taste-sense,  and  the  others  had  not.  When 
these  cases  are  taken  in  connection  with  Dr.  Brown's  case  it  will  be 
seen  that  as  far  as  the  physiological  part  of  the  nerve  of  taste  is  con- 
cerned, these  four  cases  throw  very  little  light  upon  it,  and  it  must 
be  considered  that  the  sense  of  taste  differs  in  different  individuals. 
Dr.  Brown's  case  appeared  to  be  one  of  tabes. 

Dr.  Brown  stated  that  the  knee-jerks  were  normal  and  that  there 
was  no  ataxia. 

Dr.  Moyer  believed  that  the  knee-jerks  would  disappear  later.  In 
the  case  he  had  observed  there  was  not  a  sign  of  tabes  for  the  first  six 
or  eight  years  the  patient  was  under  observation.  He  considered  the 
trouble  to  be  not  in  the  Gasserian  ganglion,  but  back  of  it. 

In  reply  to  a  question  by  Dr.  Gradlt.  Dr.  Moyer  stated  that  tabes 
was  likely  to  result  at  any  age  and  was  noc  excluded  by  advanced  age; 
and  in  reply  to  an  inquiry  by  Dr.  Dewey.  Dr.  Moyer  said  that  in  the 
first  of  his  cases  a  luetic  history  was  doubtful,  in  the  second  lues  was 
probable,  and  in  the  third  nothing  could  be  determined. 

Dr.  Sydney  Kuh  asked  Dr.  Brown  whether  the  tests  for  the  taste- 
sense  were  made  by  him  or  the  patient.  Dr.  Brown  replied  that  they 
were  made  as  a  rule  by  the  patient,  who  was  cautioned  to  keep  his 
tongue  out  of  his  mouth  and  hold  the  substance  on  his  tongue  until  he 
tasted  it  or  felt  sure  that  he  was  not  going  to  taste  it.  Dr.  Brown  made 
some  tests  in  his  office  by  applying  solutions  on  cotton  to  the  tongue, 
being  careful  that  there  should  be  no  opportunity  for  the  solutions  to 
spread  to  other  parts. 
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Dr.  Kuh  thought  that  the  cases  reported  had  thrown  some  light 
upon  the  course  of  the  fibers  through  which  the  sense  of  taste  is  con- 
ducted to  the  brain.  In  Dr.  Brown's  case  the  first  and  second  branches 
were  affected  to  a  greater  extent  than  the  third;  in  two  of  Dr.  Moyer's 
cases  the  first  and  second  branches  only  were  affected,  and  in  one  case 
all  three  branches.  These  observations  are  very  similar  to  those  pub- 
lished by  Schmidt  in  the  Deutsche  Zeitschrift  fur  Nervenheilkunde,  1895, 
and  all  taken  together  seem  to  show  that  the  fibers  of  the  taste  sense 
should  be  looked  for  in  the  third,  and  not  in  the  second  branch  of  the 
fifth  nerve.  The  few  observations  in  which  the  glossopharyngeal  nerve 
was  affected  at  the  base  of  the  brain  seem  to  demonstrate  that  not  all 
the  fibers  for  the  sense  of  taste  pass  along  that  nerve,  because  there  is 
no  record  of  any  cases  in  which  there  was  absolute  loss  of  the  sense  of 
taste  excepting  in  the  posterior  part  of  the  tongue.  The  age  at  which 
tabes  appears  depends  in  great  measure  upon  the  age  at  which 
syphilis  is  acquired.  He  had  observed  one  case  of  a  man  51  years  old 
who  had  had  symptoms  of  tabes  for  a  few  months  only,  but  who  had  ac- 
quired syphilis  at  the  age  of  36.  In  another  case,  the  symptoms  of 
tabes  developed  after  the  age  of  60.  One  case  is  recorded  in  which  the 
first  symptoms  of  tabes  occurred  at  70,  and  in  this  case  syphilis  was 
acquired  late  in  life. 

Dr.  J.  J.  M.  Angear  believed  that  the  facial  as  well  as  the  fifth 
nerve  must  be  involved  in  this  case.  He  himself  had  had  paralysis  of 
the  facial  nerve  a  few  years  ago  and  suffered  for  a  few  days  from  bad 
taste,  although  there  was  no  difficulty  with  the  fifth  nerve.  The  origin 
of  the  fifth  nerve  is  so  extensive  that  part  of  it  goes  to  the  lower  part 
of  the  cervical  portion  of  the  cord,  and  a  part  goes  up  to  the  fourth 
ventricle,  the  aqueduct  of  Sylvius,  etc.  The  nuclei  from  the  third, 
fourth  and  fifth  as  well  as  the  facial  nerve  are  very  near  each  other,  so 
that  what  interferes  with  the  function  of  one  may  affect  the  functions 
of  one  or  all  the  others. 

Dr.  Henry  Gradle,  having  observed  the  case,  remarked  first,  that 
there  was  no  evidence  whatever  of  involvement  of  the  facial  nerve. 
Second,  that  as  the  anesthesia  came  on  gradually,  has  never  been  com- 
plete, and  as  the  nature  and  seat  of  the  lesion  is  unknown,  we  are  not 
justified  in  drawing  inferences  regarding  the  paths  of  the  gustatory 
fibers.  Third,  the  cornea  was  normal.  He  also  wished  to  ask  whether 
the  tabetic  ocular  paralyses  were  not  more  complete  and  more  fugi- 
tive than  in  this  case.  Furthermore,  the  impairment  of  sight  was 
slight,  had  taken  a  long  time  to  develop,  and  was  therefore  not  indic- 
ative of  tabes.  In  tabes  also  the  loss  of  vision  is  due  to  visible  atrophy, 
and  this  was  not  the  case  in  the  present  observation.  He  could  not  ex- 
plain the  amblyopia,  as  there  was  no  interference  with  the  fields  for 
white  or  colors,  nor  with  the  central  perception  of  color.  He  thought  it 
improbable  that  a  syphilitic  lesion  had  existed  for  four  years,  encroach- 
ing gradually  from  the  fifth  and  sixth  to  the  fourth  and  third  nerves 
without  causing  more  acute  symptoms. 

Dr.  Hugh  T.  Patrick  expressed  the  opinion  that  although  a  large 
proportion  of  the  ocular  paralyses  of  tabes  are  comparativelv  transient, 
and  although  in  the  permanent  cases  a  large  proportion  of  the  patients 
have  a  high  degree  of  paralysis  with  marked  strabismus,  yet  the  ocular 
pareses  in  this  case  were  not  incompatible  with  a  diagnosis  of  tabes. 
The  optic  atrophy  was  also  a  somewhat  anomalous  condition,  but  there 
may  be  a  stage  of  the  disease  when  there  is  some  visual  defect  from 
optic  atrophy,  and  yet  the  latter  be  so  slight  that  the  conclusion  should 
be  drawn  from  the  condition  of  vision  rather  than  from  the  appearance 
of  the  disk.  The  atrophy  might  affect  the  central  more  than  the  other 
fibers,  although  in  that  case  the  central  perception  of  color  should  be 
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affected.  He  inclined  to  Dr.  Moyer's  view  of  the  pathology  of  the 
case,  that  it  was  degenerative  rather  than  inflammatory  or  neoplastic. 
He  believed  that  he  had  seen  an  analogue  of  Moyer's  first  case  in  a 
patient  sent  to  him  by  a  laryngologist.  Although  a  well  defined 
anesthesia  of  the  mucous  membrane  of  the  nose  and  the  upper  lip. 
where  she  complained  of  discomfort,  could  not  be  made  out,  it 
seemed  to  him  that  these  branches  of  the  fifth  were  involved.  Ex- 
amination revealed  to  him  loss  of  the  knee-jerk  and  a  beginning 
Argyll-Robertson  pupil. 

Dr.  Henry  M.  Lyman  was  reminded  by  this  case  of  another  in 
which  there  was  atrophy  of  both  optic  nerves,  Argyll-Robertson 
pupils,  progressive  deafness  of  both  ears,  with  retention  of  the  knee- 
jerks.  This  case  seemed  to  be  one  of  degenerative  sclerosis  involving 
the  optic  nerve  and  the  ganglia  at  the  base  of  the  brain  and  progressing 
downward,  the  spinal  cord  not  having  yet  become  involved.  In  Dr. 
Brown's  case  the  most  probable  hypothesis  is  a  localized  degenerative 
change  at  the  point  which  impinges  upon  the  roots  of  the  nerves  men- 
tioned. Is  the  case  tabetic  in  origin,  or  may  it  not  be  a  case  of  pro- 
gressing multiple  sclerosis? 

Dr.  Moyer  remarked  in  connection  with  the  suggested  diagnosis 
of  tabes,  that  the  bulbar  forms  of  tabes,  although  exceptional,  bear  a 
strong  resemblance  to  the  ordinary  forms  of  tabes  beginning  in  the 
spinal  cord.  The  process  is  on  a  level  with  the  head  instead  of  the 
trunk. 

Dr.  Brown,  in  closing  the  discussion,  stated  that  the  neurologist 
could  fasten  almost  anything  upon  tabes,  and  tabes  upon  almost  any 
class  of  symptoms.  The  advocates  of  tabes  agreed  that  the  ocular  symp- 
toms in  this  case  were  very  unusual,  and  that  the  beginning  unilateral 
sensory  symptoms  so  strictly  confined  to  one  nerve  trunk  were  not 
likely  to  be  tabetic.  He  was  led  to  exclude  tabes  by  the  rather  rapid 
unilateral  onset,  by  its  remaining  restriction,  and  more  than  all,  by  the 
involvement  of  the  motor  branch.  His  view  of  the  nature  of  the  lesion 
was  only  a  suggestion.  The  only  external  growth  that  could  account 
for  the  symptoms  would  be  an  aneurism.  The  objection  to  this  hypoth- 
esis was  that  the  pressure  would  not  be  confined  exclusively  to  these 
nerve  trunks,  but  would  produce  symptoms  from  involvement  of  ad- 
joining tissues.  The  hypothesis  of  sclerosis  seemed  to  be  hardly  ten- 
able, as  sclerosis  in  the  area  involved  would  almost  certainly  involve 
other  structures.  Krause,  in  his  monograph,  refers  to  Dr.  Schmidt's 
cases  as  the  most  instructive  of  any  that  have  been  reported.  In  one 
of  his  cases  the  ganglion  was  completely  excised,  and  the  woman 
thought  that  she  had  a  better  sense  of  taste  than  before.  In  the  other 
cases  the  taste  was  more  or  less  lost  in  the  anterior  two-thirds  of  the 
tongue.  We  must  at  present  accept  the  conclusion  that  these  fibers 
have  most  diffuse  paths. 

UNUSUAL  CASES  OF  MYXEDEMA. 

Dr.  Sydney  ruh  read  a  paper  reporting  two  cases  of  this 
disease.  Both  patients  were  males,  the  one  fifty-one,  the 
other  fifty-two  years  old.  They  presented  a  number  of  the  clas- 
sic symptoms  of  myxedema  such  as:  Atrophy  of  the  thyroid 
gland,  weak  and  low  pulse,  subnormal  temperature,  dry  cold 
and  scaly  skin,  and  loss  of  sexual  power.  In  both  cases  the 
myxedematous  infi/ltrations  were  of  an  unusual  character.  In 
the  first  it  was  found  in  the  cervical  region  only,  it  was  crossed 
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by  a  scar  from  an  old  operation  and  was  uncommonly  firm, 
resembling  a  fibromatous  keloid  in  appearance  and  consistency. 
When  the  treatment  was  interrupted,  which  happened  repeat- 
edly, the  swelling  would  promptly  reappear.  In  the  second 
case  there  was  at  the  time  of  the  first  examination  only  a  slight 
edema  of  the  eyelids,  but  after  a  few  days  a  typical  myxedem- 
atous infiltration  was  found  in  the  cervical  region,  which  re- 
peatedly vanished  after  a  short  existence  and  then,  in  spite  of 
continual  treatment,  reappeared  for  a  few  days. 

In  the  second  case  the  attendant  mental  disturbance  con- 
sisted in  many  delusions  of  a  hypochondriacal  nature,  with  pro- 
nounced indications  of  mental  weakness.  An  acute  mental  dis- 
turbance characterized  by  numerous  hallucinations  of  an  un- 
pleasant nature  and  great  excitement  was  followed  by  a  com- 
plete loss  of  energy,  without  any  other  signs  of  mental  disease 
or  weakness. 

The  first  patient  was  treated  with  desiccated  thyroids  and 
he  continues  their  use  up  to  this  time.  He  has  been  well  for 
about  four  years.  In  the  second  case  iodothyrin  was  used,  and 
this  seemed  to  have  less  disagreeable  secondary  effects  than 
the  powdered  gland.  He,  too,  continues  the  drug  and  has  had 
no  recurrence  of  the  disease. 

Dr.  J.  B.  Herrick  had  had  some  experience  with  myxedema  of  chil- 
dren, but  very  little  with  this  condition  in  adults.  The  deleterious  ef- 
fects of  thyroid  extract  as  brought  out  by  Dr.  Kuh  and  observed  by 
Dr.  Roos  are  due  to  contamination.  The  nearer  the  approach  to  pure 
iodothyrin,  the  nearer  perfection  is  the  effect  of  the  drug.  The  early 
search  for  the  myxedematous  deposit  in  the  supraclavicular  space  is  of 
great  importance.  If  Dr.  Kuh's  observations  are  corroborated,  and  if 
it  is  found  there  long  before  it  is  observed  in  the  face  and  other  parts 
of  the  body,  it  will  prove  a  valuable  aid  in  early  diagnosis.  The  appear- 
ance and  disappearance  of  the  swelling  before  treatment  would  seem  to 
show  that  the  thyroid  retained  what  might  be  called  an  intermittent 
function.  In  the  case  of  a  cretin  who  lives  at  a  distance,  Dr.  Herrick 
had  found  that  the  dose  could  be  very  accurately  controlled  by  noting, 
the  condition  of  the  bowels.  The  child  who  had  previously  been  badly 
constipated  was  given  just  enough  thyroid  extract  to  induce  one  or  two 
bowel  movements  a  day,  and  in  this  way  the  right  dose  was  apparently 
given. 

The  President  had  noticed  some  unfavorable  symptoms  and  com- 
plications following  the  use  of  Armour's  thyroid  preparation,  but  not 
in  myxedema.  In  one  case  of  climacteric  insanity  the  pulse  became 
very  high  for  a  couple  of  hours,  reaching  160  or  higher.  The 
respiration  was  not  correspondingly  affected,  the  temperature  was  ioo 
degrees,  and  the  patient  seemed  comfortable,  or  at  least  not  seriously 
depressed.  The  tachycardia  disappeared  in  about  three  hours.  The 
treatment  was  discontinued  for  the  time,  but  was  taken  up  later  on, 
and  eventually  a  complete  recovery  from  the  mental  symptoms  was 
secured. 

Dr.  Kuh,  in  closing  the  discussion,  said  that  he  believed  the  best 
results  could  be  obtained  in  myxedema  by  very  gradually  increasing 
the  dose  until  the  first  symptoms  of  intoxication  appeared.  In  the 
•second  case  reported  the  dose  was  increased  until  the  pulse  became  ab- 
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normally  frequent,  when  the  dose  was  slightly  reduced.  In  the  first 
case  in  which  the  tablets  were  used,  gastrointestinal  disturbance, 
diarrhea,  gastric  distress,  anorexia  and  increased  frequency  of  the 
pulse  were  the  chief  toxic  effects.  The  dosage  was  thereupon  reduced. 
The  best  results  cannot  be  obtained  by  small  doses,  but  by  remain- 
ing just  below  the  toxic  stage,  until  the  symptoms  disappear.  Small 
doses  should  then  be  given  every  day  or  every  third  day.  Unless  the 
patients  can  be  watched  closely,  they  should  be  kept  in  bed  while  full 
doses  are  being  given. 


175.  Paralysie  generale  infantile  ayant  simulk  l'idiotie  (Infantile 
General  Paresis  Simulating  Idiocy).  Toulouse  et  Marchand  (Soc. 
med.  des.  Hdpitaux,  1899,  June  23). 

The  recognition  that  a  form  of  dementia  closely  resembling  general 
paresis  may  occur  in  the  young  is  becoming  more  and  more  generally 
admitted,  but,  according  to  our  authors,  one  point  has  not  received  suf- 
ficient attention.  That  is,  that  many  cases  of  paresis  occurring  in  the 
very  young  are  often  mistaken  for  cases  of  idiocy.  In  a  case  reported 
the  progressive  dementia  commenced  after  a  period  of  apparently  normal 
development.  There  were  inequality  of  pupils,  speech  disturbances, 
rapid  emaciation,  epileptiform  attacks.  The  autopsy  findings  showed 
cerebral  atrophy,  adherent  meninges,  proliferation  of  glia,  and  other 
changes  held  to  be  typical  of  paresis.  The  child's  father  had  died  of 
paresis,  with  syphilis,  and  the  possibility  of  chronic  meningoencepha- 
litis is  discussed  by  the  writers.  Jfii.hfe. 

176.  Ueber  Schadei.operationen  hei  Epii.epsie  (Trephining  for 
Epilepsy).  Matthiolius  (Deut.  Zeitsch.  f.  Chirurgie.  52,  1899,  PP- 
1  and  2. 

That  certain  cases  of  traumatic  Jacksonian  epilepsy  have  been  much 
improved  is  well  authenticated,  but  the  results  in  non-traumatic  cases 
have  not  been  as  satisfactory.  Four  new  cases  are  reported  here.  Two 
for  non-traumatic  epilepsy,  both  with  negative  results,  and  two  of  the 
traumatic  Jacksonian  type,  with  one  recovery. 

Matthiolius  also  presents  the  statistics  of  164  cases  that  have  been 
under  observation,  of  which  number  89  were  non-traumatic  partial 
epilepsies,  52  generalized  traumatic  types,  and  23  of  general  idiopathic 
epilepsy.  Of  this  total  some  24  were  healed;  25  improved;  31  died;  the 
rest  remained  about  the  same.  Thus  there  was  29.8  per  cent,  of  favor- 
able results,  as  against  70.2  per  cent,  failures.  Jelliffe. 


^zxistopt. 


PATHOLOGY. 

177.  Ueber  das  Blut  und  dessen  bactericides  Verhalten  gegen 
Staphylococcus  pyogenes  aureus  bei  progressiver  Paralyse 
(The  Blood  and  its  Reaction  to  Staphylococcus  Pyogenes  in  Gen- 
eral Paresis).  H.  Idelsohn  (Arch.  f.  Psychiatrie,  31,  1898^.640). 

The  author  gives  here  a  short  resume  of  the  work  done  on  the 
morphology  of  the  blood  in  this  disease,  and  records  the  results  of  a 
series  of  experiments  with  some  38  cases,  on  the  bactericidal  activity 
with  the  staphylococcus  pyogenes  aureus.  He  contributes  no  obser- 
vations bearing  on  the  morphology  of  the  blood,  but  concludes  from 
his  other  investigations  that  whereas  in  the  serum  of  normal  individuals 
and  in  mental  cases  not  afflicted  with  paresis,  there  is,  to  this  bacterium, 
a  distinct  positive,  bactericidal  action,  in  general  paresis,  however, 
such  action  is  not  present.  In  a  few  cases  there  was  observed  a  re- 
tardation of  the  growth  which,  however,  never  reached  the  point  of  a 
positive  anti-bacterial  action.  This  is  explained  on  the  ground  that  in 
these  patients  a  certain  amount  of  chloral  had  been  administered.  This 
loss  of  bactericidal  activity  is  held  by  Idelsohn  to  be  specific  and  does 
not  depend  on  the  condition  of  nutrition  of  the  patient,  though  what 
is  the  cause  is  not  brought  out  by  the  experiments  in  question. 
Changes  in  alkalinity,  diminution  of  NaCl  content,  changes  in  leuco- 
cytes or  modifications  of  alexins  are  all  suggested  as  theoretical  ex- 
planations. The  author  further  thinks  that  this  reaction  can  be  used 
as  a  diagnostic  factor  in  the  early  stages  of  the  disease. 

Jelliffe. 

178.  The  Pathology  of  the  Blood  in  Various  Psychoses.  V.  V. 
Kroumbmiller  (St.  Petersburgh,  1898)  (Revue  de  Med). 

The  writer,  in  an  inaugural  thesis,  presents,  studies  on  the  changes 
in  the  leucocytes  in  a  number  of  cases  of  mental  disease.  The  blood 
of  fifteen  patients,  suffering  from  melancholia  and  mania,  of  three 
idiots  and  of  twelve  epileptics  was  studied,  all  of  these  patients  being 
under  the  same  conditions  of  regimen  and  treatment.  In  all  of  them, 
excepting  the  epileptics,  the  blood  was  collected  in  the  morning,  two 
days  in  succession,  at  intervals  of  one  week.  In  the  case  of  the  epilep- 
tics it  was  examined  during  an  attack.  Ouskov's  and  Sollarch's  meth- 
ods were  used  for  the  staining  and  mixing. 

The  author  found  that  in  melancholia  there  was  an  increase  of  leu- 
cocytes. Lymphocytes  and  adult  leucocytes  were  diminished.  Old 
leucocytes,  especially  the  eosinophiles  and  disintegrated  cells,  were 
remarkably  increased.  In  idiocy  the  total  number  of  leucocytes  was 
found  to  be  increased,  the  adult  and  the  older  leucocytes  being  aug- 
mented at  the  expense  of  the  lymphocytes;  the  leucocytosis  of  idiocy 
and  melancholia  thus  resembling  each  other,  save  that  the  metamor- 
phosis of  leucocytes  is  more  active  in  idiocy,  more  transitional,  young 
forms  being-  found.  In  mania  there  would  seem  to  be  a  hypoleucocy- 
tosis.  In  epilepsy,  at  the  time  of  an  attack,  the  total  quantity  of  leuco- 
cytes was  increased,  and  this  increase  became  less  with  every  new  at- 
tack. This  increase  was  due  to  the  relative  and  absolute  increase  of 
young  and  adult  cells,  while  relatively    the  old  cells  diminish.     The 
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.author  also  found  that  in  this  disease  the  red  cells  were  diminished, 
the  specific  gravity  increased  and  the  spleen  became  smaller.  He  also 
observed  that  closely  following  the  attacks  the  leucocytes  were  not  as 
numerous  as  one  hour  later.  A  few  hours  after  the  attack  there  was 
an  absolute  and  relative  increase  in  the  eosinophiles  and  disintegrated 
cells.  The  author  holds  that  there  are  alterations  taking  place  in  the 
spleen  during  the  epileptic  attack  which  account  for  these  changes. 

Benoit. 

179.  Beiiragk  zur  Lehre  von  den  aus  Nervengewebe  bestehenden 
Geschwtlsten  (Contributions  to  the  Study  of  Nervous  Tissue 
Tumors).     H.  Haenel  (Arch.  f.  Psychiatrie,  31,  1898,  p.  491). 

Haenel  describes  some  anomalous  tumors  of  the  dura  in  a  patient 
dying  of  a  sarcoma  of  the  white  matter  of  the  right  hemisphere,  that  had 
undergone  cystic  degeneration.  These  two  tumors  were  located  on  the 
dura  near  the  superior  orbital  fissure. 

One  was  a  true  myelo-neuroglioma,  about  2  cm.  in  diameter,  and 
consisted  of  strands  of  nerve  fibers,  running  parallel,  having  large  cells 
at  their  terminal  filaments.  These  cells,  from  their  general  shape  and 
size  and  appearance,  strongly  resembled  the  ganglion  cells  of  a  spinal 
ganglion,  especially  the  Gasserian  ganglion. 

The  other  tumor  resembled  a  fusiform  cell  sarcoma,  soft  in  con- 
sistency, which  was  partly  made  up  of  fibers  from  the  other  tumor. 
Hemorrhagic  foci  about  the  lymph  spaces  and  proliferation  of  the  endo- 
thelium gave  it  the  stamp  of  Ziegler's  lymphendothelioma.  There  was 
also  pachymeningitis  interna,  obliterating  endarteritis,  and  fatty  degen- 
eration of  the  dura.  Jelliffe. 

180.  Zur  Anatomie  der  Sehnervenatrophie  bei  Erkrankungen  des 
CENTRALNERVENSYSTEMs(On  the  Anatomy  of  Optic  Nerve  Atrophy 
in  Diseases  of  the  Central  Nervous  System).  A.  Elschnig. 
(Wiener  klin.  Wochenschrift,  March,  1899,  No.  11,  p.  275). 

The  author  presents  the  results  of  a  study  of  the  anatomic  condi- 
tions underlying  optic  nerve  atrophy  in  two  cases,  one  of  disseminated 
cerebro-spinal  sclerosis  and  one  of  tabes.  In  the  first-named  condition 
he  believes  the  atrophy  to  be  the  result  of  a  peculiar  interstitial  inflam- 
mation which  occurs  absolutely  at  random  in  localized  portions  of  the 
nerve  and  causes  first  a  rapid  destruction  of  the  nerve-sheaths  and 
fibers,  and  then  an  increased  formation  of  connective  tissue.  This 
process  he  considers  identical — so  far  as  its  inflammatory  nature  is 
concerned — with  that  which  gives  rise  to  the  central  sclerotic  changes. 
In  the  tabetic  case,  Elschnig  found  complete  atrophy  of  the  nerve 
fibers  and  ganglion  cell  layer  of  the  retina,  diminution  in  volume  of 
the  entire  nerve,  increase  of  glial  tissue  in  its  intraocular  portion,  and 
in  the  remaining  portion  a  partial  disappearance  of  the  nerve  fibers, 
this  more  marked  in  the  distal  than  in  the  proximal  portion ;  further,  a 
disappearance  of  the  finer  branches  of  the  connective  tissue  septa 
which  were  themselves,  both  absolutely  and  relatively,  somewhat 
thickened;  thickening  and  sclerosis  of  the  walls  of  the  vessels. 

From  the  fact  that  the  anatomical  changes  were  most  marked  in 
the  retinal  end  of  the  nerve  and  diminished  in  intensity  centrifugally, 
the  conclusion  is  drawn  that  the  process  which  leads  to  optic  nerve 
atrophy  in  tabes  is  to  be  considered  analogous  in  its  primary  topo- 
graphical origin,  and  in  its  subsequent  developmental  direction  with 
that  which  involves  the  other  sensory  neurons  in  this  disease;  in  other 
words,  that  it  is  a  peripherally  originating  centripetal  process  which  is 
in  nowise  to  be  considered  a  pressure  neuritis  in  the  ordinary  sense. 

Courtney. 
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181.  MlTTHEILUNG  UBER  EINE  BESONDERE  VeRANDERUNG  DER  NeRVKN- 
FASERN  DES  RUCKENMARKS  WELCHE  EINER  KLINISCHEN  BEDEUTUNG 
ENTBEHRT,   NAMLICH    DIE    VON    MlNNlCH    SOG.    HYDROPISCHE    VeRaN- 

derung.  {Communication  concerning  a  Peculiar  Change  in 
Nerve  Fibers  in  the  Spinal  Cord  Without  Clinical  Significance; 
the  so-called  Hydrapic  Change  of  Minnich. )  Karl  Petren. 
(Deutsche  Zeitschrift  f.  Nervenheilkunde.  35,  1898-1899,  1  and 
2,  p.  31. 

Petren  describes  an  interesting  form  of  alteration  of  nervous  tissue 
which  he  believes  is  the  same  as  that  seen  by  Minnich  in  different  dis- 
eases, and  described  under  the  name  of  "hydropic  swelling  of  the 
nerve  fibers.  Schaffer's  observations  in  cases  of  general  paralysis  he 
regards  as  similar  to  his  own,  although  Schaffer  gave  no  details  of 
the  microscopic  changes  in  the  nerve  fibers.  Petren  has  seen  the  "hy- 
dropic swelling"  in  a  case  of  tuberculosis  without  clinical  evidences  of 
spinal  disease,  in  a  case  of  abscess  of  the  liver  with  the  clinical  signs  of 
septicemia,  and  in  a  case  of  tabes  incipiens.  The  altered  areas  in  spinal 
cords  hardened  in  Midler's  fluid  appear  less  deeply  stained  by  the 
bichromate  solution,  but  are  not  distinguishable  by  the  Weigert  hema- 
toxylin method.  The  findings  obtained  by  Petren  were  swollen 
medullary  sheaths  and  swollen  axis  cylinders,  axis  cylinders  bent  so 
that  two  or  three  twists  were  seen  in  a  transverse  section  of  the  cord, 
axis  cylinders  poorly  stained  in  their  central  portion  or  appearing  as 
granules,  medullary  sheaths  staining  with  carmine  in  their  inner  por- 
tion, and  glassy  swollen  neuroglia.  These  changes  were  seen  in  the 
posterior  and  lateral  columns,  and  were  not  exactly  the  same  in  each 
case.  The  altered  position  of  the  cord  did  not  stain  differently  from 
the  normal  by  Marchi's  method.  Petren  finds  that  the  change  is  one 
of  diffuse  character  and  not  systemic,  and  it  probably  occurs  shortly 
before  death;  because  the  neuroglia  is  not  proliferated,  the  glia  cells 
are  not  more  numerous,  the  vessels  are  normal,  and  the  alteration  of 
the  nerve  fibers  is  extensive  and  intense,  although  clinical  signs  have 
never  been  caused  by  this  change.  It  is  not  purely  a  post-mortem 
condition,  and  though  it  may  possibly  develop  after  death,  it  is  de- 
pendent on  some  alteration  occurring  during  life.  It  must  be  dis- 
tinguished from  the  true  degeneration  with  the  formation  of  sclerotic 
tissue  seen  in  pernicious  anemia.  The  recognition  of  the  existence  of 
"hydropic  swelling"  is  very  necessary,  as  in  several  instances  it  has 
been  described  as  a  true  degeneration  occurring  during  the  lifetime  of 
the  individual  and  not  merely  at  the  close  of  life.  Spiller. 

182.  Un  cas  de  paralysie  ascendante  aigue  (A  Case  of  Acute  As- 
cending Paralysis).  H.  Roger  and  O.  Josue  (La  Presse  medicale, 
27  July,  1898,  No.  62,  p.  44.) 

The  patient,  a  man  of  33,  stone-cutter  by  occupation,  first  noticed  a 
sensation  of  intense  cold  in  the  legs.  Three  days  later,  these  were  swollen 
and  gradually  lost  power,  compelling  the  patient  to  enter  the  hospital. 
At  no  time  was  there  pain.  Later  there  was  some  sore  throat,  and 
finally  a  severe  attack  of  dyspnea,  followed  in  the  course  of  a  few 
hours  by  death.  His  appearance  resembled  that  of  a  patient  suffering 
from  severe  infection.  The  voice  was  hoarse,  deglutition  was  im- 
perfect, both  legs  were  in  a  state  of  flaccid  paralysis,  the  knee-jerks 
and  the  tendon  reflexes  of  the  arm  were  absent.  There  was  slight 
anesthesia  of  the  legs,  and  tachycardia.  The  autopsy  was  performed 
thirty  hours  after  death,  and  failed  to  reveal  any  gross  lesions.  Micro- 
scopical examination  of  the  spinal  cord  showed  extensive  degenerative 
alterations  in  the  cells  of  the  anterior  cornua,  consisting  of  chromato- 
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lysis  and  dislocation  or  disappearance  of  the  nucleus.  The  neuroglia 
•cells  were  much  more  numerous  than  normal,  particularly  around  the 
central  canal  and  at  the  periphery  of  the  gray  matter.  Cultures  made 
from  the  blood  during  life  gave  a  single  micro-organism  resembling 
the  pneumococcus.  Portions  of  the  medulla  oblongata  were  injected 
in  the  anterior  eye  of  a  rabbit  which  did  not  show  subsequently  any 
signs  of  hydrophobia,  thus  excluding  paralysis  due  to  this  cause.  Other 
rabbits  were  inoculated  with  the  culture  of  the  pneumococcus,  and  four 
out  of  five  showed  paralysis  of  the  posterior  limbs  before  death.  The 
other  died  of  purulent  pericarditis.  One  mouse  survived,  but  one  died. 
The  authors  believe  that  their  case  represents  a  form  of  Landry's  dis- 
ease, produced  in  this  instance  by  the  pneumococcus,  the  particular 
variety  present  showing  apparently  a  peculiar  predilection  for  the  spinal 
cord.  Sailer. 

CLINICAL  NEUROLOGY. 

I83.     "  ElN    PATHOGNOMISCHES    SYMPTOM    DER     FUNCTIONELLEN     (HYSTER- 

ischen)  Extremitatenlahmung"  (A  Pathognomonic  Symptom  of 
Hysterical  Paralysis  of  the  Extremities).  Von  Hoesslin(Munch- 
ener  medicin  Wochenschrift,  1899,  No.  10,  p.  313). 

The  author  claims  to  have  discovered  an  absolutely  diagnostic 
sign  of  functional  paralysis  of  the  limbs.  His  test  is  carried  out  as 
follows:  He  orders  the  patient  to  extend  the  affected  limb  while  he  (the 
operator)  opposes  a  graduated  resistance  with  his  hand.  The  resistance 
is  next  suddenly  removed.  In  every  case  of  paralysis  from  organic  lesion, 
the  limb  jerks  suddenly  in  the  direction  of  the  intended  movement.  In 
functional  paralysis  on  the  contrary,  the  movement  is  suddenly  ar- 
rested, and  then  after  a  short  pause  proceeds  in  the  intended  direction. 
This  is  due  to  what  the  author  terms,  the  "paradoxical  contraction  of 
the  antagonists."  While  a  given  movement  is  being  performed,  the 
condition  of  the  antagonist  muscles  is  carefully  tested.  If  they  are  in 
a  condition  of  strong  contraction  the  paralysis  is  functional.  He  has 
found  no  exception  to  these  rules  in  all  the  cases  of  paralysis  of  the 
extremities  which  he  has  examined  during  the  past  four  years. 

Allen. 

184.  A  Case  of  Spasmodic  Torticollis  Associated  with  Chorea.     E. 
Noble  Smith  (The  Clinical  Journal,  No.  341,  p.  41;  May  10,  1899). 

The  patient  was  a  girl  of  sixteen  years,  and  the  so-called  chorea 
was  said  to  have  antedated  the  torticollis  by  nearly  eight  years,  but 
there  is  nothing  in  the  text  to  show  that  the  affection  was  really  chorea. 
When  first  seen  she  was  suffering  from  spasmodic  torticollis,  said  to 
have  been  due  to  the  action  of  both  sterno-mastoids.  An  apparatus 
was  applied  which  relieved  pain  and  controlled  the  spasms  to  some 
extent,  but  the  author  found  it  necessary  to  operate,  removing  about 
one-half  inch  of  the  left  spinal  accessory  nerve,  producing  complete 
paralysis  of  the  sterno-mastoid  and  upper  fibers  of  the  trapezius.  A 
year  and  a  half  later  there  was  no  spasm  in  the  left  mastoid,  although 
the  power  of  the  muscle  had  returned,  but  it  was  now  found  necessary 
to  resect  portions  of  the  second,  third  and  fourth  cervical  nerves.  Two 
vears  and  a  half  later  there  was  still  considerable  spasm  said  to  have 
been  limited  to  the  right  sterno-mastoid,  so  the  right  spinal  accessory 
was  resected.  In  spite  of  the  imperfect  results  of  previous  operations, 
and  in  spite  of  the  fact  that  two  weeks  after  the  last  operation  there 
were  spasms  in  the  left  sterno-mastoid  and  left  platysma,  the  author 
seems  to  think  that  there  was  "every  prospect  of  a  good  recovery." 
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The  optimism  of  'the  operator  may  further  be  seen  in  his  statement 
that  this  was  the  nineteenth  operation  of  this  kind  which  he  had  per- 
formed for  spasmodic  torticollis  and  that  the  result  had,  in  each  case, 
been  satisfactory,  followed  immediately  by  the  statement  that  in  one 
case  the  first  operation  relieved  the  symptoms  for  a  time  and  that  all 
subsequent  operations  were  of  little  or  no  value. 

When  the  author  comes  to  treat  of  the  pathology  it  is  very  evident 
that  he  has  no  proper  conception  of  the  nature  of  the  affection  and 
is  entirely  unacquainted  with  the  instructive  writings  of  Brissaud  on 
the  subject.  Such  papers  as  this  do  distinct  harm  by  apparently 
making  simple  a  very  difficult  subject,  and  by  throwing  a  surgical 
glamour  over  an  affection  that  is  distinctly  medical.  Patrick. 

185.  Die  sogenannten  ausseren  Degenerationszeichkn  bei  per  pro- 
gressive Paralyse  der  Maenner.  (The  Stigmata  of  Degenera- 
tion in  General  Paresis).  P.  Nacke.  (Allg.  Zeitschrift  f.  Psy- 
chiatric    55,   1899   pt.  5,  p.  140. 

In  the  Neurologisches  Ccntralblatt  for  1897  Nacke  published  a  pre- 
liminary contribution  on  this  subject.  The  above  article  is  an  enlarged 
and  critical  resume  of  a  large  number  of  his  personal  observations. 
When  compared  with  normal  men,  there  is  a  large  preponderance  of  the 
external  degenerative  stigmata  in  paresis,  almost  amounting,  according 
to  Nacke's  figures,  to  double.  He  does  not  believe  that  syphilis  is 
anything  more  than  a  predisposing  cause,  although  from  60-75  per  cent, 
of  his  cases  had  been  infected.  The  author  also  contributes  to  the  dis- 
cussion of  the  change  in  type  of  this  disease.  He  finds  cases  of  pro- 
longed dementia  more  common  than  supposed,  and  fewer  acute  exacer- 
bations. Pathologically,  meningeal  hemorrhages  are  considered  rare, 
and  the  frequently  described  thickening  of  the  pia,  ependymitis,  general 
hydropsia  and  ventricular  hydropsia  are  thought  to  be  less  frequent. 

Jelliffe. 

186.  Ueber  chronische  Steifigkeit  der  Wirbelsaule  (Concerning 
Chronic  Rigidity  of  the  Vertebral  Column).  Aug.  Hoffmann. 
Ueber  ankylosirende  Entzundung  der  Wirbelsaule  und  der 
grossen  Extremttatengelenke  (Concerning  Ankylosing  Inflam- 
mation of  the  Vertebral  Column  and  of  the  Large  Joints  of  the 
Extremities),    v.  Bechterew.    Neue  Beobachtungen  und  pathol- 

OGISCH-ANATOMISCHE       UnTERSUCHUNGEN       UBER      STEIFIGKEIT      DER 

Wirbelsaule  (New  Observations  and  Pathological  Anatomical  In- 
vestigations on  Rigiditv  of  the  Vertebral  Column),  v.  Bechterew 
(Deutsche  Zeitschrift  fur  Nervcnheilkunde,  Vol.  15,  Nos.  1  and  2 
pp.  28,  37  and  45). 

These  three  papers  may  be  considered  together. 

Hoffmann  reports  the  case  of  a  man  of  thirty-eight  years  who 
presented  great  rigidity  of  the  vertebral  column,  associated  with  mus- 
cular weakness  and  occasional  pain  in  the  spinal  nerves.  Crepitation 
of  the  joints  of  the  extremities  or  exudation  into  these  joints  was  not 
observed,  but  it  seemed  probable  that  a  rheumatic  change  had  oc- 
curred in  the  shoulder  and  hip  articulations.  Treatment  directed  to- 
ward the  cure  of  a  very  extensive  acne  eruption,  warm  baths,  sand 
baths,  antirheumatic  remedies,  resulted  in  a  complete  restoration  of 
function.  The  rigidity  of  the  vertebral  column  was  believed  to  be 
caused  by  toxins  produced  in  the  acne  pustules. 

v.  Bechterew  emphasizes  the  fact  that  the  "rigidity  of  the  verte- 
bral column  with  kyphosis"  described  by  him  is  not  the  same  disease 
as  that  described  by  Strumpell  and  Marie,  in  which  the  large  joints 
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of  the  extremities  were  involved,  v.  Bechterew  reports  two  cases 
like  those  of  Strumpell  and  Marie,  in  which  ossification  of  the  large 
joints  and  a  rheumatic  etiology  were  noted,  and  the  progress  of  the 
disease  was  ascending,  while  kyphosis  and  root  symptoms  were  un- 
important or  absent. 

In  the  third  paper  a  typical  case  of  v.  Bechterew's  form  is  de- 
scribed. Kyphosis  of  the  upper  thoracic  and  lower  cervical  verte- 
brae, without  prominence  of  individual  vertebra?  and  without  compen- 
satory lordosis;  half-flexed  and  prominent  knees  when  the  patient 
was  in  the  standing  position,  sensitiveness  of  parts  of  the  spinal  col- 
umn on  percussion,  almost  complete  immovability  of  the  spinal 
column  in  backward  and  lateral  movement,  breathing  almost  entirely 
of  the  abdominal  type,  atrophy  of  the  muscles  about  the  scapula  and 
in  the  upper  extremities,  exaggerated  tendon  reflexes  of  the  lower 
limbs,  were  the  chief  features  of  the  case.  The  joints  of  the  limbs 
were  not  affected.      Syphilis  seemed  to  have  etiological  importance. 

v.  Bechterew  has  obtained  a  necropsy  in  one  of  his  cases  of  rigid- 
ity of  the  spine.  He  found  that  the  bodies  of  the  vertebra?  in  the 
upper  thoracic  region  were  in  direct  contact  on  their  anterior  surfaces. 
Degenerated  roots,  especially  posterior  ones,  were  found  in  the  lower 
cervical  and  upper  thoracic  portions  of  the  cord,  and  to  a  less  extent 
in  lower  levels.  The  posterior  and  anterior  columns  presented  de- 
generation. The  pia  was  thickened  on  the  posterior  part  of  the  cord 
in  the  upper  thoracic  region.  The  kyphosis,  the  flattening  of  the 
thorax  and  the  weak  thoracic  breathing  were  believed  to  be  due  to  a 
paretic  condition  of  the  muscles  supporting  the  vertebral  column, — a 
condition  resulting  from  degeneration  of  nerve  roots.  The  changes 
within  the  spinal  column  were  also  thought  to  be  the  result  of  the 
degeneration  of  the  posterior  roots,  and  this  degeneration  of  the 
roots  was  attributed  to  chronic  meningitis  and  adhesion  of  the  dura 
to  the  spinal  ganglia.  The  kyphosis  and  rigidity  of  the  vertebral 
column  were  regarded  as  secondary  in  origin.  The  primary  lesion 
was  a  localized  affection  of  the  spinal  membranes.  Spiller. 

187.  Some  Uncertainties  in  the  Diagnosis  of  CerebralTumor.  Er- 
nest Septimus  Reynolds.  (British  Medical  Journal,  No.  1989,  page 
333,  Febr.  it,  1899.) 

The  author  groups  the  uncertainties  as  follows: 
A.  Diseases  which  may  simulate  brain  tumor. 
Chlorosis,  when  there  is  optic  neuritis,  intense  headache  and  per- 
haps hysterical  motor  and  sensory  symptoms.  Uremia,  with  intense 
headache,  optic  neuritis,  convulsions,  especially  if  they  are  unilateral, 
and  coma.  Chronic  lead  poisoning,  if  associated  with  lead  encephalo- 
pathy, convulsions,  delirium,  severe  headache,  optic  neuritis,  coma,  and 
possibly  acute  mania.  The  difficulty  is  enhanced  if  there  be  paralysis 
of  the  cranial  nerves,  which  may  occur  from  plumbism.  Hysteria, 
when  there  is  headache,  vomiting,  convergent  strabismus  and  various 
motor  and  sensory  disturbances.  Reflex  epilepsy  caused  by  irritation 
of  the  dura  mater,  or  pressure  of  old  scars,  or  other  irritation  in  the 
repion  of  the  fifth  nerve.  Anomalous  cases  in  which  tumor  was  appar- 
ently present,  but  in  which  patients  have  recovered  without  an  opera- 
tion, or  have  recovered  after  the  operation  at  which  nothing  was 
found.  Under  this  head  the  author  relates  what  he  considers  "two 
remarkable  cases."  The  first  seems  to  have  been  a  plain  case  of  in- 
fantile cerebral  paralysis  with  localized  fits  extending  over  many  years, 
and  the  second  was  very  apparently  a  case  of  arterio-sclerosis,  or  at 
least  one  of  senile  epilepsy  with  no  particular  features,  and  the  reviewer 
can  scarcely  agree  with  the  writer  that  the  nature  of  the  irritation  in 


57$  PERISCOPE. 

.these  two  cases  seems  a  mystery.  Syphilis,  with  severe  headache  and 
implication  of  the  cranial  nerves,  especially  if  there  be  syphilitic  men- 
ingitis, local  convulsions  and  optic  neuritis.  Meningitis,  abscess,  and 
polioencephalitis  may  simulate  tumor. 

B.  Symptoms  due  to  brain  tumor  mistaken  for  other  dis- 
eases. 

Hysteria,  when  the  tumor  occurs  in  young  girls,  and  there  is  no 
optic  neuritis  and  no  paralysis  of  the  cranial  nerves.  Reflex  epilepsy,  if 
there  has  been  an  injury  or  tumor  of  a  nerve.  Hydrophobia,  if  there 
has  been  a  comparatively  recent  dog  bite.  Senile  dementia  may  be 
simulated  by  tumor  in  old  people.  When  symptoms  of  tumor  come 
on  suddenly,  they  may  be  assigned  to  circulatory  changes.  If  ear  disease 
be  present,  or  has  existed,  the  symptoms  may  be  ascribed  to  abscess  or 
meningitis. 

C.  Uncertainty  in  the  diagnosis  of  the  position  in 
cerebral  tumor. 

The  uncertainties  enumerated  are  too  familiar  to  all  neurologists 
tc  require  repetition. 

D.  Uncertainty  in  the  nature  of  the  tumor. 

This  is  so  notorious  as  scarcely  to  need  mention.  Patrick. 

188.  Ueber  Magen-,  Darm-  und  Harnblasencontractionen 
wahrend  des  epileptischen  Anfalls  (Concerning  Contractions  of 
the  Stomach,  Intestines  and  Bladder  During  the  Epileptic  At- 
tack). W.  Ossipow  (Deutsche  Zeitschrift  fur  Nervenheilkunde, 
Vol.  15,  Nos.  1  and  2,  p.  94). 

Ossipow  performed  a  number  of  experiments  on  dogs  to  deter- 
mine the  action  of  the  abdominal  viscera  during  the  epileptic  attack. 
The  convulsions  were  produced  by  faradic  irritation  of  the  motor  area 
of  the  brain,  or  by  the  intravenous  injection  of  the  essence  of  ab- 
sinthium. The  abdomen  was  opened  and  the  contractions  of  the  vis- 
cera observed.     His  conclusions  are: 

1.  Contractions  of  the  stomach,  intestines  and  bladder  occur  in 
the  epileptic  attack,  and  usually  persist  after  the  attack  is  over. 

2.  Contractions  of  the  stomach  occur  in  about  50  per  cent,  of  the 
attacks,  and  are  observed  chiefly  in  the  cardia  and  pylorus. 

3.  Contractions  of  the  small  and  large  intestines  and  of  the  blad- 
der are  constant  phenomena  during  the  epileptic  attack. 

(a)  Duodenal  contractions  begin  in  the  clonic  period  of  the  at- 
tack, or  shortly  after  the  cessation  of  the  spasms  of  the  striated 
muscles. 

(b)  Contractions  of  the  small  intestine  begin  in  about  the  middle 
rof  the  clonic  period  of  the  epileptic  attack. 

(c)  Contractions  of  the  large  intestine  begin  either  in  the  tonic 
or  the  clonic  period,  more  commonly  at  the  commencement  of  the 
clonic  period. 

(d)  Contractions  of  the  bladder  occur  usually  at  the  commence- 
ment of  the  tonic  period. 

4.  The  contractions  of  the  intestines  and  bladder  are  very  vig- 
orous, and  appear  as  long-continued  spasms.  This  is  especially  true 
•of  the  contractions  of  the  large  intestine  and  bladder. 

5.  Relaxation  of  the  intestines  and  bladder,  of  longer  or  shorter 
duration,  usually  occurs  between  two  vigorous  contractions,  and  after 
the  cessation  of  all  epileptic  contractions. 

6.  The  phenomena  relating  to  the  stomach,  intestines  and  blad- 
der, observed  in  the  epileptic  attacks  produced  by  faradic  irritation,  are 
-.not  the  result  of  the  local  irritation  of  the  cortical  centers  of  the  stom- 
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ach,  intestines  and  bladder;  but  are  the  result  of  the  epileptic  attack 
that  develops  from  the  irritation  of  the  motor  area  of  the  cortex  and 
the  centers  contained  within  it. 

7.  The  asphyxia  occurring  during  the  epileptic  attack  favors  the 
contractions  of  the  stomach,  intestines  and  bladder. 

8.  The  great  pressure  of  the  diaphragm  and  of  the  abdominal 
wall  on  the  stomach,  intestines  and  bladder  and  their  contents,  during 
the  convulsions,  appears  also  to  stand  in  causal  relation  to  the  con- 
tractions of  the  organs  in  question. 

9.  The  discharge  of  urine  and  feces,  occurring  so  often  during 
the  epileptic  attack,  are  the  result  of  the  contractions  of  the  intestines 
and  bladder  and  of  the  pressure  exerted  by  the  abdominal  wall. 

10.  The  epileptic  contractions  of  the  striated  muscles  and  the  con- 
tractions of  the  stomach,  intestines  and  bladder  during  the  epileptic 
attack,  originate  in  the  motor  area  of  the  cortex.  Spiller. 

189.  Sull'acroparestesia  (Acropareitesia  e  Acrodinia).  (Concern- 
ing Acroparesthesia.)  Luigo  Ferris.  (11  Morgagni.  4,  1899,  p. 
201.) 

After  reviewing  the  literature  on  this  subject  the  author  attempts 
a  classification  of  the  morbid  condition  under  three  principal  forms: 
(a)  acroparesthesia  in  which  a  disturbance  of  the  sensibility  is  the  only 
existent  phenomenon  (cases  of  Bernhardt,  Laquer,  certain  cases  of 
Schultze)  ;  (b)  acroparesthesia  with  vasomotor  phenomena  which  may 
be  in  the  nature  of  a  vaso-constriction  with  paroxysmal  pallor  of  the 
skin  (Nothnagel),  or  of  a  vaso-dilatation  with  reddening,  heat  and 
excessive  sweating  (Strumpell),  or  with  a  form  of  acrocyanosis,  as  in 
certain  cases  of  Schultze  and  in  the  cases  of  Rosenbach  after  several 
relapses;  (c)  acroparesthesia  with  phenomena  of  disturbed  nutrition 
(Rosenbach's  form,  certain  cases  of  Schultze). 

Ferrio  then  reports  a  personal  case  embodying  an  unusual  fo.m. 
It  was  that  of  a  previously  vigorous  bricklayer,  24  years  of  age  and 
married.  The  family  and  previous  history  were  unimportant.  The 
patient  was  a  wine-drinker,  but  did  not  use  tobacco.  The  present  ill- 
ness was  of  a  month's  duration  and  came  on  while  the  patient  was  in 
full  health.  The  first  intimation  was  an  intense  and  tormenting 
pruritus  in  the  palms  of  the  hands  and  in  the  soles  of  the  feet  without 
any  eruption  or  skin  alteration  in  those  regions,  but  after  ten  days 
both  hands  and  feet  began  to  swell,  especially  in  those  parts  which 
were  the  primary  seat  of  the  pruritus.  The  swollen  areas  were  cold, 
livid  and  constantly  bathed  in  perspiration;  movements  of  the  ex- 
tremities were  inhibited  and  the  patient  was  incapacitated  for  all  work. 
The  pruritus  and  formication  persisted  and  an  eruption  of  small  red- 
dish macules  appeared  on  the  palms  of  the  hands.  Coincident  with 
these  first  sensory  disturbances  on  the  extremities  there  was  noted  on 
the  radial  side  of  the  carpus,  in  the  axillary  region  and  on  the  flanks 
a  bullous  eruption  with  clear  contents,  which  broke  down,  leaving  dis- 
colorations.  All  these  phenomena  disappeared  after  a  fortnight.  A 
few  days  later,  however,  the  entire  face,  even  to  the  hairy  margin  of 
the  scalp,  became  blue  and  swollen,  and  was  the  seat  of  a  pruritus, 
though  not  so  intense  as  that  in  the  hands  and  feet.  The  pharynx 
and  larynx  were  not  involved.  There  was  a  slight  evening  rise  of 
temperature.  At  the  end  of  a  second  fortnight  the  swelling  of  the 
face  had  considerably  diminished,  but  the  patient  continued  to  suffer 
from  a  persistent  feeling  of  formication  in  the  hands,  which  were  con- 
stantly cold.  Examination  at  this  time  revealed  a  diffuse  swelling 
of  the  face,  most  marked  in  the  lips,  in  the  alae  nasi,  in  the  intersuper- 
ciliary  region  and  in  the  pinna  of  the  ear.     The  skin  over  the  swollen 
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areas  was  red  and  shining,  and  did  not  pit.  Nothing  remarkable 
in  the  nasal  fossae  in  the  ear,  or  eye,  except  a  slight  hyperemia  of  the 
palpebral  conjunctiva.  The  tongue  was  moist,  not  coated  or  swollen. 
The  gums  were  slightly  swollen  and  spongy.  Nothing  in  the  pharynx. 
The  soft  structures  of  the  hands  were  the  seat  of  a  hard  and  elastic 
swelling  which  did  not  pit  nor  retain  the  imprint  of  the  compressing 
finger.  This  was  most  marked  over  the  thenar  and  hypothenar 
eminences,  at  the  level  of  the  pulps  of  the  finger-tips  and  over  the 
palmar  surface  of  the  phalanges,  while  the  dorsal  surface  showed  al- 
most nothing.  The  skin  of  the  hand  was  pallid,  slightly  cyanotic, 
moist  and  cold.  Over  the  thenar  and  hypothenar  eminences  were 
noted  darkish-red  and  livid  punctate  spots  as  large  as  the  head  of  a 
pin,  which  did  not  disappear  on  pressure.  No  trophic  disturbance 
in  the  nails.  The  palms  of  the  hands  as  well  as  the  palmar  surface 
of  the  fingers  was  the  seat  of  a  constant  and  annoying  formication, 
which  at  times  assumed  a  burning  character  and  was  subject  to  va- 
riations in  intensity  without  reference  to  the  time  of  day.  The  fore- 
arm was  never  invaded.  In  the  feet  the  same  annoying  sensations 
were  felt  as  on. the  hands,  and  although  the  skin  was  pallid  and  cyan- 
osed,  cold  and  moist,  it  was  without  obvious  swelling  or  ecchymosis. 
Sensation  was  absolutely  normal  throughout  except  the  thermic;  cold 
being  perceived  better  than  heat.  Nothing  was  found  in  the  internal 
organs  except  a  very  slight  souffle  with  the  first  sound  at  the  apex 
of  the  heart,  with  accentuation  of  the  second  sound  at  the  base.  No 
abnormality  of  the  urine. 

All  these  manifestations  persisted  more  or  less  constantly  for 
nearly  a  month,  eruption  succeeding  eruption  over  various  areas  of 
the  body.    At  this  time  the  patient  eloped. 

In  the  matter  of  pathology  Ferrio  thinks  that  the  changes  are  to 
be  sought  in  the  peripheral  nerves,  and  that  they  probably  consist  of 
slight  interstitial  or  perineuritic  infiltrations.  He  regards  the  preser- 
vation (in  most  cases)  of  the  functions  of  motility  and  sensation  as 
evidence  of  the  integrity  of  the  axis  cylinder.  From  the  data  col- 
lected as  to  the  age,  sex,  occupation,  etc.,  of  the  persons  affected,  he 
finds  that  the  condition  comes  on  most  frequently  between  the  ages 
of  25  and  50,  rarely  appearing  after  this  time,  and  never  occurring  be- 
fore the  twentieth  year.  The  female  sex  represents  nine-tenths  of  the 
reported  cases,  the  trouble  attacking  washerwomen  and  domestics  more 
especially,  but  at  times  even  the  leisure  classes.  Among  the  causes,  come 
diseases  affecting  the  general  nervous  tone,  and  local  excitants,  such  as 
alternating  heat  and  cold.  The  disturbance  often  has  a  gradual  onset, 
but  at  times  appears  suddenly.  Among  the  curative  agents  recom- 
mended are  electricity  and  massage,  rest  and  tonics.  The  bowels 
should  be  carefully  regulated.  Courtney. 

igO.    TJERER  DEN  GEGENWAERTGEN  bTAND  DER   L.EHRE  VON  DER  COMMOTIO 

Spinalis.  (On  the  Present  State  of  Opinion  with  regard  to 
Spinal  Commotion.)  Schmaus.  (Munchner  med.  Woch.  1899. 
P- 75.) 

Reviewing  the  results  of  clinical  and  experimental  researches  by 
himself  and  others,  the  author  draws  the  following  conclusions: 

1.  Concussion  of  the  spinal  cord  is  to  be  distinguished  from  con- 
cussion of  the  vertebral  column,  since  in  the  latter  case  the  symptoms 
may  depend  upon  direct  injury  of  the  cord  or  the  nerve  roots,  and  not 
upon  true  "commotio  spinalis." 

2.  The  view  that  there  exists  a  true  condition  of  spinal  com- 
motion (in  the  strict  sense),  has  lost  ground  of  late  years,  since  there 
is  no  record  of  a  case  (in  the  human  subject)  which  has  been  con- 
firmed on  autopsy. 
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3.  We  are  not  yet  in  a  position,  however,  to  absolutely  reject  all 
cases  hitherto  reported  as  examples  of  this  condition. 

4.  The  occurrence  of  a  direct  traumatic  neurosis  of  nerve  elements, 
through  a  "commotion,"  is  experimentally  confirmed,  and  seems  calcu- 
lated to  explain  certain  facts  which  the  reference  of  the  lesion  to  direct 
injury  of  the  cord  leaves  unexplained. 

5.  To  tearing  of  the  tissues  through  sudden  gush  of  the  cerebro- 
spinal fluid  produced  by  the  concussion,  an  important  influence  is  to 
be  attributed.  Allen. 

191.  RAPFORT  ENTRE  LA  MALADIE  DU  SOMMEIL  ET  LE  MYXQ2DEME.)  Rela- 
tions between  Sleeping  Sickness  and  Myxedema.)  E.  Regis  and 
N.  Gaide.     (La  Prtsse  medicale.     1898,  81,  p.  193.) 

The  patient,  a  negro  in  one  of  the  French  Soudanese  regiments, 
had  been  transferred  to  the  hospital  on  account  of  an  irresistible  ten- 
dency to  sleep.  This  condition  had  persisted  for  three  months.  It 
commenced  with  severe  frontal  and  supra-orbital  pains,  some  vertigo, 
and  weakness  of  the  lower  extremities.  The  patient's  character  was 
altered.  He  became  irritable,  melancholic,  and  solitary.  The  pupils 
were  contracted  and  unequal,  and  reacted  slowly  to  light  and  accom- 
modation. There  was  salivation,  some  impairment  of  hearing,  and 
tinnitus.  The  lymphatic  glands  were  enlarged,  the  patient  was  con- 
siderably emaciated ;  all  the  reflexes  were  abolished,  the  pulse  was 
regular,  about  50  per  minute,  and  the  temperature  in  general  sub- 
normal. From  time  to  time  there  was  a  tremor  of  the  right  side  of 
the  body,  which  occasionally  became  exaggerated  into  a  convulsion. 
He  was  placed  upon  thyroid  extract,  which  in  the  course  of  three 
days  produced  a  very  remarkable  amelioration  in  his  condition.  The 
headache  disappeared  almost  completely,  the  condition  of  torpidity 
diminished,  the  diuresis  diminished,  and  the  patient  expressed  a  desire 
to  take  exercise.  On  the  fourth  day,  however,  he  was  seized  with  a 
very  severe  convulsion  and  died.  This  treatment  was  suggested  by 
the  analogies  that  Gaide  observed  between  the  cretins  in  Savoy  'and 
other  cases  of  sleeping  sickness  that  he  had  seen  in  the  French  Soudan. 
It  appears  that  this  disease  belongs  to  the  toxic  infectious  group. 
The  enlargement  of  the  thyroid  and  lymphatic  glands  appears  to  be 
secondary  and  not  primary.  Sailer. 

192.  Remarks  on  the  Differential  Diagnosis  of  Insular  Sclerosis 
from  Hysteria.  Thomas  Buzzard.  (British  Medical  Journal, 
No.  2001,  p.  1077,  May  6,  1899.) 

The  author  says  that  the  most  frequent  of  all  modes  by  which  in- 
sular sclerosis  is  ushered  in  is  by  a  loss  of  power,  often  of  very  sudden 
origin,  being  complained  of  in  one  of  the  limbs.  This  may  or  may  not 
b(  accompanied  or  preceded  by  a  feeling  of  "numbness"  or  "tingling." 
The  loss  is  only  partial ;  the  patient  lets  things  drop  from  the  hand, 
perhaps,  or  what  is  still  more  common,  in  the  course  of  a  walk  drags 
one  of  the  legs.  The  limb,  however,  is  still  employed,  though  awk- 
wardly. It  is  not  uncommon  for  this  to  occur  in  the  sequel  of  a  strong 
mental  emotion,  and  it  is  very  likely  that  in  the  course  of  some  days  or 
in  a  few  weeks  the  power  is  regained.  In  these  circumstances,  especially 
if  the  patient  be  a  young  woman,  the.  symptoms  are  pretty  sure  to  be  set 
down  to  hysteria. 

In  not  a  few  cases  an  occurrence  of  squinting  (paresis  of  an  exter- 
nal ocular  muscle)  ushers  in  the  disease,  and  the  attacks  of  this  kind  are 
usually  transitory,  like  those  of  the  extremities.  This  is  a  symptom 
which,  according  to  the  author's  experience,  is  not  one  of  hysteria. 

It  sometimes  happens  that  blurring  of  the  sight  in  one  eye,  which 
may  go  on  to  considerable  loss  of  vision,  is  the  first  symptom,  or  it  may 
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occur  later.  The  ophthalmoscope  may  show  no  change.  Under  the  idea. 
that  the  symptom  is  due  to  hysteria,  the  patient  is  encouraged  to  expect 
recovery,  and  this  will  very  likely  happen  in  due  course  (like  the  re- 
covery of  power  in  a  limb).  It  will,  however,  be  liable  to  be  followed 
some  time  afterwards  by  a  similar  affection  in  the  other  eye,  or  a  return 
of  the  difficulty  in  the  same  one.  Queerly  enough,  the  author  cannot 
remember  having  seen  a  case  thus  characterized  which  proved  to  be 
one  of  purely  functional  disease. 

He  says  that  in  at  least  fifty  per  cent,  of  cases  of  multiple  sclerosis 
he  has  found  some  atrophy  of  one  or  both  optic  disks;  and,  further,  that 
the  patient  whose  fundus  exhibits  no  change  may  have  considerably 
more  impairment  of  visual  power  than  one  in  whom  there  is  found  a 
distinct  though  partial  atrophy  of  the  disk. 

He  is  positive  in  the  assertion  that  well-pronounced  and  persistent 
ankle-clonus  is  a  symptom  of  some  structural  change  in  the  pyramidal 
tract,  and  that  absence  of  knee-jerk  with  ankle-clonus  must  be  taken  as 
clear  evidence  of  organic  disease.  It  is  not  likely  that  the  experience 
of  all  neurologists  would  agree  with  that  of  the  author  in  the  absence 
of  a  single  well-marked  example  of  intention  tremor  in  a  case  of  purely 
functional  character.  Others  would  probably  agree  with  him  in  saying 
that  scanning  speech  is  not  a  very  uncommon  feature  of  insular  scler- 
osis. Anesthesia  of  the  lower  extremities,  if  very  complete,  is  indica- 
tive of  hysteria,  and  contracture  of  the  arm  is  of  similar  significance. 
In  by  far  the  great  majority  of  cases  of  hysterical  paraplegia,  even  those 
in  which  anesthesia  is  either  absent  or  very  slight,  the  plantar  reflex  is 
absent.  As  this  reflex  is  nearly  always  present  in  cases  of  multiple 
sclerosis,  the  symptom  is  of  considerable  value.  Patrick. 

193.  Maladie  du  sommeil  et  myxcedeme.  (Sleeping  Sickness  and 
Myxedema.)  C.  Mongour.  (La  Presse  Medicale,  1898,  No.  78,. 
p.  472.) 

This  exceedingly  interesting  case  occurred  in  a  butcher  50  years 
of  age,  a  man  in  robust  health,  weighing  no  kilograms.  He  would 
be  called  at  four  in  the  morning,  arise  and  attend  to  his  business  until 
about  ten  o'clock.  During  this  period,  while  occupied  he  was  ao- 
parently  normal,  but  if  he  permitted  himself  to  sit  down  or  even  stood 
without  occupation,  he  would  fall  profoundly  asleep.  As  soon  as  he- 
had  finished  his  breakfast  he  retired  to  his  room  for  a  long  nap  and 
repeated  this  after  dinner.  It  was  exceedingly  difficult  to  arouse 
him  at  any  time,  and  when  aroused  he  was  stupid  and  heavy  for  some 
time.  Physical  examination  showed  absolutely  no  lesion  to  account 
for  this  condition.  The  face  was  perhaps  very  slightly  swollen  and' 
had  a  round,  moon-like  appearance.  Partly  because  of  the  insuffi- 
ciency of  other  treatment,  partly  to  reduce  the  excessive  obesity,  thy- 
roid extract  was  employed.  The  weight  did  not  diminish,  but  the 
tendency  to  sleep  disappeared  completely.  It  reappeared,  however, 
after  interruption  of  the  treatment,  and  disappeared  anew  when  this  was 
again  begun.  Sailer. 

THERAPY. 

194.  Autotherapie  psychique.  (Psychical  Auto-therapeutics).  P.  E. 
Levy.     (La  Presse  medicale,  8  Octobre,  1898.     No.  83,  p.  210). 

The  author  suggests  that  there  are  certain  periods  in  our  existence 
when  we  are  more  susceptible  to  suggestion  than  in  others,  and  it  may 
have  a  large  effect  upon  the  formation  of  the  character  if  we  take  ad- 
vantage of  this  fact.  The  most  favorable  period,  according  to  him,  is 
when  the  subject  is  just  about  to  fall  asleep  or  is  partially  awakened,  but 
still  dozing.  On  these  occasions  auto-suggestion  may  be  made  with  con- 
siderable effect.  It  is  important  that  the  suggestions  should  be  ex- 
pressed not  as  desires  but  as  simple  affirmations.  Sailer. 
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195.  Sequel  to  a  case  of  Acute  Tetanus  treated  by  Intracerebral 
Injections  of  Antitoxin.  William  F.  Gibb.  (British  Medical 
Journal.      No.  2009,  page  9,  July  1st,  1899.) 

The  author  reports  the  death  of  the  foregoing  case  about  eight 
weeks  after  the  last  intracerebral  injection,  from  abscess  of  the  brain. 
Symptoms  which  are  to  be  referred  to  the  abscesses  were  present  for 
about  four  weeks  preceding  death. 

On  section  of  the  brain  substance  abscess  cavities  were  revealed 
on  each  side,  situated  deeply  in  the  center  of  each  lobe.  That  on  the 
left  was  about  the  size  of  a  hen's  egg  and  contained  about  2  oz.  of  thick 
yellow  pus.  This  cavity  was  in  communication  with  the  left  lateral  ven- 
tricle, into  which  pus  had  passed;  it  also  communicated  through  the 
great  transverse  fissure  with  the  cerebellar  fossae.  The  cerebellum  was 
bathed  in  pus,  which  had  also  passed  into  the  perimedullary  spaces. 
The  abscess  cavity  proper  was  surrounded  by  a  zone  of  deeply  con- 
gested cerebral  tissue,  which  could  be  traced  posteriorly  backwards 
and  downwards  toward  the  internal  capsule.  On  the  right  side  the  ab- 
scess cavity  was  about  half  the  size  of  that  on  the  left,  and  its  walls 
showed  less  evidence  of  acute  inflammation.  It  contained  about  1  oz. 
of  pus.     The  brain  seemed  otherwise  normal. 

Bacteriological  Examination  of  the  Pus. — Cover-glass  specimens 
of  the  pus  were  stained  with  gentian  violet  and  Loeffler's  blue,  and  ex- 
amined microscopically.  Cocci  were  present  in  considerable  numbers, 
singly  and  in  groups.  No  chain  cocci,  diplococci,  or  bacilli  were  seen. 
Gelatine  plates  and  tubes  were  inoculated  and  kept  at  room  tempera- 
ture. Agar-agar  capsules  and  tubes  were  also  inoculated  and  kept  at 
37°  C.  In  every  case  pure  cultures  were  obtained  possessing  the 
characteristic  appearances  of  staphylococcus  pyogenes  aureus. 

Every  care  was  taken  to  secure  asepsis  while  drilling  the  skull  and 
injecting  the  serum;  the  drill  and  needle  were  always  boiled  before  use, 
and  as  sepsis  was  not  at  any  time  observed  clinically,  it  seemed 
difficult  to  believe  that  the  source  of  infection  was  introduced  with  the 
serum;  but  whatever  may  have  been  the  exciting  cause  of  sepsis,  dam- 
age to  the  brain  from  the  repeated  injections  would  unquestionably 
predispose  to  it.  In  this  case  repeated  injections  were  risked  on  ac- 
count of  the  excessive  severity  of  the  symptoms;  probably,  however, 
it  is  unsafe  to  venture  a  repetition  of  the  process  in  any  one  case. 

Patrick. 

196.  Paralysie  faciale  guErie  en  trois  semaines  par  le  salicylate 
de  soude.  (Facial  Paralysis  cured  in  three  weeks  by  sodium 
salicylate).  Catrin.  (La  Presse  medicale,  October  8,  1898.  No. 
83,  p.  209). 

Catrin  reports  a  case  of  a  boy.  nineteen  years  of  age,  who  had  a 
severe  attack  of  articular  rheumatism,  involving  nearly  all  the  joints. 
Four  months  later  he  noticed  that  the  tears  from  the  left  eye  ran  over 
the  cheek,  and,  in  the  course  of  three  days  his  mouth  became  twisted 
when  he  attempted  to  drink.  The  following  day  there  were  severe  pains 
in  the  left  frontal  region,  and  a  left  facial  palsy  was  discovered.  This 
was  peculiar,  for  the  following  reasons:  The  angle  of  the  mouth  on  the 
left  side,  instead  of  drooping,  was  turned  slightly  upward.  This  could 
not  be  produced  by  glosso-labial  spasm,  because  the  tongue  was  easily 
protruded,  and  the  cheek  was  in  a  state  of  flaccid  paralysis.  The  tongue 
deviated  toward  the  sound  side.  The  soft  palate  deviated  to  the  left. 
and  when  the  patient  attempted  to  swallow,  only  the  left  pillar  of  the 
fauces  contracted,  the  right  remaining  relaxed.  In  addition,  there  was 
complete  anesthesia  and  analgesia  of  the  left  half  of  the  face,  involving 
the  conjunctiva  and  the  mucous  membranes  of  the  cheek,  excepting  the 
forehead.    Hearing  was  less  perfect  on  the  left  side,  and  taste  was  losl 
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in  the  left  half  of  the  tongue.  There  were  fibrillary  contractions  in  the 
muscles.  In  view  of  the  previous  history  a  diagnosis  of  rheumatoid 
paralysis  was  made,  and  the  patient  placed  upon  salicylate  of  sodium, 
commencing  with  a  dose  of  2  grms.  per  diem,  and  rapidly  increasing  to 
4  grms.  per  diem.  In  twelve  days  power  was  much  improved  and  sen- 
sation completely  restored.  Nine  days  later  the  patient  was  perfectly 
well.  Catrin  regards  his  case  as  particularly  interesting,  in  view  of  the 
anesthesia.  This  he  explains  by  supposing  that  the  facial  nerve  con- 
tains a  variable  number  of  sensory  fibers.  He  takes  occasion  to  criticise 
the  old  text-book  description  of  facial  paralysis  and  to  call  attention  to 
the  fact  that  it  does  not  apply  to  all  cases.  Sailer. 

197.  Ueber  die  sedative  Wirkung  des  Methylenblau  bei  ver- 
schiedenen  Formen  von  Psychosen.  (On  the  Sedative  Action 
of  Methylene  Blue  on  Various  Forms  of  Psychoses.)  Pietro 
Bodoni.  (Klinische  therapeut.    Woch.    May,  1899,  No.  21,  p.  666). 

Bodonrs  original  object  was  to  study  by  means  of  methylene  blue 
the  renal  functionability  and  permeability  in  various  mental  diseases, 
but  as  he  was  impressed  at  the  very  outset  by  the  sedative  action  of  the 
drug,  he  was  impelled  to  continue  his  observations  in  this  direction  in 
cases  with  marked  maniacal  excitation.  Fourteen  cases  were  studied, 
the  method  of  administration  being  intramuscular  (in  the  gluteal 
region),  the  dose  for  the  first  injection  0.08  gramme,  and  for  the 
second  o.  10  gramme.  The  results  in  all  were  immediate  and  striking. 
and  were  manifested  by  a  cessation  of  previous  excitation  and  the  pro- 
duction of  a  sleep  of  several  hours  duration.  The  form  of  the  psychosis 
did  not  seem  to  influence  the  action  of  the  drug  in  the  least.  The  pulse, 
temperature,  respiration  and  urine  were  watched  throughout  the  course 
of  administration,  and  were  not  found  to  be  disturbed.  Special  em- 
phasis is  laid  by  the  author  on  the  necessity  of  using  methylene  blue 
which  is  chemically  pure,  as  he  believes  the  undesirable  sequelae  re- 
ported from  its  use  in  the  hands  of  other  observers  to  have  been  due 
to  impurities.  In  its  sedative  action  he  places  it  on  a  plane  with  sul- 
fonal,  Trional,  Tetronal,  Chloralose,  Duboisin,  Hyoscyamin  and 
fonal,  trional,  tetronal,  chloralose,  duboisin,  hyoscyamin  and  bromo- 
form.  Courtney. 

198.  Deux  cas  de  paralysie  radiculaire  obstetricale  du  plexus  bra- 
chial ;  examen  et  traitement  electrique  (Two  Cases  of  Obstet- 
rical Paralysis  of  the  Roots  of  the  Brachial  Plexus ;  Electrical 
Examination  and  Treatment).  Felix  Allard  (La  Presse  medi- 
cale,  September,  1898,  No.  79,  p.  177). 

Allard,  after  calling  attention  to  the  infrequency  of  this  lesion,  re- 
ports two  cases.  The  first,  a  boy  eleven  years  of  age,  had  had  at  birth 
an  exceedingly  large  head.  This  had  required  some  force,  but  had  not 
necessitated  the  application  of  the  forceps.  Immediately  after  birth, 
partial  immobility  of  the  right  arm  had  been  noticed.  When  exam- 
ined at  the  age  of  three  months,  the  right  arm  was  immobile,  it  could 
not  be  flexed,  but  could  readily  be  extended.  The  movements  of  the 
hand  and  fingers  were  normal.  The  humerus  was  in'  a  condition  of 
forced  internal  rotation,  and  the  forearm  in  a  position  of  pronation. 
There  were  neither  disturbances  of  sensibility  nor  contractures.  Elec- 
tric examination  showed  normal  electro-irritability  of  the  fifth  and 
sixth  roots  on  the  left  side;  diminished  electro-irritability  of  the  same 
roots  on  the  right  side.  The  muscles  supplied  with  them  required 
stronger  currents  than  normal  to  produce  contraction,  but  there  were 
no  reactions  of  degeneration.  Treatment  by  the  galvanic  current, 
which  alone  produced  contraction,  resulted  in  complete  cure.  The 
second  case,  also  a  male  child,  had  been  extracted  with  forceps.     Dur- 
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ing  labor,  the  head  had  been  forcibly  flexed  toward  the  left  shoulder  to 
disengage  the  right,  producing  considerable  tension  upon  the  fifth  and 
sixth  roots  on  the  right  side.  The  results  of  the  electrical  examination 
were  identical  with  those  in  the  previous  case;  quantitative  diminution 
but  not  qualitative  alteration.  Both  cases  recovered  completely  after 
prolonged  electrical  treatment.  Allard  believes  that  the  prognosis  is 
favorable  if  true  reactions  of  degeneration  are  not  present.  Sailer. 
199.  Cure  ok   morphine,  Chloral  and   Cocaine   Habits  by   Sodium 

Bromide.     Neil  jMacleod.     (British   Medical   Journal.    No.  1998. 

Ap.  15,  1S99    p.  896J. 

In  the  British  Medical  Journal  of  July  10th,  1897,  the  author  re- 
ported two  cases  of  morphine  habit  cured  by  enormous  doses  of  so- 
dium bromide  (1)  and  now  reports  one  case  of  chloral  habit,  one  of 
morphine  habit,  and  two  in  which  cocaine  was  used  with  morphine. 

The  chloral  habitue  (a  Chinaman,  aged  32  years),  was  given  three 
drachms  of  bromide  in  four  days,  after  which  he  slept  for  eight  days, 
taking  about  two  pints  of  milk  daily.  When  able  to  move  about  he 
still  exhibited  motor,  mental  and  emotional  feebleness  with  delusions 
of  fear  and  persecution.  He  went  through  a  window  and  sustained  a 
fracture  of  both  bones  of  the  left  leg.  Some  five  weeks  after  the  ad- 
ministration of  the  bromide,  he  had  quite  recovered  from  its  effects 
and  remained  cured  of  the  chloral  habit. 

The  morphine  case  was  a  lady,  aged  48,  of  a  decidedly  neurotic 
family,  and  herself  a  marked  neuropath.  She  took  daily  an  average  of 
12  grains  of  morphine  hypodermically,  and  this  dose  had  been  taken 
the  day  on  which  treatment  was  begun.  She  was  given  six  drachms  of 
bromide  between  four  and  six  p.  m.  The  next  day  she  was  given  6 
grains  of  morphine  in  two  doses,  and  received  during  the  day  9 
drachms  of  bromide.  On  the  third  day  2  grains  of  morphine  were  in- 
jected and  one  ounce  of  bromide  was  given  between  9.00  a.  m.  and 
10.30  p.  m.  After  this  no  medication  was  used  save  a  laxative  pill,  and 
she  slept  for  five  days  except  when  roused  to  take  milk  and  for  the 
evacuation  of  bladder  and  bowels.  Marked  physical  and  mental  hebe- 
tude with  numerous  delusions  continued  for  two  weeks,  followed  by 
complete  recovery. 

One  of  the  morphine-cocaine  cases  was  seen  in  consultation,  and 
is  not  reported  in  detail.  The  plan  of  treatment  was  the  same,  the 
patient  being  given  a  large  quantity  of  bromide  for  three  days,  which 
was  followed  by  sleep  for  four  or  five  days,  after  which  the  craving  for 
drugs  ceased  and  the  patient  was  considered  cured. 

The  other  case  of  mixed  addiction  was  a  physician  who  had  al- 
ready reduced  his  daily  dose  from  30  grains  of  morphine,  and  15  to  20 
grains  of  cocaine,  to  5  grains  of  each.  On  the  evening  of  the  first  day 
of  treatment,  having  6V2  grains  of  morphine,  he  received  1  ounce  of 
bromide  in  doses  of  2  drachms.  The  second  day  he  was  given  2% 
grains  of  morphine  and  10  grains  of  bromide,  and  the  third  day  % 
grains  of  morphine  and  drachm  doses  of  bromide  at  intervals  through 
the  night.  On  the  fourth  day  he  was  given  an  injection  of  1  grain 
of  morphine  and  no  bromide.  He  received  no  drugs  after  this.  On 
the  fifth  day  he  developed  pneumonia  of  which  he  died  two  days  later. 

The  author  concludes:  (1)  The  withdrawal  within  three  days  of 
even  large  doses  of  the  drug  causing  the  habit;  (2)  the  certainty  that 
this  will  cause  no  suffering;  (3)  the  patient  cannot  deceive  those  dealing 
with  him  in  the  matter  of  secret  administration,  nor  can  he  enlist  after 
the  third  day  the  aid  of  attendants;  (4)  any  physician  with  the  aid  of 
vigilant  nurses  can  deal  with  the  case  in  any  hospital  or  private  house, 
no  special  institution  is  needed:  (5)  there  is  no  risk  of  substituting  an- 
other drug  habit,  and  the  craving  will  be  lost  whether  the  patient  de- 
sires it.  or  not.  Patrick. 
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Ueber  das  Pathologischk  bei  Goethe.    By  P.  J.  Moebius,  published 
by  Johann  Ambrosius  Barth,  Leipzig,  1898. 

The  little  volume  before  us  consists  of  an  interesting  application 
of  the  principles  of  psychiatry  to  the  study  of  Goethe  and  his  writings. 
Not  that  Moebius  has  followed  in  the  foot-steps  of  Nordau  and  de- 
cried the  great  works  of  the  man  who  is  the  subject  of  his  study,  but 
merely  that  he  has  made  a  scientific  and  scholarly  analysis  of  the  facts 
presented  by  Goethe's  works  and  his  life,  and  thereby  again  directed  at- 
tention to  the  interesting  parallelism  so  often  seen  between  genius  and 
insanity,  as  well  as  to  the  narrowness  of  the  line  of  demarcation  that 
separates  these  two  conditions.  The  book  is  divided  into  two  por- 
tions— first,  Goethe's  works,  and  second,  Goethe's  person. 

Moebius  calls  attention  to  the  differences  in  the  points  of  view 
which  naturally  obtain  when  insanity  is  regarded  by  scientific  men 
and  by  poets,  and  further  shows  that  in  the  portrayal  of  the  passions 
and  emotions  of  men,  the  poet  is  naturally  drawn  toward  the  patho- 
logical. The  more  a  poet  is  a  true  mirror  of  reality,  the  greater  will 
be  the  role  which  the  pathological  will  play  in  his  writings.  In  proof 
of  this  he  points  to  the  numerous  pathological  characters  in  the  writ- 
ings of  such  poets  as  Shakespeare  and  Goethe. 

As  regards  the  observation  of  the  ordinary  insane,  Goethe  ap- 
pears to  have  had  but  few  opportunities,  nor  does  he  seem  to  have  im- 
proved those  which  offered  themselves.  He  had  an  intense  dislike  of 
the  madhouse,  and  on  one  occasion  when  an  inducement  was  held" 
out  to  him  to  visit  one  of  these  institutions,  he  said  that  he  did  not 
in  the  least  desire  to  see  the  fools  who  were  locked  up.  inasmuch  as 
he  had  more  than  enough  of  those  who  go  about  at  liberty,  and 
further  declared  himself  to  be  ready  to  follow  the  '"Duke  to  hell  if 
need  be,  but  not  to  madhouses."  He  interested  himself  considerably 
in  medical  matters,  and  he  frequently  bad  the  opportunity  of  conver- 
sations with  physicians  and  medical  professors  in  the  universities. 
For  instance,  he  was  well  acquainted  with  Heinroth  who  taught 
clinical  psychiatry  in  the  early  part  of  this  century,  but  it  does  not 
appear  that  Goethe  especially  interested  himself  in  Heinroth's  subject. 
The  material  of  the  pictures  which  Goethe  gives  in  his  writings  of 
diseased  mental  states  must  be  regarded  as  having  been  drawn  from 
actual  observations,  from  occasional  conversations  and  perhaps  oc- 
casional lectures.  He  had  various  opportunities  for  observing  people 
presenting  gross  mental  disturbances.  A  young  man  afflicted  with1 
dementia  lived  as  ward  in  his  father's  family.  Rechtscandidat  Clauer 
appears  to  have  been  the  original  of  the  young  lunatic  in  '"  Werther's 
Leiden."  Again,  Lenz,  although  he  was  not  pronouncedly  insane,  pre- 
sented during  his  illness  peculiarities  which  could  not  help  but  impress 
Goethe.  Of  significance  was  also  Goethe's  relations  with  the  physi- 
cian Zimmermann.  Zimmermann  was  possessed  of  a  morbid  nature 
and  later  on  became  actively  insane. 

Goethe  used  the  various  terms  of  insanity  very  much  as  did  other 
writers  of  his  time.  Thus  he  used  the  word  hypochondria  as  applied 
to  irritable,  gloomy,  nervous  or  melancholic  people  or  persons  suffer- 
ing from  depressive  delusions.  Goethe  used  the  word  melancholia  at 
times  to  designate  depressive  emotional  conditions  in  persons  who  are 
otherwise  well,  and  at  times  to  designate  morbid  and  sad  emotional' 
states.    The  word  "Wahnsinn"  he  used  mostly  as  lay  people  use  it  to- 
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-day,  namely  as  signifying  insanity  in  general.  The  word  "Narheit" 
(folly)  he  used  as  silliness  or  dementia.  If  the  madman  is  greatly  ex- 
cited, especially  angrily  excited,  Goethe  speaks  of  "Tollheit"  (rage) 
or  "Raserei"  (fury).  The  word  "Veruckheit"  he  used  very  seldom, 
and  apparently  in  the  sense  of  insanity  in  general.  Goethe  also  makes 
use  of  the  expression  "Seelenleiden"  (ills  of  the  soul). 

Moebius  takes  up  Goethe's  writings  in  some  detail;  e.  g,  "Werth- 
er's  Leiden,"  "Lila,"  "Faust,"  'Tphigenie,"  "Tasso,"  "Wilhelm 
Meister."  "Benvenuto  Cellini,"  "Wahrheit  und  Dichtung,"  "Wahl- 
verwandschaften,"  "Wanderjahre  und  kleinere  Erzahlungen  iiber  das 
Wunderbare,"  und  "Allegemeines  und  Einzelnes;"  in  each  instance 
pointing  out  the  pathological  features  presented  by  various  characters. 
He  says,  reviewing  the  characters  of  Goethe,  we  find,  disre- 
garding the  historical  representations,  only  in  a  few  a  picture  of 
morbid  psychic  conditions  which  is  true  to  nature.  Lila,  Orest,  the 
harper  Mignon  are  purely  creations  of  Goethe's  fantasy.  Represen- 
tations according  to  nature  are  only  found  in  the  young  lunatic  in 
Werther,  in  a  certain  sense  in  Werther  himself,  in  the  crazy  count 
and  (in  spite  of  Goethe)  in  Tasso.  However,  that  which  is  of  impor- 
tance for  us  consists  in  the  fact  that  Goethe,  without  any  theoretical 
education,  was  impressed  with  the  significance  of  pathological  con- 
ditions— so  much  so  that  he,  more  frequently  than  any  other  author, 
pictures  them.  Again,  he  especially  and  accurately  describes  trans- 
itional states.  He  evidently  had  abundant  opportunities  to  observe 
these  among  the  numerous  pathological  men  and  women  whom  it  was 
his  fortune  to  know. 

Goethe  evidently  regarded  the  passions  as  the  cause  of  psychic 
disturbances.  By  the  excitation  of  the  passions  a  level  may  be 
reached  where  transition  into  insanity  takes  place.  In  this  manner 
he  speaks  in  various  places  of  his  own  passions.  He  also  makes 
Werther  say,  "My  passions  were  never  far  from  insanity."  Concern- 
ing his  ideas  of  the  treatment  of  the  insane  we  have  the  evidence  of 
the  country  parson  to  whom  the  harper  is  brought.  The  parson  says, 
"Outside  of  the  physical  condition  that  often  presents  unsurmount- 
able  difficulties  and  for  which  I  always  call  to  my  assistance  a  phy- 
sician, I  find  the  means  to  cure  insanity  very  simple.  They  are  the 
same  by  which  we  prevent  well  persons  from  becoming  insane.  We 
should  excite  the  spontaneity  of  the  patients,  we  should  accustom 
them  to  order,  we  should  give  them  to  understand  that  they  share 
their  existence  and  their  fate  with  many  others  in  common,  and  that 
the  most  remarkable  talent,  the  greatest  good  luck  and  the  greatest 
misfortune,  are  only  slight  departures  from  the  average;  then  no  in- 
sanity will  creep  in  and  if  it  is  present,  it  will  little  by  little  disappear." 
It  is  noteworthy  that  the  parson's  conception  was  a  humane  one, 
which  took  no  account  of  the  barbarous  measures  commonly  practised 
in  Goethe's  time.  Goethe's  conception  regarding  the  nature  of  insan- 
ity is  further  revealed  in  a  remark  made  to  Hegel.  At  tea  they  were 
discussing  dialectics,  and  Goethe  thought  that  the  latter  were  often 
misused  to  make  false  things  true  and  true  things  false.  Hegel  had 
the  assurance  to  reply  that  this  misuse  was  only  perpetrated  by  people 
who  were  ill.  Instead  of  answering  with  Nathan  "Thou  art  the  man," 
Goethe  said  with  good-natured  irony,  "Such  dialectic  patients  can  find 
their  cure  in  the  study  of  nature."  On  another  occasion  Eckermann 
said,  "One  so  frequently  finds  associated  with  brilliant  talents,  espe- 
cially in  poets,  a  feeble  constitution."  "The  extraordinary  things 
which  such  persons  accomplish,"  answered  Goethe,  "implies  a  very 
delicate  organization,  one  which  can  perceive  rare  sensations  and  hear 
~the  voices  of  the  heavenly.    Such  an  organization  is,  however,  in  con- 
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flict  with  the  world,  with  the  elements.  It  is  easily  disturbed  and  in- 
jured, and  he  who  does  not  like  Voltaire  unite  great  sensitiveness  to- 
excessive  robustness,  i,s  easily  subjected  to  prolonged  ill  health. 
Schiller  was  continuously  ill.  When  I  first  saw  him  I  thought  that 
he  would  not  live  four  weeks,  but  he  also  had  a  certain  toughness. 
He  lived  many  years  and  could  with  a  healthier  manner  of  living  have 
lived  longer."  Goethe  added,  "There  was  a  time  when  in  Germain- 
one  thought  of  a  genius  as  little,  weak  and  even  humpbacked,  but  I 
prefer  a  genius  with  an  appropriate  body." 

The  most  interesting  part  of  this  little  volume  is  that  which  deals 
with  Goethe  himself.  Moebius  speaks  of  Goethe's  family.  Goethe 
himself  declared  that  he  had  his  father's  constitution.  In  his  features 
he  resembled  his  mother,  especially  as  regards  the  eyes  and  the  mouth. 
The  father  possessed  stability  and  solidity,  qualities  which  expressed 
themselves  in  an  earnest  desire  to  learn  and  teach,  in  a  strong  love  of 
order,  in  conscientiousness,  in  a  disregard  of  himself,  in  an  absence 
of  wants  and  in  self-repression.  The  same  virtues  are  discernible  in 
the  son.  In  the  father  they  were  dimmed  by  a  certain  narrowness 
which  made  him  appear  pedantic,  self-willed  and  inconsiderate  toward 
his  family.  In  contrast  with  his  son  he  was  subdued  and  un- 
imaginative. Avaricious,  suspicious  and  morose,  he  made  life  difficult 
for  himself  and  those  about  him.  In  his  old  age  he  broke  down  rapidly, 
became  demented  and  passed  his  last  years  in  a  pitiable  condition. 
There  can  be  no  doubt  that  he  was  in  a  marked  degree  pathological. 
The  qualities  of  the  mother  appear  to  have  been  those  active  in  mak- 
ing a  poet  of  the  son.  She  was  sensitive,  gifted  with  a  warm  imagin- 
ation, cheerful  and  possessed  with  an  unconquerable  love  of  life. 
Pathological  factors  appear  to  have  been  present  in  a  slight  degree  if 
ai  all.  Goethe's  sister  Cornelia  was  so  much  like  her  brother 
that  at  one  time  they  could  have  been  regarded  as  twins.  She 
was,  however,  lacking  in  both  physical  and  mental  attractiveness. 
The  very  features  which  made  her  brother's  face  so  attractive,  e.  g.  the 
strong  nose  and  high  forehead,  made  her  face  repellant.  Her  attitude 
also  was  bad,  and  she  appeared  to  have  suffered  from  an  eruption 
which  especially  seemed  to  make  its  appearance  whenever  she  went  to 
a  ball.  Goethe  says  that  she  was  also  without  sensuousness,  that  she 
had  a  disgust  for  the  marital  relation,  and  therefore,  lived  unhappily 
with  her  husband.  Goethe  praises  her  virtue  and  her  sound  and  acute 
intellect,  but  added  that  she  had  a  firm,  hard  and  almost  loveless  man- 
ner. "My  sister,"  he  says,  "was  a  remarkable  and  indescribable 
character,  and  a  most  strange  mixture  of  strength  and  weakness,  of 
self-will  and  pliability.  One  could  say  of  her  that  she  was  without 
faith,  love  or  hope."  She  was  reserved,  became  hypochondriacal,  at 
times  violent  and  passionate,  at  other  times  dull  and  indifferent.  Her 
engagement  and  marriage  with  Schlosser  appeared  to  have  tem- 
porarily raised  and  enlivened  her,  but  her  happiness  was  of  short  dur- 
ation for  she  was  not  capable  of  love.  The  three  and  a  half  years  of 
her  married  life  appear  to  have  been  a  period  of  suffering  for  both 
parties.  She  finally  died  in  a  second  confinement.  The  unhappy 
Cornelia  appears  to  have  been  of  a  thoroughly  pathological  consti- 
tution. Concerning  the  other  sisters  and  brother  of  Goethe,  all  of 
whom  died  early  in  life  we  know  but  little.  One  brother  Jacob  lived 
to  be  six  years  of  age  and  then  died  of  a  contagious  disease.  One  sister 
lived  to  be  two  and  a  quarter  years  old,  and  another  lived  only  seven 
months. 

Goethe,  asphyctic  at  birth,  developed  for  a  time  normally.  As  a 
child  he  appears  to  have  been  precocious,  livelv  and  cheerful.  He 
seemed  later  to  have  suffered  from  various  infectious  diseases,  among 
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them,  smallpox.  Little  else  is  known  up  to  his  obscure  illness  in 
Leipzig.  Here  he  evidently  suffered  pain  in  the  chest  and  was  hypo- 
chondriacal. His  temperament,  as  he  himself  relates,  wavered  at  this 
time  between  the  extremes  of  unrestrained  merriment  and  melan- 
cholic depression.  'In  writing  of  this  time  he  gives  a  vivid  descrip- 
tion of  the  various  sensations  that  he  experienced,  so  much  so  that 
Moebius  speaks  of  this  description  as  the  anamnesis  of  a  hypochon- 
driac. He  also  suffered  from  an  exhausting  hemorrhage  from  the 
mouth,  and  for  several  days  hovered  between  life  and  death.  Moebius, 
endeavoring  to  explain  this  hemorrhage  after  disposing  of  hemor- 
rhage  of  the  lungs  and  ulcer  of  the  stomach,  suggests  as  a  possibility 
a  bleeding  of  nervous  origin  (?).  Goethe  recovered  rapidly,  and  sub- 
sequently returned  to  Frankfort  where,  to  his  father  he  appeared  like 
a  patient  whose  illness  was  "more  iof  the  soul  than  of  the  body."  A 
long  period  of  invalidism  followed;  he  apparently  presented  a  neuras- 
thenic hypochondriac  syndrome,  a  "Nervositat,"  as  Moebius  puts  it. 

He  was  further  subject  to  periods  of  exaltation,  and  these  were 
so  marked  as  to  suggest  to  Moebius  maniacal  excitement  or  hypo- 
mania.  That  his  emotional  excitement  and  irritability  must  have  been 
very  great  is  drawn  from  his  own  writings,  for  Goethe,  the  youth,  says 
of  himself,  "Could  you  see  this  miserable  wretch,  how  he  rages,  but 
does  not  know  against  whom  he  should  rage,  you  would  pity  him. 
How  can  a  madman  become  reasonable?  That  is  I.  Chains  on  these 
hands!  Then  I  would  know  into  what  I  should  bite."  Contemporary  ac- 
counts tell  how  the  young  Goethe  expended  his  anger  by  breaking 
pictures  on  the  corner  of  his  table,  by  shooting  his  books  and  so  on. 
It  is  well  known  that  Goethe  also  suffered  from  violent  explosions  of 
excitement  in  later  life.  Other  distinct  pathological  elements  are  also 
discernible  in  Goethe's  youth.  He  at  times  felt  a  disgust  of  life  and 
entertained  ideas  of  self-destruction.  To  Eckermann  he  said  in  his  old 
age  that  he  never  read  "Werther's  Leiden"  but  once.  "It  is  made  up  of 
fire  rockets.  It  makes  me  gloomy,  and  I  am  fearful  of  again  living 
through  the  pathological  condition  which  gave  rise  to  the  book."  On 
another  occasion  he  said,  "When  the  taedium  vitae  seizes  a  man  he  is  to 
be  pitied  not  to  be  blamed.  That  all  the  symptoms  of  this  fearful  dis- 
ease, at  once  natural  and  unnatural,  have  raged  in  my  innermost  self, 
this  story  of  Werther  will  leave  no  one  to  doubt.  I  know  very  well 
what  effort  it  cost  me  at  that  time  to  escape  the  waves  of  death  just 
as  it  did  to  save  myself  from  many  a  later  shipwreck."  Concerning 
this  state,  Moebius  writes,  "The  taedium  vitae  of  youth  is  evidently  a 
phenomenon  of  all  times  and  peoples.  The  young  Buddha  saw  that 
nothing  in  life  was  enduring,  and  he  renounced  the  world!  The  young 
Schoppenhauer  wrote  his  fourth  book  concerning  will  and  idea!  How 
many  young  men  may  in  the  two  thousand  odd  years  that  lie  between 
Buddha  and  Schoppenhauer  have  passed  through  similar  suffering! 
One  could  say  that  it  is  peculiar  to  highly  gifted  human  beings  to  ex- 
perience an  especial  pain  when  they  discover  the  chasm  between  the 
ideal  and  the  barrenness  of  the  real  world,  and  most  acutely  at  the  time 
that  this  discovery  is  first  made.  The  spiritual  fever  from  which 
Goethe  suffered  did  not  die  with  the  writing  of  Werther.  Slowly  it 
disappeared  in  the  next  few  years  only  to  again  flare  up  at  subsequent 
periods — love  affairs  often  playing  the  role  of  irritating  causes. 
However,  a  gradual  subsidence  took  place  and  Goethe  himself  realized 
the  grateful  restfulness  that  ensued.  In  Goethe's  manhood  patho- 
logical elements  were  present  only  to  a  minimal  degree.  His  irritabil- 
ity it  is  true,  still  persisted  and  occasionally  led  to  periods  of  excite- 
ment. That  he  was  constantly  emotional  is  evidenced  by  the  fact  of 
the  remarkable  ease  with  which  he  wept. 
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As  already  stated,  following  the  first  period  of  excitement,  Goethe 
passed  into  a  period  of  increasing  clearness  of  mental  vision  and  quiet. 
This  period  was  interrupted  at  various  times  by  a  serious  recurrent  ex- 
citement which,  as  Moebius  points  out,  corresponded  with  his  periods 
of  poetic  productiveness.  Goethe  himself  felt  very  clearly  that  the  de- 
sire to  write  poetry  came  upon  him  as  a  fever,  that  at  certain  times  he 
had  to  compose,  and  that  after  the  disappearance  of  the  excitement 
the  well  of  song  was  dry.  Goethe  describes  how  on  awakening  at 
night  verses  or  songs  would  teem  through  his  mind,  and  how  he 
would  hastily  rise  and  without  waiting  to  arrange  his  paper  would  dash 
down  his  thoughts.  His  numerous  love  affairs  also  bore  a  distinct  re- 
lation to  these  periods  of  excitement,  and  his  passion  frequently  ex- 
pended itself  on  women  who  were  neither  attractive  mentally  nor  phy- 
sically. He  loved  not  because  he  was  in  the  proximity  of  an  attractive 
woman,  but  because  the  period  of  excitement  was  upon  him.  Moebius 
says  that  the  recurrences  of  periods  of  excitement  can  hardly  be  termed 
periodic,  yet  it  is  noteworthy  that  the  duration  of  these  periods  was  as 
a  rule  the  same,  namely  upwards  of  two  years.  That  Goethe  under- 
stood himself  very  well  is  evidenced  by  a  remark  made  to  Eckermann, 
"Such  men  and  their  like  possess  the  constitution  of  the  genius;  their 
state  is  peculiar  to  themselves.  They  experience  a  repeated  puberty 
while  other  persons  are  young  but  once." 

The  domain  of  the  pathological  is  also  touched  upon  by  the  doc- 
trine of  the  two  souls;  the  expression  is  Goethe's  own.  He  himself  is 
at  one  and  the  same  time  Faust  and  Mepbistopheles,  emotional  and 
excited  and  the  critic.  Herman  Grimm  in  speaking  of  these  qualities 
of  Goethe  says:  "As  far  as  we  know  Goethe  never  experienced  any- 
thing which  made  him  lost  completely  to  himself.  Even  when  he  was 
most  passionately  roused,  he  always  retained  the  strength  to  quietly 
criticize  himself.  Experience  and  subsequent  reflexion  must  always 
be  separated  in  him.  When  Goethe  was  separated  from  Frau  von 
Stein,  he  expressed  himself  more  passionately  than  at  her  side.  Only 
when  he  fully  reflected  did  his  passion  find  expression.  We  have  seen 
bow  his  relation  to  Lotta  only  became  comprehensible  when  we  rele- 
gate his  passion  to  the  times  when  he  is  not  with  her."  "He  who  is 
able,"  says  Moebius,  "at  such  times  to  observe  himself,  is  well  fitted 
to  be  a  painter  of  souls,  but  he  is  not  normal." 

Moebius  also  discusses  the  various  bodily  ills  of  Goethe.  Goethe 
was  ill  quite  a  great  deal.  In  addition  to  the  nervousness  and  hypo- 
chondriasis of  his  youth,  he  suffered  at  various  times  from  influenza, 
renal  colic,  erysipelas,  cough,  angina,  pleurisy,  hemorrhages  and  per- 
sistent disturbances  of  digestion.  As  a  personal  peculiarity  of  Goethe 
it  is  mentioned  that  he  preferred  the  close  atmosphere  of  unventilatei 
rooms,  just  as  Schiller  found  a  special  inspiration  in  the  odor  of  rotten 
apples.  Goethe  was  also  said  to  have  been  exceedingly  irritable  re- 
garding order  in  his  room.  For  example,  he  could  not  stand  it  when 
a  book  was  lying  crooked  upon  his  table,  or  if  someone  other  than 
himself  trimmed  his  light. 

Moebius  dwells  upon  the  wonderful  productivness  of  Goethe  in 
spite  of  these  drawbacks.  He  says,  "At  no  time  do  we  realize  so 
clearly  the  fulness  of  this  man's  life  as  when  we  view  the  unremitting 
work  and  the  insatiable  desire  to  learn  still  manifested  in  his  clear  and 
cheerful  old  age.  He  was  a  man  and  had  to  grow  old,  had  to  lose 
bis  power  of  production,  and  had  to  betray  both  in  thought  and  word 
his  age,  as  well  as  in  his  skin  and  hair;  but  in  spite  of  all  there  burned 
in  this  old  man  a  flame  of  which  every  youth  could  have  envied  him. 
Faust  is  indisputably  a  marvelous  production.  The  early  Faust  had 
"his  origin  in  the  period  of  fermentation.     Passionate  excitement,  pessi- 
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mistic  tendencies,  tempestuous  desire  to  know,  ruled  him  in  the  first 
scenes;  highest  poesy  in  the  Gretchen  scenes.  To  the  early  Faust  the 
later  Faust  owes  his  power  over  the  soul ;  through  him  the  work  be- 
comes a  guide  and  ideal  to  youth.  Even  if  the  parts  of  Faust  written 
by  the  mature  and  aged  Goethe  do  not  attain  the  overmastering  force 
of  the  Faust  of  Goethe's  youth,  'they  still  belong  to  the  most  beautiful 
productions  of  the  human  mind.  It  is  just  these  productions  of  the 
old  age  of  Goethe  that  from  their  complete  form,  their  wisdom  and 
piety  are  in  great  part  invaluable.  When  has  an  eighty-year-old  man 
•ever  written  the  like." 

As  is  well  known,  Goethe  died  a  few  hours  after  an  attack  of 
angina  pectoris.  He  does  not  appear  to  have  realized  that  his  death 
was  impending.    The  end  appears  to  have  come  without  suffering. 

Regarding  his  children  the  following  suggestive  facts  obtain:  In 
December,  1789,  a  son,  August,  was  born;  in  October,  1791,  a  still- 
born boy;  in  November,  1793,  a  daughter,  who  died  in  the  following 
December;  in  November,  1795,  another  son  who  died  in  a  little  over 
three  weeks;  in  December,  1802,  a  still-born  daughter.  It  must  be 
added  here  that  Goethe's  wife  became  some  time  after  marriage  alco- 
holic and  later  on  epileptic.  Moebius,  however,  does  not  attribute 
the  pathological  elements  noted  in  Goethe's  children  entirely  to  the 
mother,  but  attributes  them  also  to  the  genius  of  the  father.  August, 
the  sole  surviving  child  of  Goethe,  appears  to  have  been  talented,  with 
features  resembling  his  father,  though  his  lips  were  coarse  and  were 
apparently  derived  from  the  mother.  He  began  to  show  a  tendency 
to  alcoholism  in  early  life  and  also  early  manifested  a  strong  tendency 
for  the  opposite  sex,  and,  it  is  said,  in  the  company  of  Ernest  Schiller 
was  guilty  of  various  excesses.  He  outwardly  decried  any  interest  in 
poetry,  for  as  he  declared  he  "did  not  desire  to  maintain  the  firm  and 
business  of  his  father."  Secretly,  however,  he  appears  to  have  written 
poetry  at  various  times,  but  his  productions  were  not  of  an  enduring 
nature.  He  manifested  considerable  interest  in  scientific  studies  and 
also  in  the  collection  of  natural  objects.  He  died  at  forty  years  of 
age  at  Rome,  whither  he  had  apparently  gone  to  recover  his  health. 
As  it  is  nowhere  stated  that  he  was  suffering  from  any  disease,  it  is 
quite  probable,  Moebius  thinks,  that  he  was  suffering  from  a  mental 
affection.  Indeed  his  death  occurred  under  such  circumstances  as  to 
suggest  the  thought  that  he  had  committed  suicide.  Information, 
however,  regarding  the  entire  subject  is  unsatisfactory. 

August's  wife,  Ottilie  von  Pogwisch,  appears  to  have  been  a  pro- 
nounced degenerate.  She  was  passionate  and  fantastic,  and  was  known 
among  her  acquaintances  as  the  "Crazy  Angel"  and  the  "Woman 
from  the  Other  Star."  The  oldest  son,  Walter  Wolfgang,  born  1818.  was 
a  quiet,  submissive  fellow,  devoted  himself  especially  to  music,  and  suf- 
fered much  mortification  because  no  attention  was  paid  to  his  com- 
positions. He  was  devotedly  attached  to  his  mother,  and  sacrificed 
much  in  her  behalf.  Later  in  life  he  lived  retired,  gloomy  and  re- 
pressed. He  is  said  to  have  been  small,  delicate  and  somewhat  crip- 
pled, mentally  simple  and  modest.  He  early  developed  consumption, 
but  only  died  in  1885.  Another  son,  Wolfgang  Max,  born  in  1820, 
was  in  his  youth  serious,  diffident,  passionate  and  imaginative.  He 
betrayed  excellent  talents  and  wrote  as  a  young  man  a  drama  called 
"Erlinda."  He  later  devoted  himself  to  philosophical  and  historical 
studies  and  worked  during  his  entire  life  without  ever  completing  any- 
thing. He  was  for  a  time  in  the  diplomatic  services,  and  subsequently 
lived  alone,  moody  and  ill.  He  suffered  greatly  from  neuralgia,  and 
appears  almost  never  to  have  been  well.  He  died  from  an  asthmatic 
affection  in  1883. 

Moebius  closes  this  interesting  little  volume  with  the  following 
paragraph:     "It  is  said  that  families,  like  individuals,  have  a  definite 
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length  of  life.  The  stock  of  Goethe  has  withered.  His  family  bore  in 
him  an  exquisite  flower,  and  in  so  doing  exhausted  its  strength ;  after 
him  there  followed  only  weak  and  feeble  off-shoots.  Genius  appears 
on  the  earth,  not  to  increase  the  number  of  mankind — its  works  are  its 
immortal  children." 

Moebius'  interpretation  of  Goethe  impresses  the  medical  reader  as 
not  only  scientific,  but  in  all  probability  as  correct.  There  is  little  to 
criticise  in  the  picture  he  has  drawn.  F.  X.  Dercum. 

Atlas  of  the  External  Diseases  of  the  Eye.  By  Prof.  O.  Haab, 
Zurich.  Edited  by  G.  E.  de  Schweinitz,  A.M.,  M.D.  Pp.  228, 
with  76  colored  plates  and  6  engravings.  Philadelphia;  W.  B. 
Saunders.     1899. 

The  artist  who  made  the  colored  drawings  for  this  book  in  the 
main,  did  his  work  well  and  the  plates  compare  favorably  with  the 
colored  reproductions  of  photographs  in  Ramsay's  more  pretentious 
and  much  more  expensive  atlas.  The  text,  however,  is  less  satisfac- 
tory. The  descriptions  of  the  external  diseases  of  the  eye  scarcely 
equal  those  found  in  the  ordinary  text  book  and  they  are  often  very 
brief,  while  many  pages  of  the  book,  unnecessarily  it  would  seem,  are 
taken  up  with  a  description  of  the  functional  examination  of  the  eye 
that  is  too  cursory  to  be  of  much  value.  There  is,  too,  a  suggestion  of 
provincialism  in  the  author's  tendency  to  confine  himself  to  the  no- 
menclature and  methods  of  treatment  in  vogue  at  the  Zurich  clinic, 
although  this  is  relieved  by  the  more  catholic  notes  of  the  American 
editor.  The  translation  is  fairly  well  done,  but  it  would  have  been 
only  charitable  on  the  part  of  the  translator  to  have  corrected  such 
minor  blunders  as  "the  capsular  endotheWum  of  the  lens"  (p.  114). 
The  excellence  of  the  plates  and  the  low  price  of  the  volume  will  com- 
mend it  to  those  who  are  interested  in  the  external  diseases  of  the 
eye,  but  lack  the  opportunity  of  attending  large  clinics.       Holdex. 
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FACIAL     PARALYSIS,     CONGENITAL,    UNILATERAL     AND 

OF  UNIQUE  DISTRIBUTION.* 

By  F.  W.  Langdon,  M.  D.,  of  Cincinnati. 

A.  F.  L.,  thirty-three,  Kentuckian,  single,  was  born  and 
grew  to  maturity  on  a  farm.  For  the  past  five  years  he  has 
been  a  professional  nurse  employed  most  of  the  time  as  an 
attendant  in  hospitals  for  the  insane.  In  January,  1899,  he  pre- 
sented himself  to  me  for  advice  regarding  some  nervous  weak- 
ness following  la  grippe,  when  I  noted  that  he  had  a  facial  palsy 
of  unusual  type.  The  movements  of  the  lower  facial  group 
were  almost  intact,  whereas  the  left  upper  face  presented  a 
marked  lagophthalmos  and  total  absence  of  occipito-frontalis 
action. 

On  inquiry  as  to  the  duration  of  the  paralysis  he  informed 
me  that  it  had  existed  from  birth,  and  that  he  was  told  by  his 
mother  that  he  had  been  "born  so." 

The  Family  History  does  not  seem  to  throw  much  light  on 
his  defect.  His  mother  was  over  sixty  at  her  death  which  was 
due  to  cancer.  His  father  is  living  at  sixty-five  and  generally 
healthy  with  the  exception  of  occasional  "neuralgic"  pains  in 
his  head.  Of  his  fourteen  brothers  and  sisters,  one  brother 
died  at  twenty  after  having  been  a  paraplegic  for  a  year; 
one  sister  died  at  fifteen  of  dropsy;  three  other  children 
of  the  family  died  in  infancy  from  unknown  causes.  The  nine 
living  brothers  and  sisters  are  said  to  be  healthy,  excepting 
that  one  has  had  inflammatory  rheumatism.  With  the  excep- 
tion of  the  paraplegia  above  noted,  no  nervous  disease  or  de- 
formity is  known  amongst  the  other  children. 

Personal  History.    The  physician  who  officiated  at  his  birth 

*Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neu- 
rological Association,  June  14  and  15,    1899. 
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is  not  living.  At  my  request  he  has  recently  written  to  his 
father  and  grandmother,  both  of  whom  were  present  at  his 
uuth  and  wno  are  positive  in  regard  to  three  things,  viz. : 

1.  That  he  has  never  closed  his  left  eye  since  birth. 

2.  That  no  instruments  were  used  at  ms  birtli  nor  was  the 
labor  an  unusually  difficult  one,  he  being  the  eighth  of  fifteen 
children. 

3.  He  has  never  had  a  fit  or  convulsion  or  unconscious  at- 
tack. 

There  is  no  history  or  evidence  of  ear  disease. 

He  states  that  as  he  grew  up  on  the  farm  the  annoyance 
due  to  constant  irritation  of  the  left  eye  by  wind,  dust,  etc., 
was  so  great  as  to  compel  him  to  seek  a  less  exposed  means  of 
livelihood.  The  presence  of  considerable  conjunctival  hyper- 
emia and  a  corneal  cicatricial  area  due  to  an  old  keratitis  are 
evidences  of  the  effects  of  this  irritation. 

At  the  age  of  fourteen  he  had  a  moderately  severe  attack 
of  rheumatism  in  both  knees,  which  did  not  confine  him  to  his 
bed.  In  December,  1898,  a  few  weeks  before  consulting  me, 
he  had  an  attack  described  as  la  grippe  which  disease  was  more 
or  less  prevalent  at  that  time. 

There  is  no  history  or  evidence  of  venereal  disease. 

Habits  excellent  as  regards  alcohol  and  tobacco. 

Personal  examination,  January  31,  1899:  Physically  the  pa- 
tient is  a  large,  well-proportioned  man,  five  feet  eleven  inches 
in  height,  weighing  one  hundred  and  ninety-five  pounds. 
Complexion  medium;  hair  and  mustache  dark  brown.  Irides 
dark  gray  mottled  with  dark  brown,  plentifully  at  the  free 
borders.  Teeth  sound  but  of  a  "gouty"  type—/,  e.,  ground  off 
squarely  and  flat  at  their  cutting  edges.  Temperature  97.5. 
pulse  120  and  of  irregular  rythm  and  low  tension  at  this  ex- 
amination, owing  probably  to  his  temporary  indisposition. 
Subsequent  examination  when  in  his  usual  health  shows  a  tem- 
perature of  98.6  and  pulse  rate  of  76,  fairly  regular  and  of  good 
tension. 

A  systolic  bruit  is  audible  at  the  cardiac  apex,  but  does  not 
appear  to  cause  any  somatic  symptoms. 

Lungs  present  nothing  abnormal. 

Digestion  is  usually  good  and  bowels  act  normally.  At  the 
time  of  this  examination  however  he  had  a  slight  diarrhea 
which  yielded  in  a  day  or  two  to  dietetic  restrictions. 

The  genito-urinary  system  presents  no  defect.  Urine  looks 
normal,  S.  G.  1028;  albumin  and  sugar  are  absent. 

Mentally  he  is  well-balanced,  logical  and  quick  of  compre- 
hension.   He  has  a  fair  education. 

His    speech   functions   are    normal    as    regards   reception. 
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elaboration  and  emission  of  language.     Articulation  is  not  de- 
fective. 

Cranial  Nerves: 

I.  Olfaction  is  not  defective  on  either  side  to  the  usual 
tests. 

II.  Dr.  Robert  Sattler  who  has  kindly  examined  the  eyes 
for  me,  reports  as  follows:  "I  can  find  no  lesion  of  the  fundus. 
The  papillae,  aside  from  a  delicate  capillary  injection,  giving  the 
disks  a  more  markedly  reddish  hue,  are  normal. 

"Vision  is  reduced  in  the  left  eye  by  corneal  scars  and  the 
eye  is  enormously  hypermetropic  (H6).  This  is  also  probably 
congenital.     With  corrective  lenses  the  vision  in  this  eve  is 


Fig.  I. — Muscles  in  outline  are  absent;  those  shaded  respond  to  vo- 
lition, to  faradism  and  to  galvanism.     R.  D.  is  absent. 

surprisingly  good,  viz.:  0.4.  There  is  no  defect  of  visual  fields 
or  color  sense  to  ordinary  examination.  The  right  eye  is  prac- 
tically normal." 

III.,  IV.,  VI.  The  pupils  are  equal  and  respond  well  to  light, 
accommodation  and  convergence.  Ocular  movements  present 
and  free  in  all  directions;  but  in  outward  excursions  of  the 
globes,  neither  cornea  quite  reaches  the  external  canthus.  The 
left  external  rectus  seems  rather  weaker  than  the  right. 
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Nystagmus  and  diplopia  are  absent. 

V.  Taste  prompt  and  correct  in  each  half  of  tongue  tested 
separately  outside  of  mouth,  with  salt,  sweet  and  bitter  sub- 
stances. 

Facial  sensation  is  excellent  everywhere  on  both  sides. 

Muscles  of  mastication  act  well  and  equally. 

VII.    The  following  muscles  of  the  left  face  fail  absolutely 

TABLE   OF   ELECTRICAL   RE-ACTIONS. 

0  =  No  response,  —  =response  diminished,  N  =  normal.     See  Fig.  i. 
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to  respond  to  voluntary  effort,  faradism  or  to  galvanism :  (See 
diagram  figure  i,  and  table  of  electrical  reactions);  The  occip- 
ito-frontalis; the  inner  half  of  the  orbicularis  palpebrarum,  the 
pyramidalis,  the  levator  labii  superioris  et  alequae  nasi,  the  leva- 
tor labii  superioris  proprius  and  the  risoreus.  On  the  same 
side  the  zygomatici  respond  to  volition,  to  faradism  and  to 
galvanism.  A.  C.  <CK.  C.  quickly,  but  more  feebly  than  the 
corresponding  muscles  on  the  right;  i.  e.,  the  electrical  irrita- 
bility is  diminished  quantitatively  on  the  left.  The  outer  half 
of  the  left  orbicularis  palpebrarum  also  responds  to  volition, 
and  to  both  electrical  currents  quite  as  promptly  as  the  cor- 
responding muscle  of  the  right  side,  but  also  requires  a  slightly 
stronger  current  and  its  action  ceases  about  midway  of  the  or- 
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bital  rim  as  shown  in  the  diagram  (Fig.  i).  A  curious  diver- 
ticulum of  a  few  fibers  from  its  upper  margin  turns  vertically 
upward  as  shown  in  the  figure.  The  winking  movements  are 
quick,  but  do  not  close  the  eye,  owing  chiefly  to  inability  to 
raise  the  lower  lid.  The  tarsal  muscles  respond  quickly  to 
faradic  and  galvanic  currents.  The  left  corrugator  supercilii, 
the  compressor  naris,  the  orbicularis  oris,  the  lower  lip  de- 
pressors and  the  chin  elevators  act  normally. 


Fig.  II. — Face  at  rest. 

Owing  to  the  above  defects  of  the  left  facial  muscles,  the 
patient  cannot  wrinkle  the  forehead  transversely  on  that  side; 
the  eye  cannot  be  closed  and  the  left  nostril  does  not  dilate  in 
torced  inspiration  or  on  effort.  The  mouth  is  slightly  drawn 
to  the  sound  side,  but  his  mustache  conceals  this  defect  quite 
.veil.  He  can  elevate  the  left  angle  of  the  mouth  almost  as  well 
as  the  right  by  the  fairly  competent  zygomatici,  but  he  cannot 
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"spread"  the  mouth  laterally  owing  to  absence  of  the  risoreus. 
In  other  words  he  can  smile  but  not  ''grin." 

The  accompanying  photographs,  for  which  I  am  indebted 
to  Dr.  W.  E.  Schenck,  show  some  of  the  above  described 
conditions  fairly  well.  He  can  frown,  whistle,  pout,  puff  out 
his  cheeks,  and  roll  his  tongue  into  a  gutter,  but  this  gutter 
seems  to  be  unequal  on  the  two  sides,  "spreading  open"  to- 
wards the  left.  The  platysma  responds  to  volition  normally 
and  equally  on  the  two  sides.    All  movements  of  the  lower  lip 


Fig.  III. — Attempt  to  close  both  eyes. 

and  chin  are  balanced  and  perfect.  On  the  right  face  there  is 
no  defect  of  action  in  the  seventh  nerve  group.  Contracture 
is  absent  on  either  side  of  the  face.  A  flattening  in  the  left 
infraorbital  and  supramaxillary  region  is  apparently  due  to 
the  absence  of  muscles  elevating  the  upper  lip. 

By  measurement,  the  left  eyelids  when  approximated  with- 
out effort,  are  separated  by  a  space  of  seven-sixteenths  of  an 
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inch  at  the  widest  part.    Upon  forcible  effort  this  space  can  be 
reduced  to  four-sixteenths. 

Experimentally,  a  course  of  electrical  treatment  (faradic, 
galvanic  and  sinusoidal,  alternately)  was  given  for  a  month', 
the  ocular  orbicularis  and  tarsal  muscles  being  caused  to  con- 
tract intermittently  for  about  five  minutes  daily  or  every  other 
day.  At  the  end  of  this  period  the  approximation  of  the  lids 
was  reduced  to  nine-thirty-seconds  of  an  inch  ordinarily,  and 
four-thirty-seconds  on  forcible  effort.    Coincident  with  this  im- 


Fig.  IV. — Attempt  to  elevate  eyebrows. 

provement  a  lessening  of  the  conjunctival  injection  and  a  sub- 
jective sense  of  increased  comfort  in  the  eye  were  noted. 

VIII.  Hearing  is  good  and  equal  in  both  ears,  a  watch  tick 
being-  heard  at  three  feet  or  more. 

IX.  The  palatal  arch  is  higher  on  the  left  and  the  uvula 
slightly  drawn  to  the  left.  The  palatal  reflex  is  active  on  both 
sides  and  the  palate  moves  normally  in  phonation. 

X.  Xo  lesion  is  evident  in  the  pneumogastric  distribution. 
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XI.  The  same  is  true  of  the  spinal  accessory. 

XII.  The  tongue  protrudes  slightly  to  the  right  (the  well 
side),  but  is  freely  movable  in  all  directions.  It  presents  a 
slight  lateral  longitudinal  groove  on  the  left,  perhaps  indicating 
slight  atrophy;  some  slight  fibrillary  twitching  is  evident,  more 
marked  on  the  left  side. 

Trunk  and  extremities:  Motion:  No  muscular  weakness  or 
atrophy.     Gait  and  station  normal.     Grasp  by  dynamometer 


Fig.  V. — Frowning.  Both  corrugators  act ;  the  left  less  strongly 
than  the  right.  The  patient  has  also  brought  into  action  the  sound 
occipito-frontalis,  probably  through  a  misunderstanding  of  what  was 
wanted. 


test,  right  129,  left  129  (normal  about  80).     Patient  is  right 
handed. 

Sensation:  No  subjective  sensory  symptoms  excepting 
more  or  less  discomfort  in  left  eye.  No  defects  of  tact,  pain, 
temperature,  posture  or  localization  sense. 
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Reflexes:   Organic:   Normal. 

Tendonous:  Elbow-jerks,  wrist-jerks  and  knee-jerks  pres- 
ent, moderate  and  equal  on  the  two  sides. 

/  aso-motor  symptoms,  aside  from  those  presented  by  the  ir- 
ritable left  conjunctiva  are  absent. 

Trophic  symptoms,  excepting  in  the  left  face  and  tongue  are 
not  present. 

The  recent  exhaustive  review  of  the  literature  of  congeni- 
tal facial  paralysis  by  Thomas1  renders  superfluous  any  refer- 
ence to  this  aspect  of  the  subject  on  my  part.  It  may  be  noted, 
however,  that  of  the  five  cases  in  the  literature  classed  by 
Thomas  as  true  congenital  unilateral  facial  paralysis,  only  two 
(those  of  Bernhardt)  are  comparable  with  the  present  case.  We 
may  also  quote  that  Bernhardt  himself  concludes  that  "al- 
though the  occurrence  of  an  isolated,  unilateral,  congenital 
facial  paralysis,  or,  perhaps  better,  an  incomplete  development 
of  the  nerves  and  muscles  in  the  distribution  of  the  facial  nerve 
on  one  side,  cannot  be  denied,  still,  its  occurrence  has  as  yet 
not  been  definitely  demonstrated."2 

Hence,  if  the  history  of  our  present  case  be  taken  in  lieu 
•of  actual  medical  observation  at  birth,  it  would  seem  that  it 
is  fairly  entitled  to  rank  as  unique  in  etiology  as  well  as  in  dis- 
tribution. 

DISCUSSION. 

Dr.  W.  M.  Leszynsky  said  he  had  recently  had  under  his 
•observation  a  patient  in  whom  there  had  been  facial  paralysis 
involving  all  branches,  and  recovery  had  occurred  in  all  the 
muscles,  except  the  orbicularis  palpebrarum,  which  is  usually 
the  first  muscle  to  recover  its  motility.  He  thought  that  Dr. 
Langdon'scase,if  not  of  congenital  origin,  might  be  looked  upon 
as  one  of  those  that  had  made  a  partial  recovery.  Several  years 
ago  Dr.  Leszynsky  reported  two  cases  in  which  peripheral 
facial  paralysis  had  existed  for  two  years,  and  yet  the  faradic 
irritabilitv  was  preserved  in  the  paralyzed  muscles. 

Dr.  H.  M.  Thomas  believed  that  two  cases  had  been  re- 
ported in  which  the  facial  nerve  was  paralyzed  during  birth. 
This  paralysis  occurred  in  cases  of  normal  delivery  without  the 
use  of  any  instruments,  and  recovery  occurred  soon  after  birth. 


^'Congenital  Facial  Paralysis,"  by  H.  M.  Thomas,  M.D.,  Jour- 
nal Nervous  and  Mental  Disease,  August,  1898,  p.  571. 
2  Thomas.   Inc.   cit.,  p.  583. 
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The  facial  paralysis  in  Dr.  Langdon's  case  might  have  beer* 
produced  in  like  manner  and  recovery  have  been  incomplete.. 
His  case  was  an  extremely  interesting  one  and  the  diagrams 
showed  perfectly  the  affected  muscles.  Such  a  diagram  was  to 
Dr.  Thomas  an  entirely  new  way  of  showing  the  paralysis. 

Dr.  Langdon  said  that  a  point  of  some  interest  to  him  was. 
that  the  patient  had  been  an  attendant  in  asylums  and  had 
come  in  contact  with  a  number  of  neurologists,  as  well  as  other 
physicians,  and  nobody  seemed  to  have  noticed  that  he  had  a 
facial  paralysis  of  unusual  type.  The  first  time  Dr.  Langdon 
saw  him  he  noticed  that  he  did  not  close  the  eye,  but  could 
control  the  lower  face  movements  pretty  well.  A  feature  of 
therapeutic  interest  that  was  not  dwelt  upon  was  the  considera- 
tion of  what  might  be  done  to  relieve  the  patient.  Dr.  Lang- 
don thought  the  ophthalmic  fissure  migh  be  narrowed  so  that 
the  eye  could  be  partially  closed  and  thus  saved  from 
co.ntinual  irritation,  and  he  had  consulted  Dr.  Robert  Sattler, 
of  Cincinnati,  about  narrowing  the  canthus  in  that  way.  It 
would  require  a  narrowing  of  only  about  one-eighth  inch,  and 
if  in  addition  the  lower  lid  could  be  fixed  a  little  higher  on  the 
cheek,  the  principal  obstacle  to  closure  of  the  eye  would  be 
removed. 


200.  Hysterie  traumatique;  double  pteo  bot  hysterique.  Am- 
nesie  retroanterograde  (Traumatic  Hysteria.  Hysterical  Club- 
foot. Retroantero-amnesia).  A.  Sicard  and  A.  Riche  (Presse 
medicale,  Oct.  15,  1898,  No.  35.  p.  225). 

The  patient,  a  sailor,  19  years  of  age.  without  neuropathic  diath- 
esis^ and  without  previous  history  of  severe  infection,  fell  a  distance 
of  eight  meters  to  the  bridge  of  the  vessel.  He  did  not  become  un- 
conscious. The  following  day,  he  attempted  to  rise,  but  was  unable 
to  do  so.  and  from  that  time  lost  memory,  not  only  of  the  accident,  but 
for  the  month  preceding  it,  and  for  the  four  months  succeeding  it.  Five- 
days  after  the  accident,  he  was  admitted  to  the  hospital,  and  it  was  dis- 
covered that  the  lower  limbs  were  crossed,  and  the  feet  in  position  of 
calcaneo-varus.  Three  months  later,  the  following  descriptive  notes 
were  made:  Vigorous  young  man,  legs  crossed,  the  feet  in  a  varus  po- 
sition with  foot  drop,  and  marked  paresis  of  the  legs.  When  hori- 
zontal, it  was  possible  for  the  patient  to  support  the  legs.  From  time- 
to  time,  particularly  after  voluntary  movement,  there  was  a  violent 
tremor  commencing  in  the  lower  limbs,  and  becoming  rapidly  general- 
ized with  a  sensation  of  epigastric  and  precordial  anguish  and  of 
laryngeal  constriction.  This  was  not  associated  with  loss  of  conscious- 
ness. There  was  hypoesthesia  with  the  exception  of  the  feet,  where 
there  was  complete  segmentary  anesthesia  for  touch-,  pain-,  and  tem- 
perature-sense. There  was  also  some  loss  of  the  muscle-sense :  there 
was  concentric  retraction  of  both  visual  fields.  The  reflexes  were  ap- 
parently preserved,  percussion  upon  the  patellar  tendon  caused  general 
tremor.  A  diagnosis  of  traumatic  hysteria  was  made  and  a  single 
hypnotic  treatment  produced  complete  cure.  Sailer. 


A     CASE    OF    CEREBRAL     HEMORRHAGIC     PACHYMENIN- 
GITIS WITH  PSEUDO-BULBAR  PALSY. 
By  Chas.  W.  Burr,  M.D., 
Professor  of  Mental  and  Nervous  Diseases  in  the  Medico-Chirurgical 
College  ;  Physician  to  the  Philadelphia  Hospital,  and 

D.  J.  McCarthy,  M.D., 

Associate  in  Clinical  Medicine,  William  Pepper  Clinical  Laboratory  r 

University  of  Pennsylvania;  Assistant  in  Neurology 

in  the  Philadelphia  Polyclinic. 

J.  D.,  male,  white,  43  years  of  age,  a  peddler,  was  admitted 
to  the  Philadelphia  Hospital  on  April  29th,  1898,  on  account  of 
epileptiform  convulsions.  His  family  history  was  negative. 
He  had  had  acute  articular  rheumatism  in  1891,  and  had  used 
alcohol  excessively  for  years.  He  denied  venereal  infection. 
His  present  trouble  began  in  July,  1897,  with  a  general  con- 
vulsion  after  a  debauch.  He  was  unconscious  and  bit  his 
tongue.  Since  the  onset  he  has  had  at  least  one  fit  each  week. 
On  the  day  before  his  admission  he  had  ten  attacks,  and  during 
the  previous  week  three.  He  has  no  distinct  aura  save  mo- 
mentary dizziness.  He  falls  unconscious  immediately.  He 
usually  passes  a  large  quantity  of  urine  after  an  attack.  Head- 
ache lasting  for  several  hours  frequently  follows.  The  attacks 
are  increased  in  number  and  made  more  severe  by  drinking. 
For  quite  a  longtime  he  has  had  constant  frontal  headaches,  at 
times  so  severe  as  to  prevent  sleep. 

Condition  on  Admission. — He  is  a  thin,  pale,  old-looking 
man.  His  gait  is  not  ataxic,  but  he  staggers  a  little,  appar- 
ently from  general  weakness.  There  is  no  ataxia  of  station.  He 
uses  his  hands  well.  Both  knee-jerks  are  increased.  Ankle- 
clonus  is  absent.  The  right  grip  is  45;  the  left,  32.  There  is 
no  tremor  of  the  hands,  lips  or  tongue.  Sensibility  is  normal 
over  the  entire  body,  head,  trunk  and  extremities.  He  localizes 
touch  well.  Speech  is  slow  and  hesitating.  During  the  first 
week  in  the  hospital  he  had  four  convulsions  with  unconscious- 
ness. After  each  fit  he  slept  for  about  an  hour.  By  May  1  5th 
he  had  become  quite  stupid,  and  at  the  same  time  very 
emotional,  crying  pitifully  whenever  spoken  to.  His  gait  be- 
came very  uncertain,  with  a  decided  tendency  to  fall  towards, 
or  rather  sink  down  on.  the  left  side.    He  could  not  stand  at 

*Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neuro- 
logical Association,  June  14th  and  15th,  1899. 

The  microscopical  work  is  from  the  William  Pepper  Clinical  Labora- 
tory (Phoebe  A.  Hearst  Foundation). 
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all  with  the  feet  close  together.  The  left  grip  was  very  poor, 
and  the  arm  was  held  in  a  paretic  attitude.  The  saliva  driboled. 
No  convulsions  occurred  between  the  9th  and  23d  of  May. 
The  lower  part  of  the  face  was  then  noticed  to  be  drawn  to  the 
right,  especially  when  crying.  By  May  24th  the  weakness  on 
the  left  side  had  increased  so  much  that  he  could  not  walk.  He 
then  began  to  pass  urine  and  later  feces  involuntarily.  This 
was  due  to  his  mental  state,  not  to  palsy  of  the  bladder  or  rec- 
tum. He  was  dull,  emotional,  childish,  demented.  He  understood 
little  or  nothing  that  was  said,  and  his  speech  rapidly  became  in- 
articulate. By  July  10th  he  had  improved  so  much  that  he  was 
able  to  be  up  and  about  the  ward.  On  July  19th  he  had  a  con- 
vulsion, after  which  his  speech  again  became  bad,  and  he  was 
once  more  helpless.  During  his  stay  in  the  hospital  a  few 
granular  casts  were  occasionally  found  in  the  urine,  but  never 
albumin  or  sugar.  He  was  discharged  from  the  hospital  greatly 
improved,  September  6th,  1898,  at  the  request  of  friends. 

He  was  readmitted  November  30th,  1898,  complaining  of 
weakness  in  both  legs  and  difficulty  in  speaking. 

Examination. — He  is  very  poorly  nourished.  The  left  side 
of  the  face  is  relaxed,  the  left  corner  of  the  mouth  drops,  and 
the  right  is  drawn  upwards  so  that  the  mouth  does  not  close 
perfectly  on  the  left  side.  The  tongue  when  protruded  deviates 
to  the  left.  It  is  not  tremulous.  There  is  great  general  emacia- 
tion, but  no  local  wasting.  The  left  arm  is  a  little  stiff.  There 
is  motor  ataxia  in  both  arms.  When  in  bed  he  can  lift  either 
leg  fairly  well,  and  can  flex  and  extend  the  toes  easily,  but 
movement  at  the  ankles  and  knees  is  very  weak.  He  cannot 
stand  at  all.  The  knee-jerks  are  very  much  increased.  Passive 
lifting  of  the  legs  from  the  bed  causes  a  clonus  in  them.  Patel- 
lar clonus  is  marked  on  both  sides.  The  legs  are  so  spastic  that 
ankle-clonus  if  present  cannot  be  obtained.  Both  the  biceps 
and  triceps  tendon  jerks  are  present.  Tapping  the  triceps 
muscle  on  the  right  arm  causes  clonus.  The  superficial  re- 
flexes are  all  present,  and  the  plantar  is  especially  marked. 
Sensibility  is  preserved  over  the  entire  body. 

On  examining  the  lungs,  tactile  fremitus  is  found  increased 
over  the  right  apex  and  upper  lobe.  The  percussion  note  is 
not  very  unlike  on  the  two  sides.  The  breath  sounds  are  harsh 
over  both  apices,  especially  the  right.  At  the  base  posteriorly 
there  are  occasional  coarse  rales.  The  heart  and  abdominal 
organs  are  normal.  The  patient  remained  in  the  hospital  only 
a  few  weeks,  during  which  time  he  improved  a  great  deal  and 
was  removed  at  the  request  of  his  friends.  He  was  admitted 
for  the  third  time  on  February  4,  1899. 

Examination. — He  is  verv  much  emaciated  and  verv  weak. 
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being  bed-ridden.  He  coughs  constantly,  but  cannot  expec- 
torate. He  swallows  with  great  difficulty.  At  first  he  could 
move  his  tongue  freely,  but  after  a  few  weeks  it  became  almost 
immovable.  Speech  was  as  a  rule  inarticulate,  but  at  times  he 
could  pronounce  a  word,  clause,  or  even  a  short  sentence  dis- 
tinctly. The  left  leg  and  arm  and  the  lower  half  of  the  left 
side  of  the  face  were  almost  completely  paralyzed.  The  arm 
and  leg  were  contractured.  He  was  very  emotional,  crying 
whenever  spoken  to,  and  indeed,  whining  and  weeping  for 
hours  at  a  time.  He  seemed  to  understand  all  that  was  said  to 
him.  Both  knee-jerks  were  much  increased.  Ankle-clonus 
could  not  be  obtained,  probably  on  account  of  the  spasm.  There 
were  slight  bedsores  on  both  hips.  Tactile  sensibility  was 
preserved.  Pain  and  temperature  sense  were  not  tested.  He 
paid  no  attention  to  the  bladder  or  rectum. 

Dr.  de  Schweinitz  examined  the  eyes  and  reported:  "Right 
eye:  pupillary  reaction  normal.  Left  eye:  olc  synechiae  from 
iritis.  In  right  eye  moderate  optic  neuritis,  apparently  of  the 
edematous  variety,  the  retina  and  nerve-head  being  cloudy  with 
edema.  Veins  very  full  and  between  arteries  normal  in  size. 
General  absorption  of  the  pigmented  retinal  epithelium.  In 
left  eye  conditions  similar,  but  not  so  marked." 

The  urine  contained  neither  albumin  nor  casts. 

He  was  weak  mentally.  He  had  quite  a  number  of  general 
convulsions.  The  temperature  was,  for  the  most  part,  normal, 
but  there  were  several  periods  of  fever  up  to  1030,  lasting  one. 
two  and  three  days.    He  died  April  29th,  1899. 

On  the  following  day  a  necropsy  was  held.  The  calvarium 
was  normal.  The  dura  was  adherent  to  the  brain  over  the  entire 
convex  portion  of  the  prefrontal  lobe  on  the  left  side,  and  over 
a  -circular  area  two  and  a  half  centimeters  in  diameter,  at  the 
apex  of  the  right  prefrontal  lobe.  The  dura,  where  adherent, 
was  very  much  thickened,  and  on  cross  section  was  seen  to 
have  an  exudate  about  one-eighth  of  an  inch  in  thickness  on  its 
outer,  and  a  like  exudate  slightly  thicker  on  its  inner  surface. 
On  the  inner  surface  of  the  dura  a  fibrinous  pseudo-membrane 
covered  the  entire  convexity  on  the  left  side  and  the  frontal  and 
parietal  regions  on  the  right.  It  stripped  off  easily,  leaving  the 
dural  surface  shining  and  hard. 

The  spinal  dura  from  the  upper  cervical  region  to  the  level 
of  the  third  thoracic  segment  showed  a  similar  condition.  Its 
greatest  thickness  was  three-sixteenths  of  an  inch.  The  delicate, 
fibrinous,  pseudo-membrane  could  be  traced  to  the  fifth  thoracic 
segment.  The  greatest  thickening  was  on  the  ventral  aspect  of 
the  cord,  and  gradually  thinned  out  towards  the  dorsal  aspect. 
Only  the  first  and  second  cervical  roots  were  caught  in,  and 
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cumpresesd  by,  the  thickened  dura,  the  lower  cervical  and 
upper  dorsal  roots  merely  passing  through,  but  not  being  in- 
jured by  the  delicate,  soft  pseudo-membrane. 

Examination  of  the  brain  revealed  on  the  second  left  frontal 
•convolution  several  small  partially  caseated,  partially  organized 
tuberculous  masses,  varying  in  size  from  a  barleycorn  to  a  small 
cherry.  These  tubercles  were  in  the  cortex,  penetrated  the  sub- 
cortical tissue  slightly,  and  were  situated  beneath  the  dura  at 
its  thickest  part.  The  rest  of  the  brain  showed  no  gross  lesion. 
The  convolutions  were  normal  in  size,  the  pia  stripped  readily, 
although  it  was  somewhat  thickened,  and  a  careful  microscopic 
examination  of  the  brain  substance,  including  the  internal  cap- 
sule, showed  nothing  to  account  for  the  motor  disturbance. 
The  crus,  pons  and  medulla  were  very  asymmetrical.  The  left 
side  was  distinctly  smaller,  the  motor  tract  being  one-half  the 
size  of  the  right,  and  lighter  in  color.  Below  the  crossing  of 
the  pyramids,  the  spinal  cord  throughout  its  entire  length  was 
so  much  larger  on  the  left  side  that  we  thought  of  a  hemiat- 
rophy secondary  to  the  degeneration  of  the  motor  tract  of  that 
side.  Inequality  of  the  two  sides  is  often  seen  in  normal  spinal 
cords,  but  cannot  usually  be  traced  into  the  opposite  side  of 
the  bulb  and  peduncles.  It  is  striking  that  the  degenerative 
atrophy,  visible  to  the  naked  eye,  was  on  the  side  of  the  cord 
opposite  to  the  hemiplegia.  The  microscopic  examination  ex- 
plained this  apparent  anomaly.  It  showed  the  defect  in  the 
right  side  to  be  of  long  standing,  whereas  a  recent  acute  degen- 
eration was  present  upon  the  left.  The  patient  had  evidently 
had  at  some  time  a  right  hemiplegia,  that  had  cleared  up,  leav- 
ing symptoms  so  few  and  insignificant  that  they  were  masked 
at  the  time  of  examination  by  the  preponderance  of  those  af- 
fecting the  left  side,  and  were  considered  to  be  due  to  general 
weakness.  This  was,  perhaps,  a  pardonable  error  in  judgment. 
That  the  lesion  on  the  left  side  was  not  the  so-called  tertian- 
degeneration  was  proven  by  the  clinical  course  of  the  case,  and 
the  presence  of  the  lesion  as  high  up  as  the  internal  capsule. 

Microscopic  examination  of  the  central  dura  proved  the  ex- 
ternal pachymeningitis  to  consist  of  two  dense  layers  of  newly 
formed  fibrous  connective  tissue  with  oval  and  club-shaped 
nuclei,  separated  from  each  other  and  the  true  dura  bv  areolar 
connective  tissue,  containing  wide  blood  channels.  The  layers 
of  the  true  dura  were  likewise  thickened,  with  many  enlarged 
and  changing  nuclei,  but  preserving  perfectly  their  individu- 
ality from  the  newly  formed  membrane.  The  internal  pachy- 
meningitis followed  the  usual  type,  and  presented  a  highly  vas- 
cular newly  formed  fibrous  layer,  a  laver  of  small,  round  cells 
and  a  mass  of  organizing-  fibrin  on  its  free  surface.     Tn  the  ex- 
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iernal  and  internal  layers  evidence  of  old  and  recent  hem- 
orrhages from  vessels  witli  very  tinn  walls  was  everywhere  vis- 
ible. The  internal  pachymeningitic  membrane  was  very  rich 
in  blood  vessels,  whicn  consisted  mainly  of  a  layer  of  en- 
dothelial cells  lining  hssures  between  the  layers  of  fibrous  con- 
nective tissue.  The  fibrinous  layer  contained  many  free  red 
blood  corpuscles  and  blood  vessels  in  an  early  stage  of  forma- 
tion in  its  mass.  The  layer  of  small,  round  cells  with  large, 
deeply  staining  nuclei  appeared  to  result  from  a  proliferation 
of  the  endothelium  of  the  vessel  walls  on  the  free  surface  of  the 
organized  membrane.  The  marked  thickening  of  the  primary 
layers  of  the  dura,  the  external  pachymeningitis,  the  round  ceil 
infiltration  between  the  layers  of  the  internal  pachymeningitis, 
all  point  to  a  true  inflammatory  process  in  the  membranes  of 
the  brain.  The  condition  of  the  tubercular  masses  in  the  cor- 
tex, their  caseation  and  partial  organization,  and  the  condition 
of  the  neighboring  cerebral  tissue  lead  us  to  believe  the  follow- 
ing was  the  sequence  of  events: 

An  active  tuberculosis  of  the  cortex;  a  secondary  inflamma- 
tion of  the  dura  from  the  irritation  of  the  tubercular  masses  or 
by  direct  infection,  the  exudation  of  fibrin  and  its  organization 
with  the  formation  of  a  false  membrane  which  followed  the 
usual  pathologic  course.  It  is  true  that  it  was  impossible  to 
prove  the  presence  of  tubercle  bacilli  in  the  sections,  but  since 
the  material  was  hardened  in  Midler's  fluid,  this  was  hardly  to 
be  expected.  There  were  present  in  the  round  cell  layer  a  num- 
ber of  bacilli  which  were  of  the  size  and  shape  of  tubercle  bacilli. 
but  they  did  not  stain  characteristically.  Further  the  tissue  ex- 
amined showed  the  structure  usually  found  in  the  false  mem- 
brane of  hemorrhagic  pachymeningitis,  and  was  not  at  all 
tuberculous.  The  tubercles  of  the  cortex  were  typical  in 
structure,  and  particles  of  these  injected  into  rabbits  gave  posi- 
tive results. 

Microscopical  examination  of  the  cerebral  cortex  revealed 
the  following:  The  usual  carmine  and  nuclear  stains  stained 
the  tissue  as  one  diffuse  mass,  the  cells  and  vessels  being  dis- 
tinguished only  by  their  pericellular  and  perivascular  spaces. 
This  total  lack  of  differentiation  depends,  we  think,  on  a 
chemical  change  in  the  tissue,  resembling  the  albumose  gelatin 
exudate  described  by  Echeverria.  By  staining  first  in' am- 
monium Carmine,  then  by  fuchsin,  and  overstating  with 
hemalum  the  following  changes  are  noted:  The  subpial  layer 
is  very  much  thickened.  There  is  a  diffuse  gliar  sclerosis 
characterized  by  an  increase  in  the  number  of  the  gliar  cells, 
with  hypertrophy  and  fat  infiltration  and  a  thickening  of  the 
^liar  network.    The  smaller  ganglion  cells  have  large  vesicular 


6o8 


burr  &  McCarthy. 


nuclei,  their  apices  point  in  all  directions;  a  leucocytic  infil- 
tration is  seen  in  some  and  a  pathologic  pigmentation  in  alL 
As  to  this  last  condition,  though  the  amount  of  pigment  varies 
normally,  it  never  in  health  occupies  the  entire  cell  body  as 
was  the  case  here  in  many  cells,  or  even  two-thirds,  or  one-half 
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Fig.  i.  Section  of  cortex,  motor  area.  Marchi's  stain.  The  Deit- 
ers'  cells  in  the  subpial  layer  show  black  dots  of  fat.  The  hypertrophied 
glia  cells  in  the  white  matter  are  indicated  by  the  accumulations  of 
black  dots  in  the  lowermost  section  of  the  sketch. 

of  the  cell  area,  as  happened  in  all.  Abnormal  pigmentation, 
however,  does  not  necessarily  mean  disturbance  of  function. 
This  pigment  stainuing  black  with  osmic  acid  was  very  striking 


CEREBRAL  /'.  ICHYMENltiGITIS. 


609 


and  extensive.  Another  pigment  staining  black  with  hema- 
toxylin was  present  in  most  of  the  ganglion  and  glia  cells.  It  is 
evidently  a  distinct  pigment  and  of  doubtful  origin.  This 
double  pigmentation  was  not  confined  to  the  cortical  ganglion 
cells,  but  was  found  throughout  the  entire  central  nervous  svs- 
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Fig.  11.  Section  of  cortex,  motor  area.  Rosin's  stain.  The  hyper- 
trophy of  the  subpial  glia  cells,  and  of  the  glia  cells  in  the  subcortical 
white  matter,  is  shown.  The  cerebral  porosis,  with  a  glia  cell  in  one  of 
the  spaces  near  the  middle  of  the  picture,  is  indicated;  as  is  also  the 
scarcity  of  large  pyramidal  cells. 

tern.  The  large  pyramidal  ganglion  cells  in  the  deeper  layers 
of  the  cortex  are  few  in  number  and  show  the  same  changes 
noted  in  the  smaller  pyramidal  cells.    The  so-called  leucocytes 


6 1 0  BL  'RR  &■  Mct\  I R  TH  i '. 

in  the  pericellular  spaces  and  apparently  at  times  in  the  nerve 
cells  when  stained  by  Ehrlich's  triple  stain  resemble  the 
lymphocytes  of  the  blood. 

The  tangential  fibers  in  the  cortex  were  fewer  than  normal, 
and  widely  separated  in  the  thickened  subpial  layer.  The  ter- 
minal projection  fibers  were  also  decreased  in  number,  and 
more  widely  separated  than  normal.  Association  fibers  were 
not  observed  anywhere  in  the  sections.  The  gliar  meshwork 
in  the  entire  cortex  was  much  closer  and  coarser  than  normal, 
except  in  the  neighborhood  of  the  blood  vessels,  where  a  rare- 
faction had  taken  place  with  the  formation  of  microscopic 
vacuoles,  within  which  gliar  cells  and  gliar  fibers  could  be  ob- 
served. (See  Figs.  I  and  II.)  This  is  the  cerebral  porosis  of 
Marinesco  and  Serieux.  That  it  is  not,  as  many  maintain,  sim- 
ply a  dilatation  of  the  perivascular  spaces  is  shown  by  the  pres- 
ence of  glia  cells  with  spider-like  processes  within  the  spaces, 
by  the  normal  caliber  of  the  perivascular  spaces  of  vessels  in 
the  immediate  neighborhood,  and  by  the  peculiar  eccentric 
arrangement  of  the  vacuoles,  in  many  cases  extending 
out  from  one  side  of  the  vessels  only.  The  absence 
of  free  red  blood  corpuscles  in  the  tissue  speaks  against 
any  marked  congestion  with  dilatation  of  the  capillaries. 
The  whole  appearance  suggested  the  absorption  of  cere- 
bral substance  in  the  presence  of  a  diffuse  hypertrophy 
of  the  glia — an  early  stage  of  a  process  which  might  end 
either  in  a  condition  of  multiple  macroscopic  vacuolization  of 
the  cortex  (Stuhlinger  and  Fiirstner),  or,  as  seems  more  prob- 
able, a  sclerotic  atrophy  of  the  affected  convolutions.  Exam- 
ination of  the  underlying  white  matter  supports  this  view.  The 
gliar  cells  formed  there  a  close  meshwork,  were  much  hyper- 
trophied,  at  times  four  or  five  times  their  normal  size,  and 
:showed  in  the  cell  body  large  fatty  granules.  This  condition 
probably  depends  on  an  absorption  by  the  glia  cells  of  the  fatty 
detritus  of  the  breaking  down  cerebral  substance. 

The  cerebellum  presented  the  same  peculiar  staining  prop- 
erties, the  same  hypertrophy  with  fat  infiltration  of  the  glia,  and 
a  rarefaction  of  the  cerebellar  substance,  modified  by  the  pecu- 
liarities of  its  structure.  By  the  Marchi  method,  a  continuous 
layer  of  glia  cells,  infiltrated  with  fat,  was  found  at  the  outer 
margin  of  the  granular  layer.  By  other  stains,  a  distinct  rare- 
faction in  the  immediate  neighborhood  of  this  layer  was  shown, 
presenting  the  appearance  of  lacework.  In  the  pons  and  me- 
dulla the  same  fat  infiltration  of  the  cells  was  seen. 

The  cells  of  the  spinal  cord  presented  the  same  double  pig- 
mentation above  referred  to.  Instead  of  the  atrophy  noted 
in  the  cells  of  the  cortex,  the  cells  of  the  anterior  horns  were. 
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if  anything,  larger  than  normal.  This  may  have  been  due  to  the 
large  accumulation  of  pigment  in  the  cells.  The  cell  nuclei 
were  centrally  located,  the  processes  seemed  normal  and 
stained  well. 

In  the  white  matter  Weigert's  hematoxylin  method  showed 
descending  degeneration  very  marked  in  the  direct  pyramidal 
tract  of  the  left  side  and  the  crossed  pyramidal  tract  of  the 
right.  It  also  showed  a  slight  degeneration  in  the  opposite 
motor  tracts.  Marchi's  method  reversed  the  picture,  that  is,  the 
most  marked  degeneration  was  found  on  the  left  side  which 
showed  but  little  change  with  the  Weigert  method;  the  right 
direct  pyramidal  tract  was  also  much  degenerated  and  could 
be  traced  into  the  sacral  cord.  Slight  degeneration  was  shown 
by  the  Marchi  method  in  the  right  crossed  pyramidal  tract  and 
the  left  direct  tract.  In  the  cervical  region  a  distinct  degen- 
eration was  noted  in  Loewenthal's  tract.  The  tracing  of  these 
fibers  by  Marchi's  method  in  and  above  the  bulb  had  to  be 
omitted,  in  order  to  determine  whether  the  case  was  one  of 
cerebro-bulbar  or  pseudo-bulbar  palsy.  The  presence  of  the 
membrane  in  the  cervical  region  may  have  had  something  to 
do  with  the  degeneration  of  Loewenthal's  tract.  In  the  upper 
cervical  cord  the  posterior  columns  were  degenerated,  and  sec- 
tions of  the  posterior  roots  where  they  passed  through  the 
thickened  dura  showed  the  latter  to  be  the  cause  of  the  de- 
generation. In  the  thoracic  and  lumbar  regions  the  posterior 
columns  did  not  show  degeneration  by  the  Marchi  method ;  but 
the  carmine  and  Weigert  hematoxylin  stain  showed  sclerosis 
in  Coil's  columns.  There  was  marked  sclerosis  in  the  left  di- 
rect and  right  crossed  pyramidal  tracts,  and  a  slight  sclerosis 
in  the  opposite  motor  tracts. 

Macroscopic  examination  of  the  thoracic  and  abdominal  vis- 
cera by  Dr.  D.  Riesman  revealed  old  and  recent  tuberculosis, 
and  bilateral  gangrene  of  the  lungs;  chronic  interstitial  ne- 
phritis; beginning  aortic  atheroma. 

The  discovery  of  the  primary  cause  of  the  various  patho- 
logical conditions  narrated  above  resolves  itself  into  a  study  of 
the  etiology  of  the  hemorrhagic  pachymeningitis.  Several  fac- 
tors must  be  considered.  Foremost  among  them  is  the  con- 
tinued and  excessive  use  of  alcohol.  It  is  pretty  well  proven 
that  it  alone  may  bea  sufficient  cause.  It  is  not  proven,  however, 
that  it  is  always  the  cause.  We  have  seen  more  than  once  a 
tumor  of  the  cortex,  associated  with  a  widespread  pachy- 
meningitis, having   no    other   apparent  cause  than  the  tumor 
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itself.  The  influence  of  tuberculosis  in  the  development  of  the 
condition  is  of  no  little  importance.  That  some  relation  exists 
between  the  two  diseases  has  been  frequently  noted.  Of  forty- 
one  cases  reported  by  Wiggelsworth,  most  of  which  were  in 
the  insane,  twenty-two  had  general  paralysis,  and  nine  phthisis. 
In  six  cases  of  phthisical  insanity  reported  by  Dercum  marked 
changes  in  the  meninges  were  noted.  Fiirstner,  after  calling  at- 
tention to  the  presence  of  delicate  pseudo-membranes  on  the 
dura  of  consumptives,  says  he  has  so  often  seen  in  drunkards, 
immediately  after  the  first  signs  of  pneumonia,  brain  symptoms 
caused  by  a  hemorrhagic  pachymeningitis  that  he  is  sure  the  lat- 
ter was  produced  by  the  circulatory  disturbance  resulting  from 
the  infiltration  of  extensive  lung  areas.  Barthez  and  Sanne  dif- 
ferentiate intracranial  hemorrhage  in  tuberculous  children  into 
medullary  hemorrhage  more  common  in  acute  miliary  tuber- 
culosis, and  meningeal  hemorrhage  when  the  tuberculosis  is  of 
the  chronic  type  with  glandular  enlargements  and  marked 
cachexia.  Goldscheider  and  Raymond  have  reported  cases  of 
circumscribed,  chronic,  tuberculous  meningitis  of  the  spinal 
dura.  Indeed  a  mere  glance  at  the  literature  shows  the  frequent 
association  of  the  two  conditions,  but  whether  there  is  a  causal 
relation  between  them  or  not  is  an  unsettled  question.  There 
is  no  reason  why  the  fibroid  changes  noted  in  the  pleural,  peri- 
cardial and  peritoneal  cavities  in  phthisis  should  not  take  place 
in  the  intrameningeal  spaces.  We  have  already  stated  the 
causal  relation  we  believe  to  have  existed  between  the  tuber- 
culous masses  of  the  cortex  and  the  false  membrane  and  dural 
thickening. 

As  to  the  spinal  pachymeningitis,  in  the  absence  of  any  local 
tuberculous  growth,  it  is  probable  that  alcohol  was  the  primary 
cause. 

The  diagnosis  of  hemorrhagic  pachymeningitis  is  always 
difficult,  frequently  impossible.  It  occurs  most  often  in  in- 
sanity which  masks  its  symptoms,  or  it  is,  as  in  our  case,  one  of 
many  lesions.  It  may  exist  for  years  without  appreciable 
symptoms.  It  may  simulate  a  variety  of  conditions,  as  tuber- 
culous meningitis,  progressive  paralysis,  and  brain  tumor.  Oc- 
casionally, however,  there  is  a  certain  symptom-complex,  a  par- 
ticular clinical  course  from  which  we  may  more  than  guess  its 
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presence.  Thus  given  a  man  who  has  used  alcohol  for  years, 
who  is  syphilitic  or  in  whom  senile  changes  are  marked,  the 
occurrence  of  an  apoplectic  or  epileptic  attack,  especially  if  pre- 
ceded for  some  time  by  headache  and  vertigo  and  not  present- 
ing symptoms  of  brain  tumor,  at  least  creates  a  suspicion  of 
hemorrhagic  pachymeningitis.  The  coma  of  the  acute  attack 
is  usually  not  so  deep  as  that  in  hemorrhage  within  the  brain. 
There  are  always  symptoms  of  irritation,  contracted  pupils, 
delirium,  monoplegic  or  hemiplegic  rigidity.  The  palsy  is  not 
primarily  flaccid,  as  in  intracerebral  hemorrhage,  but  spastic 
from  the  first. 

In  days  or  weeks  the  patient  recovers  in  greater  or  less  de- 
gree mental  and  physical  power,  only  to  lose  them  again  by  a 
second  hemorrhage  from  the  partially  organized  membrane. 
The  attacks  recur,  and  after  each  the  patient  is  left  more 
palsied  and  with  less  mentality,  until  finally  he  dies  from  an 
apoplectic  seizure  or  from  some  complicating  disease  of  the 
lungs  or  kidneys.  The  rigidity  and  increased  reflexes  at  the 
onset,  the  absence  of  cranial  nerve  involvement,  and  above  all 
the  marked  remissions,  are  important  in  diagnosis.  In  cases 
occurring  in  the  chronic  insane  in  which  the  hemorrhage  is  not 
sufficient  to  fill  up  the  space  caused  by  the  wasting  of  the  con- 
volutions, there  often  are  no  noticeable  symptoms. 

Our  patient  after  a  life  of  drunkenness  developed  when 
about  forty  years  old  a  disease  supposed  by  the  committing 
physician  to  be  late  epilepsy.  While  under  observation  he 
began  to  suffer  from  intense  headache,  vomiting,  left  hemi- 
paresis  going  on  to  almost  complete  palsy,  failure  of  memory 
and  great  loss  of  mental  power,  and  a  marked  increase  in  the 
number  of  convulsions — a  clinical  picture  which  led  to  the 
tentative  diagnosis  of  brain  tumor.  When,  however,  the  ex- 
acerbations and  remissions  became  more  marked,  a  slowly 
forming  optic  neuritis  appeared,  palsy  of  the  faucial  muscles, 
ataxia  of  the  arms,  difficulty  in  swallowing,  in  expectoration,  in 
articulation  and  in  the  movements  of  the  tongue,  and  finally  the 
so-called  forced  emotional  states,  so  frequently  seen  in  bulbar 
disease,  the  difficulties  of  diagnosis  were  greatly  increased. 

Bulbar  disturbances  are  not  infrequent  in  the  last  stages  of 
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organic  insanities,  but  in  this  case  the  ordinary  sequence  of 
events  was  reversed,  the  dementia  following  instead  of 
preceding  the  appearance  of  the  symptoms  of  gross  or- 
ganic lesions.  In  form  our  diagnosis,  brain  tumor,  was 
correct — tumors  were  found  post  mortem,  but  in  fact  it  was 
an  error,  for  the  whole  picture  seen  at  autopsy  was  unlike 
that  conceived  by  us  while  the  patient  was  alive.  The  ex- 
acerbations and  remissions  were  consistent  with  hemorrhagic 
pachymeningitis.  Inflammatory  changes  in  the  optic  nerves 
have  also  been  observed  in  hemorrhagic  pachymeningitis,  but 
not  of  the  kind  present  in  this  case.  As  shown  by  Fiirstner, 
Griesinger  and  Oppenheim,  there  may  be  an  acutely  develop- 
ing choked  disk,  due  as  proven  by  necropsy  to  an  infiltration 
of  blood  into  the  optic  sheath.  In  our  case  the  development 
was  slow,  and  shortly  before  death  only  a  marked,  cloudy 
edema  of  the  nerve  and  retina  was  observed,  probably  due  to 
slowly  developing  and  long-continued  increased  intracranial 
pressure. 

We  were  thrown  off  the  proper  diagnostic  track  also  by  the 
cranial  nerve  involvement.  According  to  Bullard  and  others 
this  is  very  rare  in  hemorrhagic  pachymeningitis.  When  it 
does  occur  the  necropsy  has  always  revealed  a  hemorrhagic  in- 
filtration about  the  base  of  the  brain.  This  was  not  present  in 
our  case,  and  it  is  of  interest  to  determine  what  was  the  caus- 
ation of  the  bulbar  symptoms.  That  multiple  foci  of  disease  in 
the  cerebrum,  may,  though  rarely,  give  rise  to  symptoms 
closely  resembling  the  Duchenne  type  of  progressive  bulbar 
paralysis,  without  any  lesion  in  the  bulb,  is  well  established, 
and  that  this  is  the  explanation  of  our  case  is  proven  by  the 
microscopic  examination.  Since  serial  sections  of  the  bulb 
show  no  areas  of  inflammation  or  degeneration,  we  have  con- 
cluded that  a  true  cerebral  form  of  bulbar  paralysis  was  present, 
and  not  the  cerebro-bulbar  form,  in  which  lesions  are  found 
both  in  cerebrum  and  medulla. 

The  cervical  pachymeningitis  had  of  course  nothing  to  do 
with  the  bulbar  symptoms,  and  caused  only  the  ataxia  in  the 
arms.  The  clinical  course  was  more  that  of  the  true  cerebral 
type — a  slow  and  gradual  increase  in  difficulty  in  swallowing. 
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progressive  slurring  of  speech  until  speech  became  a  mere- 
jumble  of  noises  with  now  and  then  an  explosion  into  some 
short  commonplace  sentence.  The  forced  and  spasmodic 
emotionalism  is  common  in  this  syndrome,  and  was  very 
marked  in  this  patient.  He  would  attempt  to  talk  and  after  a 
few  efforts  suddenly  break  down  and  begin  to  cry.  Whether 
this  emotion  was  real,  or  whether  it  was  only  a  reflex  mimicry 
of  grief,  must  remain  unsolved.  This  case  furnishes  a  striking 
example  of  the  pseudobulbar  syndrome  resulting  from  a  purely 
cortical  condition.  Pachymeningitis  must  be  a  very  rare  cause. 
The  tubercles,  we  think,  may  be  left  out  of  consideration  as 
causative  factors,  because  of  their  position,  their  size,  their  long 
duration  before  bulbar  symptoms  appeared,  and  the  fact  that 
they  were  all  in  one  hemisphere.  This  last  fact  is  important. 
The  eases  of  Magnus,  Bamberger,  Kirchoff,  etc.,  in  which  uni- 
lateral lesions  are  described  as  having  produced  bulbar  symp- 
toms, cannot  be  accepted  as  accurate  in  the  light  of  newer 
methods  of  microscopic  research.  In  the  absence  of  a  thorough 
microscopic  examination,  the  probability  is  always  in  favor  of 
the  cerebro-bulbar  type  of  the  disease.  For  a  unilateral  cere- 
bral lesion  to  cause  the  condition  would  require  an  anomalous 
distribution  of  cortico-bulbar  innervation. 

The  diffuse  cortical  sclerosis  is  a  possible  causative  factor, 
but  there  is  no  reason  to  suppose  that  in  the  absence  of  the 
pachymeningitis,  it  would  have  produced  bulbar  symptoms. 
Jolly's  case  of  pseudo-bulbar  paralysis  with  multiple  cerebral 
sclerosis  did  not  resemble  ours,  clinically  or  pathologically.  In 
it  there  were  well  defined  sclerotic  patches  cutting  off  certain 
brain  tracts. 

The  following  conclusions  may  be  drawn: 

t.  Hemorrhagic  pachymeningitis  should  not  be  forgotten 
as  a  possible  cause  of  epileptiform  fits  beginning  in  adults. 

2.  The  condition  may  sometimes  at  least  be  inflammatory 
in  origin. 

3.  Alcohol  and  tuberculosis  are  both  causes. 

4.  A  pseudo-bulbar  palsy  may  develop  in  the  course  of  the 
disease. 


ON  SENSORIMOTOR    PALSIES     OF     THE     MUSCULATURE 
OF   THE    FACE,    WITH    REMARKS    ON    THE    OCULAR 
PALSIES  OF  THE  EARLY  STAGES  OF  TABES.1 
By  Joseph  Fraenkel,  M.D., 

Physician  in  charge  of  the  Montefiore  Home;  Instructor  in  Nervous 
Diseases  at  the  Cornell  University  Medical  School;  Neurologist  to 
the  City  Hospital. 

About  one  year  ago  I  reported  to  this  society  a  case  of  dis- 
ease of  the  base  of  the  brain  with  implication  of  the  fifth  nerve, 
and  remarked  on  that  occasion,  when  speaking  about  the  mo- 
tility of  the  face,  the  following:  "The  examiner's  attention  is 
first  arrested  by  the  patient's  facial  expression.  The  left  side 
of  the  face  seems  contractured;  the  left-sided  temporal  and 
masseter  muscles  appear  atrophied.  The  left  eyelid  is  droop- 
ing. The  degree  of  contraction  of  the  muscles  of  the  left  side 
of  the  face  and  the  width  of  the  left  palpebral  fissure  are  by  no 
means  constant;  they  vary  greatly  from  day  to  day,  and  even 
during  one  examination.  These  variations  are  greater  than 
would  correspond  to  mere  physiological  changes  of  the  phys- 
iognomy, and  are  confined  to  the  diseased  side.  For  instance, 
the  lid  that  was  drooping  at  one  time  is  unduly  elevated  at 
another  time,  exposing  a  part  of  the  upper  margin  of  the  sclera. 
At  first  it  appears  as  if  the  right-sided  facial  nerve  were  para- 
lyzed, because  the  folds  around  the  eye  and  angle  of  mouth  of 
the  left  side  are  much  deeper.  .However,  when  the  patient  is 
put  through  the  usual  tests  to  determine  the  state  of  the  facial 
nerve,  the  right  facial  nerve  is  found  to  be  absolutely  normal, 
while  in  the  distribution  of  the  left  a  phenomenon  is  noticed, 
that  can  best  be  compared  to  the  ataxia  and  over-innervation 
commonly  observed  in  the  extremities  of  tabetic  patients.  The 
patient  performs  all  motor  functions  with  the  left  facial  nerve, 
closing  and  opening  the  eyes,  showing  the  teeth,  etc.,  with  un- 
necessary force,  with  an  expenditure  of  energy  that  is  extrava- 
gant compared  to  the  effect  desired.    At  other  times  these  same 


1  Read  before  the  New  York  Neurological  Society,  March  7,  1899. 
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movements  are  slow,  awkward  and  peculiarly  jerky  and  inter- 
rupted." 

I  have  been  impressed  with  the  diagnostic  significance  of 
the  facial  expression,  as  no  doubt  a  great  number  of  us  have 
been.  We  all  have  probably  evolved  for  ourselves  some  clini- 
cal rules  which  frequently  enable  us  to  read  the  disease  from 
the  expression  of  the  face.  I  need  only  remind  you  of  the 
Parkinsonian  face,  of  the  facial  expression  of  a  general  paretic 
or  a  patient  afflicted  with  bulbar  paralysis.  Among  the  tabetic 
patients  a  characteristic  facial  expression  is  also  frequently  ob- 
served, and  I  have  attempted  to  analyze  this  phenomenon  since 
I  reported  to  you  the  above  case. 

During  these  studies  good  fortune  brought  another  case 
under  my  observation  which  presented  many  points  particu- 
larly serviceable  in  elucidating  part  of  the  question  to  which  I 
propose  to  invite  your  discussion  to-night.  The  suggestions 
received  from  the  first  case  proved  quite  helpful  in  the  analysis 
of  the  second,  to  be  reported  presently,  and  from  this  analysis 
the  following  points  crystallize  out  for  further  more  thorough 
investigation : 

i.  What,  if  any,  is  the  effect  of  disease  of  the  fifth  nerve 
upon  the  motility  of  the  face? 

2.  Which,  if  any,  function  of  the  fifth  nerve  is  it  in  par- 
ticular that  is  indispensable  for  perfect  motility  of  the  face? 

3.  The  fifth  nerve  carrying  deep  sensibility  to  the  ocular 
musculature  as  well  as  to  the  facial,  what — if  any — is  the  effect 
of  disease  of  the  fifth  nerve  upon  the  motility  of  the  former? 

4.  How  are  we  to  clinically  determine  the  state  of  deep 
sensibility  of  the  facial  and  ocular  musculature? 

5.  Are  not  some  of  the  ocular  palsies  observed  in  the  early 
stages  of  tabes  sensorimotor  paralyses  and  not  primarily 
motor? 

For  the  solution  of  these  questions  the  following  methods 
were  employed: 

1.  Study  of  a  case  with  a  rather  fortunate  grouping  of 
symptoms. 

2.  Study  of  the  physiological,  clinical  and  anatomical  litera- 
ture at  my  disposal. 

3.  Analysis  of  twenty-two  cases  of  tabes,  at  present  under 
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my  observation,  with  regard  to  the  relation  between  disordered 
function  of  the  facial  and  oculomotor  nerves*  and  disease  of 
the  fifth  nerve. 

In  looking  over  the  histories  of  other  cases  of  tabes  ob- 
served during  the  last  six  years,  I  found  them  insufficient  in  the 
particular  points  under  discussion,  and  as  the  findings  could 
not  be  verified  now,  they  were  unreliable  for  the  present  in- 
vestigation. 

The  case  referred  to  is  the  following: 

I.  B.,  forty-two  years  old,  a  Roumanian  musician,  was  first 
seen  by  me  when  he  was  shown  in  a  medical  society  of  this  city 
as  a  case  of  tic  douloureux,  two  years  previous  to  his  admis- 
sion to  the  Montefiore  Home. 

At  that  time  he  complained  of  attacks  of  severe  pain  in  the 
left  side  of  the  face  and  in  the  areas  of  distribution  of  the  tri- 
geminal nerve;  and  of  the  sensation  of  a  heavy  helmet  on  his 
head. 

On  October  6,  1898,  the  patient  entered  the  Montefiore 
Home  and  the  history  obtained  after  admission  to  the  hospital 
is  as  follows : 

Born  of  healthy  stock  and  temperate  in  his  habits,  he  was 
well  up  to  his  twentieth  year.  When  he  was  five  years  of  age 
a  hot  drink  "burned"  his  throat  and  the  result  of  this  is  found 
to-day  in  an  extensive  synechial  adhesion  between  the  pos- 
terior surface  of  the  soft  palate  and  the  anterior  surface  of  the 
pharyngeal  wall.  The  patient  married  at  the  age  of  eighteen, 
became  father  to  five  healthy  children,  one  of  whom  died  at 
an  early  age.  His. wife  never  had  a  miscarriage.  He  believes 
that  he  had  a  venereal  sore  when  twenty-one  years  of  age. 
This  disease  was  treated  internally  and  externally  during  four 
months  and  he  has  not  had  any  further  manifestations  of  the 
infection  since  that  time.  Thirteen  years  ago  an  attack  of  pain 
and  inflammation  (probably  glaucomatous)  destroyed  the 
vision  of  his  left  eye. 

The  present  disease  began  from  unknown  causes  three 
years  ago  with  attacks  of  excruciating  pain  in  the  face  and 
head,  preceded  and  followed  by  a  sensation  of  a  heavy  helmet 
upon  the  head  and  face  (Hutchinsonian  mask).  One  and  a 
half  years  ago  vision  of  the  right  eye  began  to  fail  and  patient 
is  at  present  absolutely  amaurotic.  He  has  had,  and  has  now, 
paresthesias  here  and  there  in  the  extremities,  particularly  in 

2  The  term  oculomotor  nerves  is  used  here  and  in  other  places  of 
this  paper  in  the  sense  of  the  general  nerve-supply  of  the  externat 
eye-muscles. 
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the  upper  ones.  Xo  vesical  disturbances  were  noticed  at  any 
time.  Bowels  are  costive  since  onset  of  the  disease  and  sexual 
appetite  is  considerably  diminished.  During  the  present  illness 
there  was  no  vomiting.  He  is  at  present  moaning  and  groan- 
ing day  and  night,  and  claims  to  have  unbearable  pain  and 
paresthesias  in  the  head  and  face,  particularly  on  the  left  side. 

He  is  well  built,  poorly  nourished,  and  shows  few  somatic 
signs  of  degeneracy.  Station  and  gait  are  uncertain  and  ataxic, 
particularly  the  station. 

The  most  remarkable  symptom  is  the  patient's  facial  ex- 
pression. When  he  is  quiet,  one  would  think  that  there  were 
a  paralysis  of  the  lower  two  branches  of  the  left  facial  nerve. 
When  he  is  made  to  laugh  or  cry,  or  when  he  does  so  in  re- 
sponse to  autochthonous  psychical  stimulation,  only  the  upper 
branches  of  the  left  and  the  lower  branches  of  the  right  facial 
nerve  go  into  play.  This  gives  to  the  face  an  indescribably 
contorted  expression.  These  movements  show,  moreover,  a 
considerable  over-innervation ;  the  contractions  of  the  left  fron- 
talis and  orbicularis  oculi  and  of  the  right  buccal  musculature 
are  executed  with  a  good  deal  of  force  and  vigor,  quite  dispro- 
portionate and  not  alike  on  all  occasions.  Apparently  as  a  re- 
sult of  this  phenomenon  the  skin  around  the  left  ocular  and 
right  oral  aperture  is  thrown  into  deep  folds  while  the  rest 
of  the  face  continues  in  a  smooth,  masklike  expression.  This 
expression  is  vastly  different  from  the  Parkinsonian  facial  im- 
mobility; the  stiffness  of  the  latter  is  replaced  here  by  an  atonic 
relaxation  of  the  facial  musculature.  The  left  palpebral  fis- 
sure is  of  varying  width;  at  a  given  moment  the  fissure  is 
smaller  than  normal ;  at  another  the  upper  lid  is  unduly  ele- 
vated, exposing  the  upper  scleral  margin. 

The  head  is  in  general  tender  to  percussion,  perhaps  a  trifle 
more  so  in  the  occipital  region.  The  head  is  moved  freely  in 
all  directions,  but  passive  excursions  of  the  head  appear  to  be 
painful,  to  judge  from  the  change  in  the  facial  expression.  On 
such  an  occasion  the  lower  branches  of  left  facial,  so  far  ap- 
parently paralyzed,  bring  the  muscles  about  the  angle  of  mouth 
into  vigorous  contraction  and  partly  equalize  the  mentioned 
facial  asymmetry. 

Sense  of  smell  and  sense  of  taste  are  considerably  im- 
paired on  both  sides. 

The  patient  is  completely  amaurotic;  the  ophthalmoscope 
reveals  a  complete  bilateral  optic  atrophy.  The  ocular  axes  are 
divergent.  Left  pupil  is  key-hole  shaped  and  obstructed  by  a 
grayish  mass.  Right  pupil  is  well  shaped  and  reacts  to  light. 
When  the  patient  is  made  to  look  at  the  point  of  his  nose  and 
then  into  the  distance  the  right  pupil  dilates  in  the  first  instance 
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and  contracts  in  the  second.  The  excursions  of  the  right  eye- 
ball are  normal.  The  muscles  of  left  eyeball  seem  at  first  pa- 
retic, the  excursions  being  very  much  less  prompt  and  below 
the  physiological  limits.  In  lateral  positions  nystagmiform 
twitchings  are  observed.  When  patient  is  made  to  repeat  fre 
quently  the  task  of  bringing  the  left  eye  into  different  positions 
the  promptness  and  A'igor  of  the  contractions  improve  grad- 
ually and  are  finally  fairly  good,  though  not  as  good  as  on 
the  other  side,  but  decidedly  better  than  they  were  -at  first. 
The  nystagmiform  tremor  of  the  eye  muscles  is  also  consider- 
ably lessened  after  such  exercise. 

On  a  later  occasion  the  same  exercise  has  to  be  repeated; 
the  improvement  in  the  motility  of  the  eye  muscles  of  the  left 
eye  not  being  permanent.  The  extent  of  the  limitation  is 
equally  unlike  on  all  occasions  as  are  also  the  contortions  of  the 
face  and  the  width  of  the  left  palpebral  fissure. 

To  all  appearances  not  one  of  the  external  eye-muscles  of 
left  side  is  found  actually  paralyzed,  but  all  the  movements  of 
this  eye  are  unequally  balanced  and  co-ordinated;  exaggerated 
or  diminished  on  different  occasions  and  improve  considerably 
under  exercise. 

Active  innervation  of  facial  musculature  is  similarly  undis- 
turbed in  the  common  sense  of  the  term ;  all  muscles  respond 
to  intentional  innervation,  but  with  varying  force  on  different 
occasions,  particularly  on  left  side.  The  temporal  and  masseter 
muscles  of  left  side  are  atrophied,  and  when  the  inferior  maxilla 
is  moved  downward  it  deviates  toward  the  right  side. 

Soft  palate  is  attached  to  pharynx,  is  immovable,  and  this 
impairs  considerably  the  swallowing  and  speech  of  patient. 
The  speech  is,  however,  not  only  nasal  but  otherwise  dys- 
arthric. 

Tongue  is  protruded  straight,  freely  movable  in  all  direc- 
tions, of  good  color  and  shows  no  tremor  or  atrophies.  The 
patient  lost  all  his  teeth  without  pain  during  the  present  illness. 

Extensive  disturbances  of  the  sensibility  in  the  distribution 
of  the  trigeminal  nerves,  particularly  of  the  left,  are  found,  and 
comprise  all  qualities  of  sensibility  including  the  deep  sensi- 
bility. I  shall  speak  later  in  regard  to  the  method  of  ascertain- 
ing the  latter. 

The  upper  extremities  show  good  motor  and  co-ordinating 
power  and  the  deep  reflexes  are  present.  Undeniable  hypo- 
tonia exists. 

No  paralyses  or  atrophies  are  found  on  the  trunk.  Scattered 
areas  of  anesthesia,  analgesia  and  'delayed  conduction  are 
found.    Skin  reflexes  are  present. 

On  lower  extremities  slight  ataxia  and  marked  hypotonia 
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are  observed;  knee-  and  Achilles-jerks  are  absent;  plantar  re- 
flexes are  lively.  Considerable  disturbances  of  tactile,  pain- 
and  temperature-sense  exist  on  the  feet  and  lower  third  of 
the  legs;  deep  sensibility  apparently  intact.  Vegetative  organs 
normal. 

The  final  diagnosis  of  the  case  reported,  tabes  or  tumor  on 
or  near  the  cerebellum  'is  somewhat  doubtful.  All  evidence 
points  rather  towards  the  diagnosis  of  tabes.  There  is  unmis- 
takably extensive  disease  of  the  fifth  nerve,  particularly  on  the 
left  side,  and  the  symptoms  dwelled  upon  at  length  are  clearly 
dependent  upon  the  trigeminal  disease.  To  recapitulate  these 
symptoms  briefly,  we  could  say  that  there  is  motor  impairment 
of  the  facial  and  ocular  musculature,  particularly  of  the  left 
side.  The  motor  defects  are  of  varying  intensity  and  extensity, 
and  are  defects  of  the  co-ordination  rather  than  of  the  motor 
power  proper,  as  is  shown  by  the  fact  that  the  extent  of  the 
paralysis  varies  on  different  occasions;  and  particularly  con- 
cerning the  eye-muscles  by  the  fact  that  exercise  overcomes  a 
part  of  it.  Disease  of  the  fifth  nerve  is  evidenced  by  the  dis- 
ordered sensibility  in  the  distribution  of  the  fifth  nerve,  par- 
ticularly on  the  left  side,  by  the  atrophies  of  the  temporal  and 
masseter  muscles  of  the  same  side,  and  finally  by  the  loss  of 
the  teeth.  The  tactile,  pain  and  temperature  anesthesias  were 
mostly  marked  in  the  distribution  of  the  first  branches  of  the 
trigeminal  and  were  varying;  the  deep  sensibility,  however,  was 
permanently  and  considerably  injured. 

Ikfore  entering  upon  the  further  discussion  and  before  at- 
tempting to  answer  the  questions  formulated  at  the  outset,  a 
physiological  preface  and  short  review  of  the  literature  seems 
apropos. 

For  various  reasons  it  is  helpful  and  instructive  to  establish 
an  analogy  between  the  cranial  and  spinal  nerves,  and  further 
between  the  cranial  and  spinal  anterior  and  posterior  roots. 
This  analogy  may  not  be  anatomically  exact,  but  is  quite  prob- 
able from  the  embryological  and  physiological  standpoint. 
So  we  may  compare  the  trigeminal  nerve  to  a  posterior  root, 
and  look  upon  its  motor  portion,  the  facial,  the  oculomotor  and 
trochlearis,  as  the  anterior  partner.  Excepting,  perhaps,  the 
vegetative  functions,  particularly  the  motility  of  the  heart  where 
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an  automatic  apparatus  is  believed  to  regulate  the  motor  varia- 
tions of  this  organ,  it  is  gradually  developing  into  an  estab- 
lished fact  for  the  cerebrospinal  functions,  that  all  centrifugal 
nerve  impulses  are  not  autochthonous  and  independent.  In 
other  words,  the  belief  is  forced  upon  us  that  all  centrifugal 
nerve  functions — motility,  secretion  and  trophic  influences — 
are  conditioned  and  regulated  by  centripetal  or  sensory  im- 
pulses. This  is  well  supported  by  experimental  and  pathologi- 
cal experience.  We  all  know  that  section  of  the  posterior  roots 
leads  not  only  to  disturbance  of  the  sensibility,  but  of  motility 
as  well.  The  latter  is,  of  course,  not  a  paralysis  in  the  cur- 
rent sense  of  the  term;  the  motor  functions  are  altered  after 
section  of  the  posterior  roots  in  kind  only;  the  movements 
lose  their  purposefulness  and  proper  adjustment.  So  far  the 
only  tenable  explanation  of  ataxia  seems  the  Leyden-Gold- 
scheider  theory,  and  the  ataxia  without  sensory  disturbances 
called  for  by  Goldscheider  is  yet  to  be  shown. 

Marinesco  has  furthermore  proven  by  anatomical  investi- 
gation that  abolition  of  the  nerve  impulses  traveling  constantly 
along  centripetal  pathways  finally  derange  the  structure  of  the 
motor  apparatuses  with  which  these  pathways  are  anatomic- 
ally and  physiologically  connected.  Oppenheim  and  Schles- 
inger  finally  succeeded  in  finding  the  intermediate  centripetal 
pathways  along  which  the  ascending  degeneration  is  supposed 
to  travel. 

The  influence  of  sensibility  upon  the  motility  is  discussed 
with  fair  interest  in  physiological  literature.  In  the  neurologi- 
cal text-books  and  pamphlets  this  subject  is  treated  rather 
briefly,  and  particularly  the  question  concerning  the  changes 
of  the  facial  and  ocular  motility  as  influenced  by  sensibility, 
most  text-books  pass  tacitly. 

Exner  defines  sensomobility  as  the  ability  to  perform  motor 
functions  in  so  far  as  they  are  guided,  influenced  or  regulated 
by  centripetal  nerve  impressions.  Disturbances  of  the  sensi- 
bility, according  to  this  author,  lead  to  various  alterations  of 
the  motility,  depending  upon  the  extent  and  kind  of  the  former 
as  well  as  the  latter.  These  motor  disturbances  are  produced  by 
the  suppression  of  one  or  more  of  the  sensory  regulations.    As 
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yd  there  are  no  distinct  differences  between  the  various  forms 
of  sensorimotor  palsies. 

It  was  known  already  to  Bell  and  Magendie  that  the  state 
of  sensibility  of  the  face  greatly  influenced  the  motility.  Ex- 
periments led  these  authors  to  the  conclusion  that  cutting  the 
nfth  or  seventh  nerve  caused  the  same  result,  i.  e.,  inability  of 
the  animal  to  grasp  its  food,  but  for  different  reasons:  in  the 
first  instance  owing  to  the  disordered  sensation,  in  the  second 
to  the  disordered  motion.  Here  we  find  explanation  for  the 
fact  that  Bell  frequently  expressed  the  opinion  that  the  fifth 
nerve  is  a  motor  nerve  in  some  respects.  Disturbances  of  the 
sensibility  of  the  tongue  do  not  often  demonstrably  cripple  the 
mobility.  The  fact  that  the  lingual  as  well  as  facial  muscula- 
ture is  most  of  the  time  bilaterally  innervated  accounts  for  the 
rarity  of  clearly  demonstrable  motor  disorder  when  the  sensi- 
bility is  interfered  with.  In  functions  that  are  unilaterally 
represented,  as  for  instance  the  function  of  speech,  disturbances 
are  frequently  seen.  Dysarthria  and  thickness  of  speech  is 
frequently  seen  when  the  sensibility  of  one-half  of  the  tongue 
has  suffered.  A  good  illustration  of  the  interdependence  be- 
tween sensation  and  motion  is  the  experiment  of  Exner  in 
which  he  succeeded  in  producing  a  paralysis  of  the  vocal  cords 
after  section  of  the  laryngeus  superior. 

Landois,  when  speaking  about  this  subject,  states  that 
sometimes  section  of  sensory  fibers  is  followed  by  total  aboli- 
tion of  the  motor  function. 

In  Baker  and  Harris'  "Handbook  of  Physiology,"  ed.  1885, 
the  following  is  found:  "In  relation  to  muscular  movements 
the  branches  of  the  greater  portion  of  the  fifth  nerve  exercise 
a  manifold  influence  on  the  movements  of  the  muscles  of  the 
head  and  face  and  other  parts  in  which  they  are  distributed. 
They  do  so  in  the  first  place  by  providing  the  muscles  them- 
selves with  that  sensibility  without  which  the  mind,  being  un- 
conscious of  their  position  and  state,  cannot  voluntarily  exer- 
cise them.  It  is  probably  for  conferring  this  sensibility  on  the 
muscles  that  the  branches  of  the  fifth  communicate  so  fre- 
quently with  those  of  the  facial  and  hypoglossal  and  the  nerves 
of  the  muscles  of  the  eye." 

On  the  other  hand,  Schiff  feels  justified,  from  his  experi- 
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merits,  in  expressing  his  view  to  the  effect  that  after  section  of 
the  fifth  nerve  on  one  side,  the  movements  of  the  face  are 
equally  well  executed  on  both  sides,  and  that  only  as  a  matter 
of  course  the  animals,  being  robbed  of  the  sensation  in  one-half 
of  the  face,  will  contract  these  muscles  less  frequently.  He 
therefore  thinks  it  erroneous  to  state  that  cutting  the  fifth  nerve 
interferes  with  the  motility  of  face  or  eyes. 

This  chapter  is  apparently  beginning  to  absorb  more  neu- 
rological interest  to  judge  from  the  controversy  between  Kor- 
niloff  and  Bickel  in  the  XII  and  XIII  volumes  of  the  Deutsche 
Zcitschrift  fur  Neri'enhcilkwide.  Korniloff  exhibited  at  the  last 
meeting  of  the  south  German  neurologists  and  psychiatrists 
a  series  of  animals  with  severed  posterior  roots.  In  all  of  them 
there  was  more  or  less  extensive  disorder  of  the  motility, 
amounting  in  some  to  apparent  total  paralysis.  Korniloff  fur- 
ther endeavors  to  find  the  kind  of  sensibility  that  may  be  incul- 
pated; but  the  facts  so  far  collected  do  not  permit  a  final  conclu- 
sion. Bickel  opposes  these  deductions  and  claims  that  an  un- 
disturbed sensibility  is  not  indispensable  for  the  soundness  of 
the  motility.  It  seems  to  me  that  Bickel  is  taking  the  word 
paralysis  in  the  usual  sense,  meaning  actual  motor  palsy,  and 
that  he  would  be  willing  to  admit  that  sensory  disorder  changes 
the  motility  where  co-ordination  and  reflex  motion  are  con- 
cerned. 

Manifestly  the  sensorimotor  inter-relation  has  commanded 
considerable  physiological  thought  since  the  attention  was  first 
drawn  to  it  by  Bell  and  Magendie,  and  it  is  evident  that  all 
physiologists,  excepting  Stihiff,  agree  that  this  interdependence 
is  a  considerable  one. 

As  stated  already  this  subject  has  received  less  thorough 
consideration  at  the  hands  of  the  neurologists.  Gowers  be- 
lieves that  "the  movements  of  the  head,  face,  tongue  and  eyes 
escape  the  characteristic  derangement  of  tabes,"  although  In- 
states, when  speaking  about  the  symptomatology  of  disease  of 
the  fifth  nerve,  that  "the  muscles  of  the  face  are  insensitive  but 
not  weakened,  although  the  movements  of  the  face  have  been 
observed  to  be  a  little  slower  than  normally,  apparently  from 
defective  sensation." 
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In  Dana's  text-book  the  relation  between  sensation  and 
motion  in  the  face  is  not  discussed.  The  author  remarks,  how- 
ever, that  "a  slight  drooping  of  one  or  both  lids  is  not  infre- 
quent in  the  early  stages  of  tabes.  It  begins  early  and  pro- 
gresses slightly  up  to  the  later  stages  of  the  disease.  It  is  due 
to  a  paralysis  of  the  sympathetic  nerve  fibers  of  the  lid." 

Dercum's  text-book  contains  from  the  pen  of  Peterson  the 
statement  that  the  muscles  of  the  trunk  are  also  ataxic,  but  the 
inco-ordination  does  not  affect  the  movements  of  the  face, 
tongue,  eyes  or  head.  In  the  same  volume  Herter  does  not  dis- 
cuss the  influence  of  disease  of  the  fifth  nerve  upon  the  motility 
of  the  face. 

Rosenthal's  "Treatise  on  Nervous  Diseases,"  translated  by 
Putzel,  contains  a  few  very  suggestive  lines.  He  states:  "The 
trigeminal  nerve  is  sometimes  implicated  in  ataxia.  In  a  case 
observed  by  Duchenne,  double  paralysis  of  the  fifth  pair  of 
nerves  occurred  with  paralysis  of  the  left  motor  oculi  com- 
munis. In  four  of  my  cases  paralysis  of  the  trigeminal  and 
motor  oculi  communis  occurred  twice,  paralysis  of  the  latter 
nerve  and  of  the  facial  and  trigeminal  developed  once.  *  *  * 
The  facial  nerve  is  rarely  involved,  but  certain  muscles  of  the 
face  manifest  diminished  tonus." 

In  the  newer  text-books  of  Oppenheim  and  Schultze  the 
sensorimotor  inter-relation  is  very  briefly  alluded  to. 

The  facial  nerve  is  unanimously  reported  to  be  very  rarely 
affected  in  tabes,  and  it  is  perhaps  probable  that  in  the  cases 
in  which  such  affection  was  observed  it  was  not  a  genuine  facial 
palsy,  but  a  disordered  facial  motility  of  the  type  discussed. 

The  question  is  of  considerable  neurological  interest  in  re- 
gard to  the  pathogenesis  of  tabes.  We  frequently  hear  the 
objection  raised  when  we  attempt  to  look  upon  tabes  as  a 
disease  of  the  sensory  neurons,  that  the  facial  and  oculomotor 
nerves  are  not  sensory  nerves,  and  both  are  involved  in  the 
tabetic  process,  the  latter  vastly  more  frequently  than  the 
former. 

The  ocular  palsies  are  according  to  all  authors  very  fre- 
quent and  very  early  symptoms  of  tabes.  With  equal  uniform- 
ity these  ocular  palsies  are  characterized  as  dissociated,  slight 
and  transient.    All  these  characteristics  are  not  fully  compati- 
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ble  with  some  of  our  cardinal  conceptions  about  disease  of  the 
motor  neuron,  and  the  nature  of  these  ocular  palsies  is  there- 
fore still  sub  judice. 

Not  much  light  has  as  yet  been  thrown  on  this  question  by 
histological  and  anatomical  investigation.  Negative  post-mor- 
tem findings  are  just  as  often  reported  as  degenerative  changes 
in  the  nucleus,  peripheral  fibers,  or  in  the  muscles,  de  Schwei- 
nitz  writes  in  Dercum's  handbook  concerning  this  question 
thus :  "We  are  uncertain  as  to  ithe  exact  cause  of  these  palsies, 
some  being  explained  as  nuclear,  others  as  the  result  of  a  de- 
scending neuritis,  and  still  others  as  due  to  a  chronic  ependy- 
mitis.  One  of  the  characteristics  of  tabetic  paralysis  is  its  tran- 
sitory nature  in  many  instances,  and  by  this  peculiarity  it  may 
often  be  differentiated  from  the  lesions  of  the  nerve  trunks 
themselves." 

Thus  the  matter  stands  at  present — quite  remote  from  a 
satisfactory  final  solution  and  hence  the  justification  for  the 
attempt  to  view  the  question  from  some  uniform  standpoint. 

All  that  seems  so  far  established  about  the  tabetic  ocular 
palsies  is  the  following: 

i.  They  are  frequently  sudden  in  onset,  of  short  duration, 
and  disappear  just  as  suddenly  without  treatment;  or  they  are 
of  longer  duration  and  then  disappear  mostly  under  specific 
medication,  or  they  are  permanent. 

2.  They  are  frequently  dissociated  (paralysis  of  the  levator 
or  rectus  internus  alone),  or  the  paralysis  affects  all  muscles  or 
muscle  groups  supplied  by  a  given  nerve. 

3.  The  extent  of  the  paralysis  is  sometimes,  as  I  have  ob- 
served in  the  case  reported  and  in  two  others  included  in  the 
appended  table,  varying  in  short  intervals  and  frequently  di- 
minished after  exercise. 

4.  Their  anatomical  substratum  is  not  one  and  the  same; 
negative  findings  are  just  as  often  reported  as  lesions  of  the  re- 
spective nuclei,  nerve  trunks  or  muscles. 

Theoretically,  there  are  only  two  possibilities:  first,  these 
ocular  palsies  are  either  pathological  occurrences  of  another 
nature  than  the  general  disease  they  are  implanted  upon;  they 
share  with  the  general  disease  the  common  etiology  only,  i.  e.. 
the  syphilitic  infection,  and  are  pathologically  primary  or  sec- 
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ondary  nerve  inflammations  in  distinction  from  the  pathologi- 
cal lesion  of  the  general  disease — a  primary  degeneration  of  the 
sensory  neuron.  Or.  secondly,  these  ocular  palsies  are  a  part 
of  the  general  disease,  1.  e.,  a  primary  degeneration  of  the  sen- 
sory neuron.  The  degeneration  aided  by  so  far  unknown  cir- 
cumstances affects  in  some  cases  the  sensory  neuron  of  the 
cephalic  extremity,  and  leads  to  first  functional  and  later  struc- 
tural changes  of  the  corresponding  motor  neuron — in  this  in- 
stance the  oculomotor  nuclei,  nerve  trunks  or  muscles. 

It  seems  that  both  mentioned  types  of  ocular  palsies  are 
met  with  in  tabes  and  that  the  fact  of  their  not  being  suffi- 
ciently kept  asunder  is  obstructing  the  way  to  a  clearer  con- 
ception of  their  pathogenetic  relationship  to  the  general  disease. 
The  first  type  is  oftener  seen  in  those  cases  that  are  rather 
forms  of  multiple  cerebrospinal  syphilis  of  the  tabetic  type,  and 
the  second  in  the  class  of  cases  that  lean  more  towards  the 
picture  of  a  genuine  tabes.  In  the  first  instance  they  may 
therefore  be  looked  upon  as  syphilitic  ocular  palsies  occurring 
in  a  case  of  multiple  cerebrospinal  syphilis  of  the  tabetic  type; 
and  in  the  second  instance  they  are  essentially  the  same  phe- 
nomena as  the  motor  phenomena  in  the  extremities  of  tabetics. 

It  is  for  the  second  type  of  ocular  palsies  that  the  view  o! 
a  primary  sensory  origin  seems  to  me  justified. 

These  palsies  are  in  their  earlier  stages  simply  due  to  the 
loss  of  tonus  which  is  mediated  through  disease  of  the  sensory 
neuron,  and  later  on  when  owing  to  the  long  duration  or  the 
severity  of  the  process  in  the  sensory  neuron  the  motor  neuron 
has  undergone  secondary  changes,  the  palsies  are  lasting,  more 
extensive  and  their  immediate  cause  found  anatomically  in 
degeneration  of  the  nucleus,  nerve  trunk  or  muscle.  This  view 
is  not  only  quite  compatible  with  the  clinical  and  anatomical 
characteristics  of  this  type  of  palsies  outlined  above,  but  re- 
ceives some  further  support  from  the  fact  that  it  permits  a  uni- 
form pathogenetic  conception  of  the  general  disease,  and  is 
finally  gaining  probability  from  the  results  of  the  analysis  of 
the  twenty-two  cases  appended. 

The  analysis  of  these  cases  was  undertaken  with  the  aim  to 
ascertain  the  relation  between  defective  function  of  the  facial 
and  ocular  musculature  and  disease  of  the  fifth  nerve.     I  am 
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indebted  to  Dr.  Abrahamson  for  having  kindly  tabulated  for 
me  the  results  and  made  the  examinations  in  the  following 
way: 

Every  patient  was  examined  as  to  the  previous  or  present 
existence  of  trigeminal  or  oculomotor  symptoms.  The  pre- 
vious existence  of  oculomotor  symptoms  was  assumed  from  a 
history  of  double  vision  or  squint;  and  previous  trigeminal 
symptoms  from  paresthesias  or  pain  in  the  face,  from  masti- 
catory spasms,  eye  inflammations  or  loss  of  teeth.  In  the  ex- 
amination of  the  present  condition  we  proceeded  in  the  follow- 
ing way:  1,  examination  of  the  ocular  excursions;  2,  examina- 
tion of  the  trigeminal  nerve;  3,  examination  of  deep  sensi- 
bility of  face  and  eyes.  The  deep  sensibility  of  the  facial  mus- 
culature was  ascertained  by  means  of  the  faradic  current,  and 
the  patient  was  interrogated  as  to  his  knowledge  of  the  de- 
gree of  a  given  contraction.  These  findings  are  frequently  un- 
satisfactory. I  derived  more  satisfaction  from  the  procedure  of 
ascertaining  the  deep  sensibility  of  the  eyelids.  The  most  satis- 
factory results  were  obtained  from  two  patients,  the  one  re- 
ported in  this  paper  and  another  included  in  the  table,  both 
of  whom  are  totally  amaurotic. 

When  the  lid  is  carefully  and  gently  lifted  up  by  the  eye- 
lashes in  the  external  canthus,  the  patient  either  distinctly 
states  that  the  lid  is  moved  upward  or  downward  when  the 
deep  sensibility  is  intact;  otherwise  he  is  just  as  misinformed 
about  the  position  of  his  eyelid  and  looses  it  somewhere  on 
the  eye,  as  the  tabetic  patient  looses  his  limbs  in  the  bed.  With 
unimpaired  vision  the  test  is  less  accurate,  but  still  reliable  if 
the  examination  is  made  with  caution  and  patience.  Under 
such  circumstances  the  patient  is  made  to  look  fixedly  at  an 
object  in  the  center  of  the  visual  field,  while  he  is  directed  to 
answer  quickly,  without  making  searching  movements  with  the 
lid  after  it  was  lifted  or  lowered,  what  the  examiner  did  with  it. 

In  order  to  determine  to  what  extent  the  defect  of  the  deep 
sensibility  of  the  lids  is  caused  by  the  concomitant  amaurosis, 
the  same  examinations  were  made  with  a  large  number  of  other 
patients.  In  this  type  of  cases  the  passive  excursions  of  the 
lids  are  acutely  and  promptly  perceived,  but  it  must  be  stated 
that  in  amaurotic  persons  the  eyelids  are  frequently  found 
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drooping,  although  the  levator  palpebral  superioris  is  otherwise 
quite  intact.  In  this  instance  the  semi-ptosis  is  also  an  expres- 
sion of  a  primary  sensory  defect — the  disease  of  the  optic  nerve. 
The  endeavor  was  further  made  in  case  evidence  of  disease  of 
the  ocular  muscles  was  obtained,  to  ascertain  to  what  extent 
exercise  would  overcome  the  existing  defect. 

Finally  attention  was  paid  during  the  examination  to  the 
state  of  the  facial  and  trigeminal  nerves  in  their  lower  branches. 
The  detailed  results  of  this  examination  are  embodied  in  the 
appended  tables  and  I  shall  give  here  only  a  condensed  synop- 
sis of  same. 

1.  Out  of  the  22  cases  examined,  10  give  distinct  evidences 
of  a  previous  venereal  infection ;  in  4  cases  an  infection  may  be 
assumed  from  the  accompanying  symptoms,  and  in  8  no  re- 
liable information  could  be  gotten. 

2.  Eight  out  of  the  22  cases  give  a  history  of  derangement 
of  the  ocular  musculature  previous  to  the  date  of  the  ex- 
amination, and  in  14  no  such  history  was  obtainable.  Thus  it 
would  appear  that  ocular  palsies  occur  in  36.4  per  cent,  of  the 
cases  of  tabes. 

3.  Two  of  the  8  cases  show  a  distinct  history  of  previous 
syphilitic  infection ;  in  2  a  venereal  infection  is  probable,  and  in 
4  it  is  apparently  absent. 

4.  All  8  cases  showed  evidence  of  disease  of  the  fifth  nerve. 

5.  Amongst  the  14  cases  that  were  apparently  free  from 
disease  of  the  muscular  apparatus  of  the  eye,  8  had  a  venereal 
infection,  4  denied  the  same,  and  in  2  it  was  probable. 

6.  In  6  out  of  the  14  cases  a  history  of  derangement  of  the 
fifth  nerve  was  obtainable.  These  are  cases  1,  4,  10,  12,  15,  17, 
and  it  is  interesting  to  note  that  in  cases  1  and  4,  optic  atrophy 
was  the  earliest  symptom,  so  that  an  eventual  disorder  of  the 
ocular  musculature  may  have  escaped  being  noticed  by  the 
patient.  This  is  the  more  probable,  as  both  these  cases  show 
at  present  both  disease  of  the  muscular  apparatus  of  the  eye 
and  of  the  fifth  nerve.  In  the  other  4  cases  the  only  evidence 
of  previous  disease  of  the  fifth  nerve  was  surmised  from  the 
statement  of  a  painless  loss  of  teeth,  a  priori  not  very  likely  to 
be  thought  of  as  conditioning  disorder  of  the  motility  of  the 
ocular  musculature. 


630  JOSEPH  FRAENKEL. 

7.  Six  out  of  the  22  cases  show  at  present  evidence  of  disease 
of  the  ocular  muscles.  Two  cases  give  a  distinct  history  of 
syphilis,  in  one  the  infection  is  probable,  and  in  three  appar- 
ently absent. 

8.  In  all  these  6  cases  there  is  evidence  of  extensive  disease 
of  the  fifth  nerve,  and  in  5  the  deep  sensibility  of  the  eyelids 
was  found  markedly  disturbed. 

9.  Sixteen  cases  show  no  disorder  of  the  eye-muscles  at 
present,  and  in  9  of  them  disease  of  the  fifth  nerve  was  demon- 
strated, but  only  in  3  the  deep  sensibility  of  the  eyelids  was  de- 
fective. 

10.  It  is  very  remarkable  that  15  of  the  22  cases  show  more 
or  less  marked  ptosis,  or  better  said,  more  or  less  considerable 
narrowing  of  the  palpebral  fissure. 

11.  In  6  out  of  the  22  cases  derangement  of  the  facial  mus- 
culature was  found,  and  in  all  these  corresponding  derange- 
ment of  the  fifth  nerve. 

The  reasons  stated  above  and  the  results  of  the  table  cor- 
roborate the  belief  in  the  possibility  that  some  of  the  ocular 
palsies  of  tabes  may  not  be  purely  motor,  but  sensorimotor 
paralyses,  conditioned  through  primary  disease  of  the  sensory 
neuron  and  not  due  to  primary  disease  of  the  motor  neuron. 

Further  support  is  lent  to  this  conception  by  the  results  of 
experimental  and  anatomical  investigations  made  by  Mari- 
nesco,  Oppenheim,  Schlesinger  and  Grabover,  who  traced 
disease  of  motor  cells  or  fibers  to  primary  disease  of  the  cor- 
responding sensory  neurons. 

Now  we  may  attempt  to  answer  the  questions  formulated  at 
the  outset: 

1.  Disease  of  the  fifth  nerve  interferes  with  the  motility  of 
the  face. 

2.  As  yet  no  function  of  the  trigeminal  in  particular  can 
be  ascertained  which  could  justly  be  supposed  to  be  the  cause 
of  the  impaired  motility;  the  kinesthetic  sensibility  when  cau- 
tiously and  patiently  examined  was  found  more  frequently  and 
more  extensively  disordered  than  the  other  functions. 

3.  The  effect  of  disease  of  the  fifth  nerve  upon  the  motility 
of  the  eyes  seems  to  be  a  similar  one. 

4.  All  the  means  at  present  at  our  command  for  examining 
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Remarks. 

Disease  began 
with  difficulty  of 
vision   and  nyc- 
talopia.     As   in 
case   1,  the  fact 
of    early     aboli- 
tion    of      vision 
may  have  mask- 
ed an    eventual 
disorder  of   eye 
muscles. 

Test  for  deep  sen 
sibility     some- 
what difficult. 
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the  deep  sensibility  of  the  facial  and  ocular  musculature  are  not 
very  exact.  It  is  particularly  difficult  to  ascertain  slight  dis- 
order. The  procedure  described  above  gives  a  fair  impression 
of  the  deep  sensibility  of  the  levator  palpebral,  and  no  method 
is  apparently  known  for  determining  the  kinesthetic  sensibility 
of  the  other  external  eye-muscles. 

5.   Some  of  the  ocular  palsies  of  tabes  are  probably  sensori- 
motor palsies. 


201.  La  localisation  motrice  medullaire  (The  Spinal  Motor  Local- 
ization.) Van  Gehuchten  and  Nelis  (Journal  de  Neurologic 
Aug.  5,  1899,  No.  16,  p.  301). 

The  experiments  of  Marinesco,  according  to  Van  Gehuchten  and 
Nelis,  show  that  the  peripheral  nerves  arising  in  the  different  plexuses 
do  not  have  a  definite  nuclear  localization  in  the  spinal  cord ;  the  spinal 
motor  localization  is  not  "nerveuse,"  i.  e.,  not  determined  by  the  nerves. 
Sano  believed  that  each  muscle  of  the  body  has  a  distinct  nucleus  in  the 
gray  substance  of  the  spinal  cord.  The  investigations  of  Sano.  Kohn- 
stamm  and  Marinesco  show  that  the  group  of  cells  in  connection  with 
the  diaphragm  form  a  distinct  column  in  the  center  of  the  anterior 
horn,  but  it  does  not  follow  that  muscles  of  the  extremities  have  a 
similar  representation  in  the  spinal  cord.  The  motor  localization  is 
therefore  not  "muscular,"  but  is  "segmental,"  i.  e.,  the  different  groups 
of  cells  are  in  relation  with  muscles  of  a  segment  of  a  limb.  Van 
Gehuchten  and  De  Buck  showed  in  an  earlier  paper  that  amputation  of 
the  leg  at  the  knee  caused  chromatolysis  in  two  groups  of  cells  in  the 
posterolateral  part  of  the  anterior  horn ;  one  group  extending  from  the 
upper  part  of  the  fifth  lumbar  segment  to  the  lower  part  of  the  third 
sacral  segment ;  the  other  from  the  upper  part  of  the  second  sacral  seg- 
ment to  the  lower  part  of  the  fourth  sacral  segment.  Van  Gehuchten 
and  Melis  found  in  a  case  of  amputation  of  both  feet  that  the  chroma- 
tolysis was  limited  to  the  lower  group,  from  which  they  conclude  that 
all  the  muscles  of  the  foot  are  represented  in  this  group,  and  those  of 
the  leg  in  the  upper  group.  In  the  cervical  cord  of  man  we  should  ex- 
pect to  find  three  distinct  cellular  groups ;  one  for  the  hand,  one  for 
the  forearm,  and  one  for  the  upper  arm.  We  should  find  three  groups 
also  in  the  lumbosacral  cord  for  the  lower  limb.  It  is  not  probable  that 
these  "segmental"  nuclei  contain  "muscular"  nuclei,  i.  e.,  distinct  cell 
groups  for  each  muscle.  The  segmental  division  of  the  cells  explains 
certain  pathological  processes :  syringomyelia,  progressive  muscular 
atrophy,  etc.  Spiller. 
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March  24,  1899. 

The  President,  Dr.  Richard  Dewey,  in  the  chair. 

REMARKS  ON  CONTAGION  AND  INFECTION  IN  NERVOUS 

AND  MENTAL  DISEASES  AND   DEGENERACY,  AND 

MEASURES  OF  PREVENTION. 

The  President  read  a  paper  with  this  title.  He  said  that  we 
do  not  ordinarily  think  of  nervous  and  mental  maladies  as  con- 
tagious or  infectious,  though  they  are  literally  so  to  some  ex- 
tent. It  is,  however,  concerning  mental  contagion  and  infection 
that  the  writer  wished  to  speak.  Mental  and  nervous  diseases 
may  be,  and  often  are,  conveyed  through  the  influence,  direct 
or  indirect,  of  mind  upon  mind.  Nervous  disorders  like  hys- 
teria and  chorea  may  spread  from  a  single  sufferer  to  an  in- 
definite number  of  persons.  The  work  of  mental  contagion  is 
accomplished  in  a  number  of  ways;  it  is  immediate  and  direct, 
or  slower  in  its  working,  involving  a  period  of  incubation  and 
gradual  evolution ;  or  again,  mental  contagion  and  infection  are 
spread  by  the  process  of  procreation  and  inheritance.  Ex- 
amples of  direct  mental  contagion  are  the  epidemics  so  often 
recorded  in  history,  especially  in  the  middle  ages,  like  those  of 
flagellation,  tarantism,  the  dancing  manias  and  the  convulsive 
epidemics,  many  of  which  phenomena  continue  in  recent  times. 

Degeneracy  may  be  considered  one  of  the  results  of  infec- 
tion, and  it  is  true  that  the  human  ovum  or  spermatozoid  may 
be  regarded  as  a  microbe  of  all  degenerative  diseases,  and  this 
fact  renders  propagation  of  nervous  and  mental  diseases  by  ex- 
tension from  generation  to  generation  the  most  serious  mor- 
bific influence  with  which  we  have  to  contend. 

Mental  contagion  in  its  slower  working  is  illustrated  by  the 
folic  a  deux  of  the  French  writers  which  indeed  often  includes 
three  or  four  victims  in  one  house  or  family.  Dr.  Dewey  had 
seen  five  members  of  one  family  affected  at  the  same  time. 

In  all  cases  where  nervous  and  mental  infection  or  con- 
tagion occurs,  we  must  recognize  that  the  individuals  are  for 
the  most  part  constitutionally  predisposed. 

In  considering  the  question  of  prevention,  it  is  often  urged 
that  the  speedy  removal  of  those  capable  of  propagating  ner- 
vouse  diseases  and  insanity  would  be  justifiable.  A  more  just 
view  is,  that  although  degeneracy,  insanity  and  nervous  dis- 
eases are  injurious  to-day,  they  are  less  mischievous  than  in 
former  ages,  and  that  the  best  remedy  is  not  permanent  seques- 
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tration,  prohibition  of  marriage,  castration  and  the  like — 
measures  which  are  fundamentally  impracticable — but  the  con- 
stant effort  of  physicians  and  scientific  men  to  enlighten  the 
public  mind. 

A  citizen  of  even  moderate  intelligence  who  would  resist  a 
compulsory  law  would,  in  many  cases,  avoid  the  penalties  im- 
posed by  nature  if  brought  to  see  the  malign  character  of  such 
penalties.  It  is  probable  that  if  the  time  ever  arrives  when 
legislation  forbidding  marriage,  requiring  castration  or  pro- 
viding a  peaceful  death  in  incurables  could  be  enacted  and  en- 
forced, the  time  would  also  have  arrived  when  it  would  not  be 
needed.  Public  opinion  will  not  tolerate  legislation  which 
risks  the  oppression  of  innocent  persons,  and  although  ten  men 
might  agree  that  the  right  of  marriage  should  be  denied  in  cer- 
tain cases,  or  that  certain  individuals  should  be  emasculated,  yet, 
if  one  of  the  ten  were  in  this  way  touched  in  his  own  person  or 
family  he  would  set  the  regulation  at  defiance,  and  the  courts 
would  probably  sustain  him  in  so  doing.  Human  nature  objects 
to  being  made  virtuous  "by  acts  of  Congress." 

It  was,  therefore,  in  Dr.  Dewey's  opinion,  by  education  and 
instruction  disseminated  earnestly  and  incessantly  throughout 
the  community,  that  we  have  our  chief  means  of  combating 
these  injurious  agents,  and  not  by  attempting  to  regulate  by 
statutes  things  which  must  be  left  to  the  growth  of  intelligence 
and  mental  and  moral  rectitude  in  the  community. 

Dr.  Sanger  Brown  thought  that  although  enlightenment  and  thor- 
ough education  had  gone  far  to  eradicate  the  first  noxious  influence 
mentioned  by  Dr.  Dewey,  still  the  patronage  at  present  bestowed  upon 
Christian  science  and  osteopathy  showed  that  a  considerable  suscepti- 
bility yet  remains  even  among  individuals  who  have  achieved  more 
than  the  average  of  social  and  commercial  success.  Mankind  en  masse 
is  prone  to  a  peculiar  paralysis  of  the  reasoning  faculties  in  certain  di- 
rections which  makes  the  individual  commit  himself  to  a  course  quite 
contrary  to  common  sense.  This  is  frequently  seen  in  the  enthusiasm 
aroused  by  an  accomplished  orator.  An  individual  with  sound  and 
well-trained  reasoning  faculties  can  never  be  a  genuine  victim  of  this 
certain  kind  of  infection,  although  he  may  at  times  simulate  the  con- 
dition. 

Regarding  the  second  division  of  the  paper,  he  thought  that  as  the 
environment  of  high  civilization  is  constantly  increasing  in  complexity, 
there  will  be  more  and  more  individuals  who  will  fail  to  respond  to  it 
satisfactorily — more  will  fall  by  the  way.  It  is  true  that  educational, 
mechanical  and  business  methods  have  been  improved  and  simplified, 
but  notwithstanding  this,  the  tax  levied  upon  individual  energy  has 
steadily  increased.  While  some  very  high  types  are  being  developed, 
the  process  is  horribly  destructive  and,  he  was  sorry  to  say,  that  he 
could  not  share  the  sanguine  hopes  of  the  essayist  that  progress  is 
being  made  toward  a  condition  of  more  comfort  and  security. 

Dr.  H.  N.  Moyer  was  inclined  to  differ  with  Dr.  Dewey  regarding 
the  increase  of  degeneracy,  and  thought  that  the  apparent  increase 
was  due  largely  to  the  increasing  interest  in,  and  study  of,  the  con- 
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dition;  to  the  consequent  increase  of  knowledge  of  the  condition,  and 
to  the  fact  that  civilization  has  become  very  complex,  and  that  there- 
fore, any  aberration  of  mind  is  at  once  apparent  and  unfits  the  sub- 
ject for  the  place  which  he  should  occupy.  In  a  simpler  condition  of 
society,  such  an  individual  would  pass  entirely  unnoticed,  as  do  now 
many  cases  of  mental  disease  in  the  rural  districts.  He  believed  that 
degeneracy  and  insanity  had  always  been  frequent,  as  they  are  still, 
even  among  the  savage  races  and  among  the  lower  animals.  The 
rogue  elephant  is  a  well-recognized  instance  of  mental  aberration,  and 
such  animals  are  always  excluded  from  the  tribe.  Another  element 
which  must  not  be  forgotten  is  the  increased  average  longevity,  so 
that  many  more  people  now  reach  the  age  when  degeneracy  of  a  cer- 
tain kind  manifests  itself  than  was  formerly  the  case. 

Dr.  Moyer  was  in  hearty  accordance  with  the  essayist  regarding 
the  inefficiency  of  legislation  for  the  cure  of  these  evils,  but  thought 
that  the  tentative  efforts  which  had  recently  been  made  in  this  direc- 
tion showed  an  increasing  recognition  of  many  of  the  facts  elucidated 
in  the  paper.  When  facts  or  theories  have  reached  a  point  where  they 
are  accepted  by  more  than  a  majority  of  a  community,  they  will  al- 
ways find  expression  in  legislation;  but  as  legislation  can  never  be  in 
advance  of  public  opinion,  but  must  always  follow  it,  and  as  these 
opinions  are  not  yet  widely  disseminated  in  the  community,  nothing 
is  to  be  looked  for  from  legislation  at  present. 

Another  unrecognized  tendency  is  towards  socialism ;  individualism 
is  becoming  less  and  less  a  factor  in  legislation  and  in  government, 
and  the  immense  complexity  of  modern  civilization  is  gradually  forc- 
ing us  into  a  modified  state,  socialism.  It  is  increasingly  recognized 
in  certain  countries;  there  is  much  socialistic  legislation  in  Germany, 
not  a  little  in  Switzerland,  and  tentative  efforts  are  apparent  in  the 
legislation  of  many  of  our  Western  States. 

Dr.  J.  J.  M.  Angear  was  inclined  to  think  that  insanity  frequently 
originated  from  mismated  marriages  and  family  infelicities.  Another 
fruitful  cause,  he  thought,  was  excessive  ambition,  undue  aspiration  and 
excesses  of  all  kinds  that  seem  to  be  inseparable  from  our  present 
civilization.  These  etiologic  factors  are  not  necessarily  immediately 
causative,  but  having  operated  throughout  several  generations  finally 
produce  a  neuropathic  tendency,  and  ultimately  the  neuroses  and 
psychoses. 

Dr.  Sidney  Kuh  called  attention  to  the  fact  that  rigid  methods  of 
limiting  the  spread  of  degeneracy  would  necessarily  remove  the  milder 
types,  and  thought  that  their  removal  would  entail  a  great  loss  to  the 
public.  He  instanced  the  first  four  kings  of  Bavaria  who  were  all 
degenerates,  and  yet  did  more  for  their  country  than  the  average  sane 
crowned  head  of  Europe.  He  reported  several  examples  from  his  own 
experience,  showing  that  some  of  the  most  brilliant  achievements  of  the 
present  day  are  attained  by  persons  who  are  moderately  degenerate,  but 
who,  nevertheless,  make  valuable  contributions  to  literature,  science 
and  art. 

Dr.  Dewey  in  closing  the  discussion  said  that  he  had  merely 
mentioned  three  ways  in  which  contagion  and  infection  are  operative, 
and  did  not  go  into  the  question  of  their  comparative  importance  in  the 
development  of  degeneracy.  On  the  whole,  he  seemed  to  consider 
heredity  as  the  most  important  factor,  and  thought  that  degenerates 
were  generally  those  who  had  been  "infected"  in  the  act  of  procreation, 
being  imperfect  by  virtue  of  something  derived  from  one  or  both 
parents.  Incidentally  he  referred  to  the  plan  of  "hoarding  out"  the  in- 
sane, and  believed  that  the  plan  was  vicious  and  should  be  prevented 
by  law.  A  child  brought  up  with  an  insane  or  idiotic  person  musl 
necessarily  be  influenced  by  it. 


PATHOLOGY. 

202.  ZUR  KXINISCHEN  PATHOLOGIE  DES  PERIPHEREN  NeRVENSYSTEMS  BE! 
LUNGENTUBERCULOSE   MIT    SPECIELLER  RuCKSICHTSNAHME  AUF  Ak- 

roparasthesien  (Contribution' to  the  Clinical  Pathology  of  the 
Peripheral  Nervous  System  in  Pulmonary  Tuberculosis,  with  Spe- 
cial Regard  to  Akroparesthesia).  Rudolf  Schmidt  (Wiener  klin. 
Wochenschrift,  Nos.  27,  28,  and  29,  pp.  721,  746,  and  770,  1899). 

Schmidt  writes  a  lengthy  paper  on  the  alteration  of  the  peripheral, 
nerves  in  pulmonary  tuberculosis,  and  quotes  the  opinions  of  many  au- 
thors.    His  most  important  conclusions  are: 

1.  The  alterations  of  the  peripheral  nerves  associated  with  pul- 
monary tuberculosis  are: 

(a)  Disturbances  of  a  local  character,  usually  of  a  mechanical 
origin,  more  rarely  of  a  toxic,  dependent  on  the  position  of  the  nerve 
near  the  focus  of  infection  (plexus  brachialis,  nervi  intercostales,  ner- 
vus  recurrens,  etc.). 

(b)  Disturbances  from  toxic  substances  producing  more  diffuse 
results. 

2.  Among  the  symptoms  classed  under  (a)  the  phenomena  of  uni- 
lateral plexus  pain  on  pressure  and  of  homolateral  akroparesthesia 
(often  located  in  the  distribution  of  the  ulnar  nerve)  are  worthy  of 
special  mention,  as  occurring  especially  in  the  early  forms  of  pulmonary 
tuberculosis. 

3.  Tuberculosis,  especially  in  youthful  persons,  must  be  remem- 
bered among  the  many  causes  of  akroparesthesia. 

4.  The  symptomatic  akroparesthesia  of  phthisical  patients  is 
characterized  by: 

(a)  Its  frequency  in  males. 

(b)  Its  frequent  association  with  acute  catarrhal  pulmonary  proc- 
esses (influenza,  bronchitis). 

(c)  Its  unilaterality. 

(d)  The  homolateral  plexus  pain  on  pressure. 

(e)  A  parallelism  with  marked  phthisical  symptoms  (night 
sweats,  evening  fever,  etc.).  Spiller. 

203.  Die  Degeneration  der  markhaltigen  Nervenfasern  der  Wir- 
belthiere  unter  hauptsachlicher  Berucksichtigung  des  Ver- 
haltens  der  primitiv  Fibrillen  (Degeneration  of  Medullated 
Nerve  Fibers).  G.  Monckeberg  and  A.  Bethe  (Archiv.  f.  mikro- 
skopische  Anatomie  u.  Entwicklungsgeschichte,  Vol.  54,  1899,  p. 
135). 

The  authors  describe  some  results  by  new  methods  of  investi- 
gation on  the  histological  characters  of  the  primitive  fibrillae  in  a  num- 
ber of  animals,  and  the  pathology  of  degeneration.  They  state  that 
the  axis  cylinders  of  medullated  nerve  fibers  in  vertebrates  consist  of 
individual  primitive  fibrillae,  sharply  outlined,  and  a  homogeneous  peri- 
fibrillar substance  which  surrounds  them.  Every  fibril  throughout  the 
nerve  fiber  has  a  uniform  caliber  and  has  no  knobs  at  the  nodes  of  Ran- 
vier..  At  such  places  the  perifibrillary  substance  is  absent,  and  thus  has 
no  place  as  a  conducting  element.  The  sheath  of  Schwann  sends  down 
processes  at  the  nodes,  and  is  broken  by  these  as  the  myelin  sheath  is 
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divided.  The  first  change  in  a  nerve  following  a  lesion  is  a  change  in 
the  staining  qualities  of  the  fibrils;  following  this  the  fibrils  them- 
selves degenerate.  The  degenerated  fibrils  form  large  granular  bodies, 
which  break  down  into  smaller  ones,  and  later  are  absorbed.  The 
perifibrillary  substance  shows  granular  changes.  Jelliffe. 

204 .  Weiterer  Beitrag  zur  Lehre  von  der  acuten  nicht-eitrigen 
Encephalitis  und  der  Poliencephalomyelitis.  (A  Further  Con- 
tribution to  the  Study  of  Acute  Non-purulent  Encephalitis  and  of 
Poliencephalomyelitis).  H.  Oppenheim  (Deutsche  Zeitschrift 
fur  Nervenheilkunde,  Vol.  15,  1899,  Nos.  1  and  2,  p.  1). 

An  anemic  girl,  of  sixteen  years,  had  headache,  loss  of  appetite,  and 
gastric  disturbance  for  several  weeks.  Headache  became  more  severe, 
and  vomiting,  vertigo,  chills  and  fever  were  added  to  the  symptom-com- 
plex. The  left  abducens  became  paretic.  The  left  side  of  the  neck  and 
head  and  the  mastoid  process  of  the  left  side  were  very  sensitive  to 
pressure,  and  the  presence  of  empyema  of  the  mastoid  process  and 
sinus  thrombosis  was  suspected,  although  the  otoscopic  examination 
was  negative.  Operation  revealed  nothing  abnormal  in  the  region  of  the 
mastoid  process,  but  four  days  later  complete  motor  aphasia  and  right 
Ktcio-brachial  monoplegia  developed.  Other  symptoms  were  noted.  A 
diagnosis  of  non-purulent  encephalitis  was  made,  chiefly  from  the  com- 
bination of  focal  signs  with  the  symptoms  of  a  general  febrile  disease. 
The  patient  died  after  a  few  months  from  purulent  meningitis ;  and  in 
addition  to  the  lesions  of  this  disease,  two  sclerotic  foci — evidently  the 
remains  of  lesions  that  had  caused  the  focal  symptoms — were  found  in 
the  left  third  frontal  gyrus  and  the  foot  of  the  anterior  central  convolu- 
tion. This  case  shows  that  acute  non-purulent  encephalitis  is  not  al- 
ways fatal.  The  spontaneous  pain  and  pain  on  pressure  in  the  region 
of  the  left  ear,  that  led  to  the  mistaken  diagnosis  of  mastoid  disease, 
and  the  presence  of  abducens  paresis,  were  interesting  features  in  a  case 
of  encephalitis. 

In  a  second  case,  in  which  the  diagnosis  of  poliencephalomyelitis 
was  made,  the  lesions  were  very  slight.  Diminution  of  the  electrical 
reaction  in  the  masseter  muscles,  incontinence  of  urine,  absence  of  symp- 
toms of  exhaustion,  and  absence  of  remissions,  were  employed  in  diag- 
nosticating between  poliencephalomyelitis  and  asthenic  bulbar  paralysis. 
A  lymphosarcoma  in  the  anterior  mediastinum  was  believed  to  be  the 
source  of  toxic  products.  Spiller. 

205.  Notes  on  the  Chromophilic  Material  in  the  Motor  Cells  of 
Brain  and  Cord,  Normal  (Animal)  and  Pathological  (Hu- 
man), and  of  the  Reaction  (Acid  or  Alkaline)  of  the  Cortex 
and  Cerebrospinal  Fluid.    John  Turner  (Brain,  22,  1899,  p.  100). 

The  author  presents  the  results  of  a  number  of  studies  on  various 
points  connected  with  the  chemistry  of  chromophilic  bodies.  In  a  first 
series  of  observations  he  concludes: 

1.  Chromophilic  material  in  the  form  of  Nissl  bodies  is  met  with 
in  animals  immediately  after  killing  and  in  human  beings  at  least  seventy 
minutes  after  death,"  when  the  nervous  substance  has  merely  been 
colored  by  a  solution  of  methylene  blue  in  normal  salt  without  any 
further  addition  of  reagents. 

2.  The  fact  that  in  some  forms  of  diseased  nerve  cells  the  Nissl 
bodies  show  a  gradual  attenuation  so  that  they  dwindle  down  from 
bulky  spindles  and  blocks  to  the  finest  imaginable  threads  is  opposed 
to  the  idea  that  they  are  produced  by  precipitation  after  death. 
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3.  The  reaction  of  the  cortex  varies  with  different  indicators,, 
showing  that  it  contains  both  acid  and  alkaline  substances. 

4.  Its  variations  are  constant,  whether  tested  two  hours  or  forty- 
four  hours  after  death,  and  are  as  follows:  acid  to  phenolphthalein 
and  litmus,  alkaline  to  methyl  orange. 

5.  With  animals  killed  and  immediately  tested,  the  gray  matter 
gave  .similar  reactions  to  phenolphthalein  and  methyl  orange,  but  was 
alkaline  to  litmus. 

6.  The  reactions  of  the  cerebrospinal  fluid  differ  from  the  cortex, 
in  that  both  litmus  and  alkaline  reaction  is  obtained.  Otherwise  they 
are  the  same.  These  results  do  not  differ,  whether  the  fluid  is  tested 
seventy  minutes  or  forty-four  hours  after  death. 

7.  Lactic  acid  is  present  always  in  cerebro-spinal  fluid  after  death, 
and  appears  to  increase  with  the  length  of  the  interval  which  has 
elapsed  between  the  time  of  death  and  the  time  of  testing. 

In  a  second  part  he  contributes  some  observations  on  mental  cases 
of  a  cursory  nature  with  conclusions  which  have  been  reached  before 
by  numerous  other  observers.  Jelliffe. 

206.  Theorie  cerebrale  de  la  respiration  de  Cheyne-Stokes  (Theory 
of  the  Cerebral  Origin  of  the  Cheyne-Stokes  Respiration).  Rabe 
(La  Presse  medicale,  May  13,  1890,  No.  32,  p.  227). 

The  first  theory  of  this  type  of  respiration  was  suggested  by  Traube, 
who  believed  that  the  respiratory  center  in  the  medulla  was  exhausted, 
and  could  only  be  stimulated  by  the  accumulation  of  a  large  amount  of 
carbon  dioxide  in  the  body.  Filehne  suggested  that  vasomotor  innerva- 
tion might  have  something  to  do  with  the  condition.  The  apnea  was 
the  result  of  super-oxygenation,  and  the  period  of  rapid  respirations  the 
result  of  an  excess  of  carbon  dioxide.  Grasset  suggested  that  the  medul- 
lary centers  were  unduly  susceptible  to  irritation,  and  reacted,  therefore, 
with  more  than  normal  vigor ;  they  became,  however,  readily  exhausted, 
and  the  period  of  apnea  corresponded  to  the  stage  of  recovery.  Franck 
called  attention  to  the  fact  that  in  this  type  of  respiration  most  of  the 
patients  were  in  a  state  of  stupor,  and  Riche  demonstrated  that  normally 
we  inspire  more  air  than  is  actually  needed.  Pachon  subsequently  under- 
took to  study  the  respiratory  movement  among  the  insane,  and  found 
that  the  respiration  rhythm  was  accentuated  in  the  psychoses  with 
hyperideation,  or  in  cases  of  hallucinatory  crises.  In  one  patient,  a 
woman  suffering  from  melancholia  and  feeble  intellect,  the  respiration 
was  periodic.  Pachon,  therefore,  suggested  the  cerebral  origin  of  the 
Cheyne-Stokes  rhythm,  and  called  it  a  simple  respiratory  delirium.  This 
theory  accords  well  with  the  rhythm  observed  in  various  mental  symp- 
toms. Sailer. 

207.  A  Study  of  Leucocytosis  Associated  with  Convulsions.  F.  G. 
Burrows      (Am.  Journ.  Med.  Sciences,  vol.  117,  1899,  p.  503)- 

The  author  from  a  few  cases  of  convulsive  seizures,  in  3  cases  of 
general  paresis,  1  of  catatonia,  1  of  puerperal  eclampsia,  and  three  of 
various  dementias,  has  drawn  the  conclusions  that  there 
is  a  leucocytosis  associated  with  convulsive  states  not  only  in  general 
paresis,  but  in  various  other  diseases  as  well,  and  that  the  leucocytosis 
bears  a  relation  to  the  severity  of  the  seizure.  He  further  claims  that 
this  leucocytosis  is  in  part  due  to  the  muscular  work  done  during  a  con- 
vulsion— a  part  which,  owing  to  its  physiological  character  and  its  short 
duration,  has  been  shown  to  be  superimposed  upon  pathological  leucocy- 
tosis of  longer  duration.  Jelliffe. 
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208.  Remarks  on  the  Pathological  Changes  in  a  Case  of 
Chronic  Syphilitic  Spinal  Paralysis.  R.  T.  Williamson 
(British  Medical  Journal,  No.  1983,  p.  1921,  Dec.  31,  1898.) 

A  case  which  clinically  corresponded  to  Erb's  syphilitic  spinal 
paralysis,  and  ran  a  gradually  progressive  course  of  five  years,  the 
first  symptoms  having  appeared  five  years  after  infection. 

In  the  pia  mater  and  arachnoid  evidences  of  slight  meningitis- 
were  found  in  all  regions  of  the  cord,  but  the  changes  were  most 
marked  in  the  dorsal  region,  least  marked  in  the  cervical  region.  The 
meninges  were  slightly  thickened  by  fibrous  tissue,  and  in  various 
parts  there  was  slight  infiltration  with  round  cells  chiefly  around  the 
blood  vessels. 

The  spinal  blood  vessels  presented  well-marked  changes  in  numer- 
ous parts.  The  larger  arteries  in  the  meninges,  especially  at  the 
posterior  part  of  the  cord,  near  the  posterior  nerve  roots,  often  pre- 
sented marked  endarteritis.  The  internal  coat  was  often  much  thick- 
ened by  abundant  new  cell  formation  on  the  inner  side  of  the 
elastic  lamina,  the  lumen  of  the  vessel  being  thereby  much  diminished. 
The  middle  and  external  coats  were  generally  not  much  altered;  but 
frequently  there  was  an  infiltration  of  leucocytes  around  the  vessels. 
The  veins  were  either  unaffected  or  the  changes  were  less  than  in  the 
arteries.  In  many  cases  the  veins  were  surrounded  by  cell  infiltra- 
tion. The  very  small  meningeal  arteries  presented  thickening  of  the 
walls  and  slight  proliferation  of  the  cells  of  the  intima,  and  they  were 
often  surrounded  by  round-celled  infiltration. 

Within  the  cord,  especially  in  the  diseased  parts,  the  walls  of  the 
small  vessels  were  often  very  much  thickened,  and  had  a  homogeneous 
hyaline  appearance,  also  the  endothelial  cells  of  the  intima  were  slightly 
proliferated.  In  some  places  these  hyaline  vessels  were  surrounded 
by  slight  infiltration  of  leucocytes. 

The  two  prominent  features  of  the  vascular  changes  were  the  end- 
arteritis of  the  larger  meningeal  arteries  and  the  hyaline  thickening 
of  the  walls  of  the  small  vessels  within  the  cord. 

The  cord  showed  ascending  and  descending  degeneration  with  a 
""""'gummatous  infiltration  of  one  lateral  column  in  the  dorsal  region, 
several  patches  of  intense  degeneration  and  a  band  of  degeneration  at 
the  periphery  of  the  cord.  Patrick. 

CLINICAL   NEUROLOGY. 

209.  Polymyositis.  Sir  W.  R.  Gowers,  (British  Medical  Journal, 
No.  1985,  p.  65,  Jan.  14,  1899). 

The  affection  consists  in  a  simultaneous  inflammation  of  many 
muscles  and  of  some  nerves,  and  is  closely  allied  to  polyneuritis.  It 
is  met  with  almost  exclusively  as  a  result  of  exposure  to  cold.  It 
seems  to  be  a  peculiar  variety  of  the  rheumatic  poison  produced  in 
specially  susceptible  individuals,  rendered  such  by  some  influence 
which  depresses  the  general  health.  In  such  cases  of  multiple  in- 
flammation of  both  the  muscles  and  the  nerves, the  affection  presents 
the  general  distribution  of  polyneuritis  so  far  as  preponderant  loss  of 
power  is  concerned,  but. with  a  far  wider  implication  of  the  muscles, 
of  which  many  suffer  that  escape  in  ordinary  polyneuritis.  They  are 
at  first  very  tender,  and  afterwards  undergo  hardening  and  contrac- 
tion, which  may  be  extreme  in  degree;  and  indeed,  after  a  time,  may 
be  insuperable,  and  resist  all  efforts  to  overcome  it. 

The  patient  whose  case  is  reported  was  a  woman  thirty-six  years 
of  age,  with  a  rheumatic  heredity.    The  first  symptoms  were  a  con- 
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stant  tired  feeling  and  aching  pain  in  the  back  and  around  the  loins. 
An  irritable  rash  appeared  over  the  hands  and  arms.  Then  she  began 
to  have  pain  with  weakness  in  the  hands  and  ankles,  both  pain  and 
weakness  increasing  in  degree  and  extent  until  they  involved  nearly 
all  the  voluntary  muscles  in  the  body  and  the  patient  was  absolutely 
helpless.  The  muscles  became  rigid,  and  she  had  to  be  moved  in  bed 
as  one  stiff  piece.  The  extremities  were  fixed  in  flexion  with  wrist- 
drop and  foot-drop.  All  the  muscles  reacted  slightly  to  strong  elec- 
tric stimulation,  faradic  or  galvanic.  Sensation  was  normal.  No 
deep  reflexes  could  be  obtained.  Perspiration  was  excessive.  The 
affection  ran  a  slowly  progressive  course  for  about  two  years  when 
some  slight  improvement  began  and,  at  the  time  of  the  report,  about 
two  years  and  a  half  after  the  beginning  of  the  trouble,  she  was  able 
to  walk  a  little,  but  the  upper  extremities  were  still  practically  useless. 
The  author  thought  that  she  would  ultimately  be  able  to  walk  rea- 
sonably well.  He  thought  that  the  time  for  treatment  is  during  the 
acute  stage  or  soon  after  the  onset,  when  rest,  diaphoretics  and  salic- 
ylates, with  perhaps  small  doses  of  mercury,  would  control  the  in- 
flammation and  lessen  very  much  the  subsequent  mischief. 

Patrick. 

210.  La  maladie  de  Blaise  Pascal  (Blaise  Pascal's  Disease).     Binet 
Sangle   (Annales  medico-psychologique,  1899,  March). 

This  psychological  study  of  Pascal  here  brings  out  a  number  of  in- 
teresting facts.  The  family  history,  as  to  his  ancestors,  is  lacking;  yet 
it  is  certain  that  his  brothers  and  sisters  were  decidedly  neurotic  and 
hysterical  and  were  all  short-lived. 

It  seems  evident  that  Pascal  suffered  from  severe  neurasthenia,  in 
that  he  complained  frequently  of  transitory  paraplegias,  general  prostra- 
tion, persistent  digestive  disturbances  and  obstinate  headache.  He  was 
t-xtremely  emotional,  at  times  hypochondriacal,  and  had  a  number  of 
phobias  with  hallucinations.  Moreover,  he  had  distinct  periods  of  dis- 
ordered judgment,  which  coincided  with  grave  alterations  in  his  general 
health.  Benoit. 

ail.    A   Case  of  General  Paralysis  of  the  Insane  in  a  Child. 
John  Thomson  and  D.  A.  Welsh   (British  Medical  Journal,  No. 
1        1996,  p.  784,  April  1,  1899). 

The  patient  was  a  girl  and  there  was  distinct  evidence  of  hereditary 
syphilis.  When  she  was  between  ten  and  a  half  and  eleven  years  of 
age  it  was  observed  that  she  was  not  improving  in  her  school  work, 
and  seemed  to  be  getting  stupid  and  irritable  at  home.  No  further 
change  was  noted  in  her  mental  condition  until  she  was  about  twelve, 
when  fits  set  in,  and  she  became  steadily  less  intelligent.  Her  speech 
was  characteristically  affected  by  the  time  she  was  twelve  and  a  half 
years  of  age,  and  her  knee-jerks  were  greatly  exaggerated  when  she 
was  thirteen  years  of  age.  When  about  fourteen  years  of  age  she 
had  several  distinct  hallucinations.  Between  eleven  and  fourteen  years 
of  age  she  became  unnaturally  fat,  but  afterwards  she  steadily  emaci- 
ated. The  fits  continued  at  varying  intervals  during  her  whole  life. 
Six  months  before  her  death  she  had  an  attack  of  subacute  periostitis 
over  the  right  tibia,  which  was  greatly  relieved  by  iodide  of  potash. 
She  died  in  a  state  of  extreme  debility  of  mind  and  body,  aged  six- 
teen years  and  eleven  months. 

The  post-mortem  examination  showed  no  trace  of  subdural  mem- 
brane, but  an  opaque  and  milky  pia-arachnoid  everywhere  adherent 
to  the  brain  and  an  excess  of  cerebro-spinal  fluid.     The  cerebral  con- 
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-volutions  were  greatly  atrophied,  being  small,  narrow,  and  separated 
by  dilated  sulci.  Atrophic  changes  were  general,  but  most  marked  in 
frontal  and  parietal  regions  of  each  side.  On  section  the  cortical  gray 
matter  was  found  to  be  extremely  atrophied,  its  layers  indistinct,  and 
its  consistence  tougher  than  normal.  The  white  matter  showed  irreg- 
ular patches  of  congestion  and  increased  toughness.  The  basal 
ganglia  were  also  congested.  The  lateral  ventricles  were  somewhat 
dilated,  and  their  ependyma  showed  fine  scattered  granulations;  more 
numerous  and  more  prominent  granulations  were  present  in  the  fourth 
ventricle.  The  choroid  plexus  showed  no  obvious  change.  Micro- 
scopic sections  of  the  cortex  from  various  regions  showed  changes 
characteristic  of  general  paralysis  in  the  nerve  cells,  in  the  neuroglia, 
and  in  the  vessels.  Patrick. 

212.  Sur  un  cas  de  coxalgie  hysterique  (A  Case  of  Hysterical  Hip- 
Joint  Disease).    M.  Lannois     (Lyon  medical,  Vol.  90,  p.  395). 

The  patient  was  a  young  peasant  woman,  of  twenty  years,  who  was 
subject  to  violent  hysterical  convulsions.  Although  the  family  and  per- 
sonal history,  as  well  as  the  previous  course  of  the  affection,  indicated 
tubercular  hip-joint  disease,  the  author  found  hyperesthesia,  or  rather 
hyperalgesia,  in  the  region  of  the  hip,  affecting  skin  and  muscles,  and 
these  structures  were  much  mote  sensitive  than  was  the  joint  to  heavy 
percussion  over  the  trochanter.  Under  chloroform  anesthesia  the  joint 
structures  were  found  to  be  entirely  normal.  A  novel  method  of  cure 
was  the  plan  pursued  of  demonstrating  the  free  mobility  of  the  joint  to 
a  number  of  co-patients,  who  afterwards  ridiculed  to  the  subject  the  idea 
of  her  being  really  disabled.  This  ridicule  brought  on  a  violent  hysteri- 
cal attack,  which  was  followed  by  complete  disappearance  of  the  pre- 
vious symptoms.  Patrick. 

213.  Tetanoid  Seizures  in  Epilepsy.  L.  Pierce  Clark  (American 
Journal  of  Insanity,  55,  1899,  p.  583). 

Tonic  or  tentanoid  epilepsy,  Clark  holds,  judging  from  literature, 
and  his  experience  at  Craig  Colony,  to  be  a  comparatively  rare  con- 
dition, though  he  is  not  disposed  to  make  a  special  type  of  epilepsy  of 
such  tetanoid  seizures.  The  history  of  a  case  is  presented,  who  prior 
to  the  time  of  the  observations  had  had  grand  mal  seizures.  In  the 
tetanoid  seizures  the  head  was  first  slightly  rotated  to  the  right,  and 
then  decidedly  to  the  left.  Then  the  spasm  passed  rapidly  over  the 
entire  body,  apparently  bilaterally  from  head  to  foot  in  a  wave  like 
manner.  All  the  muscles  were  in  tonic  rigidity  each  time  for  fifteen  to 
twenty  seconds.  The  back  was  well  arched  as  in  tetanus;  the  muscular 
rigidity  being  so  great  that  the  body  could  be  raised  from  the  floor,  by 
lifting  the  ankles,  the  occiput  supporting  the  upper  end.  These  tonic 
spasms  occurred  for  a  period  of  three  hours,  and  were  not  inter- 
mingled with  those  of  a  clonic  nature.  Jelliffe. 

214.  Un  cas  d'  epilepsie  jacksonnienne  hysterique  (A  Case  of  Hys- 
terical Jacksonian  Epilepsy).  J.  Crocq  (Journal  de  Neurologie, 
August  20,  1899,  p.  321). 

Attacks  of  convulsions  developed  in  a  man  after  a  fright,  and  be- 
came as  numerous  as  twenty-five  in  twenty-four  hours.  They  began 
with  tingling  in  the  left  leg.  Tonic  spasm  of  short  duration  in  this 
limb  gave  place  to  clonic  spasms,  and  these  involved  successively  the 
left  arm  and  head  and  later  the  right  side,  but  predominated  still  in 
the  left  side.     The  face,  mouth  and  eyes  were  drawn  to  the  left,  con- 
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sciousness  was  not  lost,  and  one  sentence  was  repeated  several  time.-, 
during  the  attack.  The  attack  lasted  a  half  minute  to  a  minute  and  a' 
half.  No  foam  was  seen  at  the  mouth,  and  no  incontinence  of  urine 
was  detected.  Some  hyperesthesia  of  the  left  side  was  observed.  In. 
addition  to  the  seizures  just  described,  the  patient  had  attacks  of  ting- 
ling beginning  in  the  left  leg  or  trm  and  becoming  general.  He  suffered 
also  from  vertigo  and  headache  located  on  the  right  side.  Percussion 
of  the  cranium  revealed  a  painful  area  over  the  right  Rolandic  region. 
A  lesion  of  the  right  Rolandic  area,  especially  in  the  center  for 
the  lower  limb,  was  suspected.  It  was  believed  to  be  of  a  tuberculous 
nature,  on  account  of  the  history  of  tuberculosis  in  the  family.  Opera- 
tion seemed  to  be  demanded,  but  suggestion  was  first  employed. 
Crocq  discoursed  to  his  students  in  the  presence  of  the  patient  upon 
the  employment  of  nitrate  of  silver  in  epilepsy,  and  gave  directions  for 
its  administration  with  much  attention  to  detail.  The  suggestion  was  • 
successful.  The  attacks  began  to  diminish  in  frequency  at  once,  and 
the  headache  and  painful  area  soon  disappeared.  The  patient  soon  left 
the  hospital,  and  after  some  weeks  wrote  that  he  was  cured.  The  case 
was  believed  to  be  one  of  hysterical  Jacksonian  epilepsy.       Spiller. 

215.  Un  Caso  de  Paquimeningitis  Cervical  Hipertrofica  (A  Case 
of  Hypertrophic  Cervical  Pachymeningitis).  Mariano  Alurralde 
(Anales  del  Circulo  Medico  Argentino,  No.  4,  Feb.,  1899,  p.  107). 

Under  this  title  Alurralde  reports  a  case  of  a  carpenter,  thirty-six 
years  of  age.  The  family  and  previous  history  were  unimportant.  At 
the.  onset  of  the  disease  ten  months  previously  the  patient  suffered 
from  pain  in  the  ring  and  little  finger  of  the  left  hand  lasting  three 
days.  The  pain  then  diminished  in  intensity  here,  and  involved  suc- 
cessively the  wrist,  elbow,  shoulder  and  scapula.  Four  months  later 
the  neck  was  attacked,  and  a  small  but  rapidly  growing  tumor,  painful 
on  pressure  and  of  hard  consistency,  was  noted  in  the  median  and  left 
lateral  portion  of  the  neck.  Its  appearance  was  soon  followed  by  in- 
tense cephalalgia,  pronounced  weakness,  drooping  of  left  lid,  deviation 
of  the  mouth,  and  slight  weakness  of  the  left  lower  extremity.  Fow- 
ler's solution  was  given  for  forty  days  without  appreciable  effect.  The 
tumor,  which  was  thought  to  be  a  sarcoma  of  the  ganglia,  was  then 
removed.  The  wound  healed  in  nine  days,  and  in  three  months  the 
cheek,  eyelid,  left  arm  and  left  leg  had  recovered  to  such  an  extent  that 
the  patient  was  soon  able  to  return  to  work,  at  which  he  remained  for 
four  months.  At  the  end  of  this  time  pain  (in  the  neck)  became  so 
severe  that  he  was  compelled  to  abandon  work  and  re-enter  the  hos- 
pital. On  entrance  his  general  condition  was  poor,  the  head  was  held 
rigidly  bent,  forward,  as  well  while  he  was  at  rest  as  when  in  motion, 
and  it  was  found  that  this  position  was  due  to  contractures  of  the  neck 
muscles.  The  spine  was  tender  to  pressure  as  far  down  as  the  mid- 
dorsal  region,  and  the  pain  was  increased  by  movement.  The  left 
upper  extremity  showed,  besides  the  typical  main  en  griffe,  with  its  ac- 
companying atrophy  of  the  thenar,  hypothenar  and  interosseal  mus- 
cles, diminution  in  the  volume  of  the  muscles  of  the  forearm.  In  the 
left  shoulder-girdle  group  there  was  atrophy  of  the  deltoid,  pectoralis 
major,  the  supra  and  infra-spinatus  and  the  inter-scapular  muscles,  the 
latter  causing  separation  of  the  left  scapula.  R.  D.  was  present  in  the 
muscles  most  affected,  and  quantitative  changes  both  to  faradism  and 
galvanism  in  the  others.  The  deep  and  superficial  reflexes  were  nor- 
mal, and  sensation  was  not  affected.  The  left  pupil  showed  slight 
myosis  and  both  reacted  sluggishly  in  accommodation  and  to  light,  the 
defect  being  most  marked  with  regard  to  the  latter.     The  temperature- 
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on  the  left  side  was  330  G,  on  the  other  34  °  C.  This  latter  side  showed 
no  apparent  diminution  in  muscular  volume,  but  the  dynamometer  re- 
vealed considerable  weakness. 

The  patient  soon  began  to  have  difficulty  in  deglutition  and  phona- 
tion,  with  some  pain  in  the  pharynx,  and  a  retropharyngeal  abscess 
was  found  and  evacuated.  Eight  days  later  the  same  procedure  again 
became  necessary.  In  his  differential  diagnosis,  the  author  excludes 
torticollis,  rheumatism,  'progressive  muscular  atrophy  and  syringo- 
myelia, and  believes  the  condition  to  be  one  of  hypertrophic  pachy- 
meningitis, due  .to  suboccipital  spinal  caries.  The  question  of  a  meta- 
static process  following  the  primary  growth  in  the  neck  is  not  even 
alluded  to.  J.  W.  Courtney. 

2l6.  QUELQUES     CONTRIBUTIONS  A  L'ETUDE  DU  SOMMEIL  CHEZ  LES     SAINS 

d'esprit  et  chez  les  alien£s  (Sleep  in  the  Sane  and  in  the  In- 
sane).    Pilcz  (Annales  medico-psychologique.    Jan.,  1899,  p.  1). 

During  the  past  five  years  the  author  has  been  observing  this  con- 
dition, and  concludes  that  the  soundness  of  sleep  for  many  of  the  insane 
is  similar  to  that  found  in  normal  people,  and  that  this  soundness  of 
sleep  is  closely  correlated  with  dream  states.  The  more  profound  the 
sleep,  the  less  liability  to  dreams ;  in  less  profound  sleep,  the  dreams 
take  on  the  character  of  old  associations  and  old  ideas,  whereas  in  light 
sleep,  new  impressions  gain  entrance  into  the  mental  processes  and  in- 
fluence the  character  of  the  dream.  The  author  holds  that  the  delusions 
of  the  insane  are  rarely  reproduced  in  their  dreams.  Jelliffe. 

217.  Ueber  hereditaren  tremor  (On  Hereditary  Tremor).  Graup- 
ner  (Deutsches  Arch.  f.  klin.  Med.;  64,  1899.     Festschrift). 

The  history  of  a  neuropathic  family  is  here  given.  Three  of  six 
sisters  were  affected  in  middle  life  with  a  marked  intention  tremor ;  in 
one  of  these  choreic  movements  of  the  facial  musculature  were  also 
manifest.  A  daughter  of  one  of  these  patients  was  affected  from  early 
childhood  by  a  tremor  of  the  upper  extremities,  and  was  subject  to  much 
muscular  weakness  on  very  slight  exertion.  The  author  suggests  the 
relationship  of  the  cases  described  by  him  to  Huntington's  chorea. 

Jelliffe. 

218.  A  Case  of  Brain  Tumor  at  the  Base  of  the  Second  Left  Frontal 
Convolution.  H.  C.  Gordinier  (Am.  Journ.  Med.  Sciences,  117, 
1899,  p.  526). 

Gordinier  here  presents  a  case  of  unusual  interest,  which  seems  to 
show  that  there  exists  at  the  base  of  the  second  left  frontal  convolution, 
for  right-handed  persons,  a  cortical  center  for  writing  analogous  to  the 
cortical  center  for  motor  speech.  A  like  center  for  the  other  side  prob- 
ably exists.  Destruction  of  this  center  produces  pure  motor  agraphia 
without  aphasia,  and  with  no  paralysis  of  the  arm.  The  case  should  be 
consulted  in  the  original.  Jelliffe. 

THERAPY. 

219.  On  the  Physiological  Action  of  Choline  and  Neurine. 
F.  W.  Mott  and  W.  D.  Halliburton  (British  Medical  Journal, 
1899,  March). 

The  cerebro-spinal  fluid  removed  from  cases  of  brain  atrophy,  par- 
ticularly from  cases  of  general  paralysis  of  the  insane,  produces 
when  injected  into  the  circulation  of  anesthetized  animals    a    fall    of 
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arterial  blood  pressure,  with  little  or  no  effect  on  respiration.  This 
pathological  fluid  is  richer  in  proteid  matter  than  the  normal  fluid,  and 
among  the  proteids,  nucleo-proteid  is  present.  The  fall  of  blood  pres- 
sure is,  however,  due  not  to  proteid,  nor  to  inorganic  constituents,  but 
to  an  organic  substance  which  is  soluble  in  alcohol.  This  substance  is 
precipitable  by  phospho-tungstic  acid,  and  by  chemical  methods  was 
identified  as  choline. 

The  nucleo-proteid  and  choline  doubtless  originate  from  the  dis- 
integration of  the  brain  tissue,  and  their  presence  indicates  that  possi- 
bly some  of  the  symptoms  of  general  paralysis  may  be  due  to  auto- 
intoxication ;  these  substances  pass  into  the  blood,  for  the  cerebro- 
spinal fluid  functions  as  the  lymph  of  the  central  nervous  system.  The 
authors  have  identified  choline  in  the  blood  removed  by  venesection  from 
these  patients  during  the  convulsive  seizures  which  form  a  prominent 
symptom  in  the  disease. 

Normal  cerebro-spinal  fluid  does  not  contain  nucleo-proteid  or  cho- 
line ;  or,  if  these  substances  are  present,  their  amount  is  so  small  that 
they  cannot  be  identified.  Normal  cerebro-spinal  fluid  produces  no  ef- 
fect on  arterial  pressure;  neither  does  the  alcoholic  extract  of  normal 
blood  or  of  ordinary  dropsical  effusions. 

The  presence  of  choline  in  the  pathological  fluids  will  not  explain 
the  symptoms  of  general  paralysis ;  for  instance,  it  will  not  account  for 
the  fits  just  referred  to.  Its  presence,  however,  is  an  indication  that 
an  acute  disintegration  of  the  cerebral  tissues  has  occurred.  If  other 
poisonous  substances  are  also  present,  they  have  still  to  be  discovered. 

Neurine,  an  alkaloid  closely  related  to  choline,  is  not  present  in  the 
fluid ;  its  toxic  action  is  much  more  powerful,  and  its  effects  differ  con- 
siderably from  those  of  choline. 

Physiological  Action  of  Choline.  _ 

The  fall  of  blood  pressure  caused  by  choline  is  in  some  measure 
due  to  its  action  on  the  heart,  but  is  mainly  produced  by  dilatation  of  the 
peripheral  vessels,  especially  in  the  intestinal  area.  The  action  on  the 
splanchnic  vessels  is  due  to  the  direct  action  of  the  base  on  the  neuro- 
muscular mechanism  of  the  blood  vessels  themselves;  for  after  the  in- 
fluence of  the  central  nervous  system  has  been  removed  by  section  of 
the  soinal  cord,  or  of  the  splanchnic  nerves,  choline  still  causes  the  typ- 
ical fall  of  blood  pressure.  The  action  of  peripheral  ganglia  was  in 
other  experiments  excluded  by  previous  intravenous  injection  of  a  so- 
lution of  nicotine.  Section  of  the  vagi  produces  no  effect  on  the  results 
of  injecting  choline.  The  effect  of  choline  soon  passes  off,  and  the  blood 
pressure  returns  to  its  previous  level. 

Physiological  Action  of  Neurine. 

The  doses  employed  varied  from  1  c.cm.  of  0.1  per  cent,  solu- 
tion.    These  were  injected  intravenously. 

Neurine  produces  a  fall  of  arterial  pressure,  followed  by  a  marked 
rise,  and  a  subsequent  fall  to  the  normal  level.  Sometimes,  especially 
with  small  doses,  the  preliminary  fall  may  be  absent.  Sometimes,  es- 
pecially with  large  doses,  by  which  presumably  the  heart  is  more  pro- 
foundly affected,  the  rise  is  absent.  The  effect  of  neurine  on  the  heart 
of  both  frog  and  mammal  is  much  more  marked  than  is  the  case  with 
choline ;  in  the  case  of  both  choline  and  neurine,  the  action  on  the  frog  s 
beart  is  antagonized  by  atropine. 

The  slowing  and  weakening  of  the  heart  appear  to  account  for  the 
preliminary  fall  of  blood  pressure ;  in  some  cases  this  is  apparently  com- 
bined with  a  direct  dilating  influence  on  the  peripheral  vessels.  The 
rise  of  blood  pressure  which  occurs  after  the  fall  is  due  to  the  constric- 
tion of  the  peripheral  vessels,  evidence  of  which  was  obtained  by 
-the  use  of  oncometers  for  intestine,  spleen,  and  kidney.     After  the  in- 
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iluence  of  the  central  nervous  system  has  been  removed  by  section  of 
the  spinal  cord,  or  of  the  splanchnic  nerves,  neurine  still  produces  its 
typical  effects.  After,  however,  the  action  of  peripheral  ganglia  has 
been  cut  off  by  the  use  of  nicotine,  neurine  produces  only  a  fall  of  blood 
pressure.  It  therefore  appears  that  the  constriction  of  the  vessels  is  due 
to  the  action  of  the  drug  on  the  ganglia ;  in  this,  it  would  agree  with 
nicotine,  coniine,  and  piperidine.  Section  of  the  vagi  produces  no  in- 
fluence on  the  results  of  injecting  neurine.  In  animals  anesthetized 
with  morphine  and  atropine,  injection  of  neurine  causes  only  a  rise  of 
blood  pressure,  which  is  accompanied  with  constriction  of  peripheral 
vessels. 

Neurine  produces  no  direct  results,  so  far  as  could  be  ascertained, 
on  the  cerebral  blood  vessels.  Neurine  is  intensely  toxic  to  nerve  trunks 
(Dr.  Waller  and  Miss  Sowton).  It  produces  a  marked  effect  on  the 
respiration.  This  is  first  greatly  increased ;  but  with  each  successive 
dose  the  effect  is  less,  and  ultimately  the  respiration  becomes  weaker 
and  ceases  altogether.  The  animal  can  still  be  kept  alive  by  artificial 
respiration. 

The  exacerbation  of  respiratory  movements  will  not  account  for 
the  rise  of  arterial  pressure ;  the  two  events  are  usually  not  synchronous, 
and  an  intense  rise  of  arterial  pressure — due,  as  previously  stated,  to 
contraction  of  peripheral  blood  vessels — may  occur  when  there  is  little 
or  no  increase  of  respiratory  activity,  or  during  artificial  respiration. 

As  confirmatory  of  Cervello's  statement  that  neurine  acts  like  curare 
on  the  nerve  endings  of  voluntary  muscle,  and  to  which  he  attributes 
the  cessation  of  respiration,  it  may  be  mentioned  that  after  on  animal 
has  been  poisoned  with  neurine,  asphyxiation  causes  little  or  none  of  the 
usual  convulsions. 

It  should  be  mentioned  that  in  the  case  of  brain  atrophy  referred  to 
the  cerebro-spinal  fluid  was  removed  soon  after  death.  Since  then  the 
authors  have  had  the  opportunity  of  examining  two  specimens  removed 
during  life  bv  lumbar  puncture,  and  the  results  corroborate  the  con- 
clusions previously  arrived  at.  Patrick. 

220.  On  the  Treatment  of  Abdominal  Palpitations.    Sir  Willough- 

by  Wade  (British  Medical  Journal,  No.  2007;  June  17th,  1899,  p. 

1450- 

This  well  known  disorder,  most  common  in  women,  but  not  in- 
frequent in  men,  is  in  all  cases  unpleasant,  often  distressing,  and  in 
some  instances  painful,  so  much  so  that  patients  are  most  grateful  for 
relief.  Palpation  of  the  abdomen  during  an  attack,  and  often  in  the 
intervals,  reveals  an  abnormally  forcible  pulsation  of  the  abdominal 
aorta.  From  theoretical  and  practical  considerations,  it  seemed  to  the 
author  that  the  cause  was  to  be  found  in  a  state  of  high  arterial  ten- 
sion, and  he  considered  that  nitroglycerine  would  be  the  logical 
remedy.  He  says  that  his  surmise  proved  to  be  correct  on  trial,  but 
he  has  apparently  tried  it  in  but  few  cases.  He  administers  one  two- 
hundredth  of  a  grain  every  night  and  finds  that  although  the  sup- 
posedly increased  tension  in  the  abdominal  aorta  is  diminished,  the 
pulse  at  the  wrist  is  at  once  rendered  more  full  and  forcible. 

Several  cases  are  adduced  in  support  of  the  treatment,  but  they  ap- 
pear to  the  reviewer  to  fall  somewhat  short  of  constituting  invulner- 
able evidence.  Patrick. 


icwSt  g^leurs. 


Die  psychiatrische  Klinik  zu  Giessen.  Ein  Beitrag  zur  praktischen 
Psychiatrie  von  Dr.  A.  Dannemann,  Oberarzt  der  Klinik  Mit 
einem  Vorwort  von  Prof.  Dr.  Sommer,  Director  der  Klinik  mit 
zwolf  Grundnssen.     Verlag  von  S.  Karger,  Berlin,  1899,  pp.  120. 

The  reviewer  has  read  the  book  and  also  visited  this  new  psycho- 
pathic hospital  during  this  summer's  vacation;  so  that  he  may  speak 
with  some  enthusiasm  of  the  institution  and  the  brochure  which  de- 
scribes it.  All  the  German  university  towns  now  have  a  psychopathic 
hospital,  a  psychiatric  clinic,  with  the  single  exception  cf  Kiel.  The 
plans  are  already  made  for  one  at  Kiel,  however,  and  a  year  or  two 
from  now  will  see  a  clinic  of  the  same  order  there,  modeled  upon  the 
one  at  Halle.  This  at  Giessen  is  as  yet  the  newest  in  Germany.  It 
was  completed  and  opened  for  patients  in  1896.  There  is  room  for 
about  100  patients  in  eight  villas,  four  for  each  sex.  The  patients  are 
separated  into  private,  quiet,  restless  and  disturbed  classes,  and  a  villa 
provided  for  each  class.  In  addition  to  these  buildings  for  patients, 
there  is  a  central  kitchen  building,  a  cottage  for  the  director,  and  the 
central  or  administration  building,  making  in  all  eleven  separate 
structures.  These  are  symmetrically  arranged  in  pleasant  gardens 
without  fences.  The  central  building  is  perhaps  most  interesting  to  the 
neurologist  and  alienist,  since  it  is  here  that  Prof.  Sommer  carries  out 
such  investigations  as  he  describes  in  the  volume  recently  issued  by 
him,  entitled  "Lehrbuch  der  Psychopathologischen  Untersuchungs 
Methoden."  In  this  building  are  the  administration  offices,  clinical  au- 
ditorium, out-door  department  or  dispensary,  autopsy  room,  patho- 
logical laboratory,  chemical  laboratory,  psychophysical  laboratory,  pho- 
tographic room,  library,  workshop  for  the  manufacture  of  mechanical 
and  scientific  apparatus,  and  rooms  for  the  assistant  physicians. 
Giessen  is  a  town  of  only  fifteen  or  sixteen  thousand  inhabitants,  and 
the  value  of  land  is  not  great,  so  that  the  psychopathic  hospital  was  en- 
abled to  expand  over  a  considerable  area.  When  we  come  to  build 
such  clinics,  as  we  needs  must  do  ere  long,  or  be  left  out  of  the  current 
of  progress,  we  shall  have  less  space,  especially  in  our  large  cities,  but 
the  same  end  can  be  attained  by  compressing  our  psychopathic  institute 
into  one  building.  I  have  no  doubt  that  we  shall  surpass  Germany 
when  we  once  begin  this  reform,  at  least  in  structural  arrangements, 
if  not  in  devotion  to  the  scientific  side  of  morbid  psychology.  The  scien- 
tific part  will  develop  later,  when  we  have  the  stimulus  of  chairs  of 
psychiatry  in  our  medical  colleges  and  of  psychiatric  clinics  and  labora- 
tories. Those  who  are  interested  in  insanity,  in  the  best  methods  of 
care  of  the  insane,  and  in  the  means  and  methods  of  investigation, 
should  read  this  book,  and  have  it  at  hand  when  they  are  called  upon 
to  suggest  plans  for  the  psychopathic  hospitals  which  are  about  to  be 
erected  in  many  of  our  university  towns. 

Frederick  Peterson. 

A  Text  Book  of  Mental  Diseases,  with  Special  Reference  to  the 
Pathological  Aspects  of  Insanity.  By  W.  Bevan  Lewis, 
F.R.C.P.  (Lond.),  M.R.C.S.  (Eng.),  Medical  Director  West 
Riding  Asylum,  Wakefield;  Lecturer  in  Mental  Diseases  at  the 
Yorkshire  College ;  Examiner  in  Mental  Diseases  to  the  Victoria 
University.  Second  Edition.  P.  Blakiston  &  Co.,  Philadelphia, 
1899. 

Bevan  Lewis'  "Mental  Diseases"  has  in  a  peculiarly  attractive  sense 
occupied  a  foremost  rank  in  the  literature  of  psychiatry.     For  the  Eng- 
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lish  reading  student  it  has  been  one  of  the  most  comprehensive  of 
treatises,  and  in  its  pathological  features  it  may  be  claimed  with  jus- 
tice that  it  contained  the  most  exhaustive  and  complete  summary  that 
could  be  obtained,  apart  from  serial  publication  literature  or  special 
monographic  treatments.  Bearing  in  mind  the  manifest  difficulties  in 
book  making,  from  a  publishers'  standpoint,  and  when  second  editions 
are  involved,  it  may  be  stated  that  the  present  volume  is  a  fairlv  com- 
plete working  over  of  the  first  edition,  now  some  ten  years  old,  though 
the  book  is  not  by  any  means  a  new  one,  nor  has  the  recasting  been 
done  in  a  systematic  way,  but  obtains  more  thoroughly  in  some  places 
than  in  others. 

The  general  method  of  arrangement  remains  the  same.  The  book 
is  divided  into  three  sections:  Part  I,  Anatomical  and  Histological  Sec- 
tion. Part  II,  Clinical  Section.  Part  III,  Pathological  Section.  In 
part  I,  the  histology  of  the  cerebral  cortex  has  been  more  thoroughly 
treated  than  in  the  first  edition,  and  for  the  size  of  the  volume,  a  fairly 
complete  summary  of  present  day  knowledge  of  the  structure  of  the 
ganglion  cells  is  given.  The  illustrations  are  augmented  by  a  few  Golgi 
preparations,  but  the  author  has  not  given  any  place  for  the  more  recent 
histological  details  of  the  ganglion  cells  proper.  The  summary  seems 
to  bear  the  stamp  of  literary  culling  rather  than  of  actual  work  done  with 
the  newer  histo-chemical  methods;  the  aniline  blue  black  method  still 
remains  the  piece  de  resistance.  The  only  good  cytological  illustration 
is  from  Lenhossek,  of  the  spinal  ganglion  cell,  so  widely  copied  by  all 
writers.  , 

Section  II  on  the  clinical  features  remains  much  the  same  as  in  the 
first  edition.  It  is  one  of  the  best  and  most  complete,  possessing  clearness 
and  terseness  in  description,  if  lacking  the  philosophic  charm  of  Mauds- 
ley.  There  is  such  a  broad  ground  for  logical  differences  in  point  of 
view  regarding  the  classification  of  mental  diseases,  that  little  need  be 
said  in  praise  or  condemnation  of  any  particular  method  of  grouping 
the  symptom  complexes,  yet  in  the  author's  treatment  of  the  various 
types  of  delusional  insanities,  monomanias,  paranoias,  and  allied 
psychoses  under  the  general  term  of  "Mental  Enfeeblement"  we  lack 
the  usual  perspicacity  of  a  good  general  grouping.  The  subject  matter 
of  the  clinical  section  has  not  been  materially  altered,  and  we  miss,  what 
to  us  are  cardinal  points  in  the  development  of  new  conceptions  regard- 
ing the  psychological  aspects  of  mental  states,  any  reference  to  the 
works  of  hosts  of  contemporary  alienists,  notably  Kraepelin,  Ziehen, 
Mendel  and  Krafft-Ebing. 

In  the  section  on  pathology  the  evident  lack  of  attention  to  the  work 
of  others  produces  a  marked  blemish  in  a  book  of  this  char- 
acter. The  illustration  of  the  animal  "that  went  into 
his  hole  and  then  drew  it  in  after  him,"  is  not  alto- 
gether inappropriate  for  the  insularity  displayed  by  the  au- 
thor in  his  treatment  of  the  pathology  of  the  nervous  system.  We  have 
carefully  gone  over  the  whole  ground  and  fail  to  find  any  recognition, 
save  for  a  few  foot-note  references,  of  later  day  performances  of  real 
merit  bearing  on  the  general  subject;  and  we  cannot  feel  that  justice  has 
been  done  to  the  subject  or  to  the  reader  in  offering  a  section  so  mark- 
edly one-sided,  so  lacking  in  the  recognition  of  much  knowledge  done 
by  scores,  even  hundreds  of  other  observers,  and  so  bound  down  with 
the  weight  of  the  importance  of  a  dominant  idea,  the  "scavenger  cell." 
For  a  summary  of  our  present  day  knowledge  of  the  pathology  of  the 
nervous  system  in  insanity  the  present  section  is  far  from  satisfactory. 
Whether  author  or  publisher  is  responsible  for  this  show  of  stagnation 
of  ideas  we  do  not  presume  to  decide,  but  certainly  it  would  seem  to 
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show,  in  science,  an  insularity,  if  not  aloofness  from  contemporary 
thought,  so  frequently  commented  on  of  Englishmen  in  other  spheres  of. 
work. 

The  mechanical  get-up  of  the  book  is  all  that  could  be  desired,  and 
were  the  work  permeated  with  conceptions  of  a  later  date  that  have 
been  tried  and  found  true,  it  would  remain  the  classic  that  it  has  de- 
servedly been.  Jelliffe. 


Nervous  and  Mental  Diseases.  By  Archibald  Church,  M.D.,  Pro- 
fessor of  Clinical  Neurology  and  of  Mental  Diseases  and  Medical 
Jurisprudence  in  the  Northwestern  University  Medical  School 
(Chicago  Medical  College);  Professor  of  Neurology  in  the  Chi- 
cago Policlinic;  Neurologist  to  St.  Luke's  Hospital,  Chicago,  etc.; 
and  Frederick  Peterson,  M.D.,  Clinical  Professor  of  Mental  Dis- 
eases in  the  Woman's  Medical  College,  New  York;  Chief  of 
Clinic,  Nervous  Department,  College  of  Physicians  and  Surgeons, 
New  York.  With  305  Illustrations.  W.  B.  Saunders,  Philadel- 
phia, 1899. 

There  is  no  doubt  that  in  the  present  instance  the  authors  mod- 
est claim  of  a  carefully  prepared  text-book  is  fully  borne  out.  Text- 
books conform  in  their  general  scope  to  the  multifarious  types  of  those 
who  may  use  them.  Some  are  written  down  to  the  low  level  of  quiz 
compendianism,  others  shoot  far  above  the  average  student's  knowl- 
edge, if  not  his  actual  brain  capacity  to  utilize  the  facts;  a  third  class 
of  book,  to  which  this  conforms  in  high  degree,  is  one  that  gives  the 
student  a  carefully  arranged  series  of  facts,  sufficiently  extensive  and 
aptly  descriptive  to  conform  to  most  types  of  disease  with  which  he,  as 
a  student,  and  later,  as  a  general  practitioner,  is  liable  to  meet  and  be 
called  upon  to  diagnose  and  treat  in  this  special  line.  There  are  some 
very  commendable  features  in  these  treatises,  for  each  part  of  the  work 
is  sponsored  by  the  respective  authors,  rather  than  its  being  a  con- 
glomerate. In  the  opening  chapters  of  Dr.  Church's  part  on  neu- 
rology, the  chapters  on  methods  of  examination  are  very  full,  practi- 
cal and  well  illustrated.  The  usually  extensive  and  often  cumbersome 
chapters  on  the  anatomy  of  the  nervous  system  are,  and  wisely,  we 
believe,  omitted,  and  a  feature  of  prominence  is  the  transferral  of 
such  anatomical  matter  to  its  discussion  in  resume  under  each  disease. 
Thus,  the  anatomy  of  the  fifth  nerve  is  briefly  taken  up  under  diseases 
of  that  nerve;  the  general  morphology  of  the  brain,  with  cerebral  local- 
ization and  brain  lesions.  This  serves  to  give  the  reader  a  clearer 
picture  than  if  he  should  have  to  look  up  the  anatomy  of  a  region  from 
insufficient  data  in  opening  chapters  of  a  text-book,  or  from  Gray  or 
Quain  or  Morris,  with  its  elaborate  fulness. 

The  descriptions  of  the  various  diseases  are  unusually  terse  and 
characteristic. 

Dr.  Peterson's  part  of  the  work  upon  mental  diseases  embraces 
in  part  matter  already  published  by  this  writer  in  medical  periodicals. 
The  author's  chapter  upon  the  so-called  stigmata  of  degeneration  is 
excellent,  both  in  regard  to  subject  matter  and  illustration;  it  probably 
forms  the  best  text-book  exposition  of  this  subject  of  our  day  for  the 
busy  practitioner. 

The  classification  and  description  of  the  different  varieties  of  in- 
sanity are  very  well  and  clearly  given.  Notwithstanding  the  present 
prevalent  belief  that  the  best  possible  clinical  pictures  of  the  insanities 
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have  been  published,  we  see  much  that  is  to  be  highly  commended  in 
the  author's  presentation  of  epileptic  insanity,  and  especially  in  the 
forceful  delineation  of  paranoia. 

The  chapter  on  idiocy  and  imbecility  is  undoubtedly  the  best  that 
has  been  given  us  in  any  work  of  recent  date  upon  mental  diseases. 
The  photographic  illustrations  of  this  part  of  Dr.  Peterson's  work 
leave  nothing  to  be  desired.  Jelliffe. 

The  Bulletin  of  the  Ohio  Hospital  for  Epileptics.  Vol.  I,  Nos.  2 
and  3.  July  and  December,  1898.  Published  by  the  Hospital,  Gal- 
lipolis,    Ohio. 

The  first  number  of  the  Bulletin  from  the  Ohio  Hospital  for  Epi- 
leptics was  evidence  of  good  work  done  in  that  institution,  and  the  vol- 
ume before  us  now  confirms  the  favorable  impressions  created  by  the 
first  appearance  of  the  periodical.  Dr.  Rutter,  the  manager  of  the  hos- 
pital, writes  a  short  and  interesting  analysis  of  the  statistics  of  the  hos- 
pital since  its  opening,  in  1893,  to  the  present  time,  but  the  book  is  es- 
sentially the  work  of  the  pathologist,  Dr.  Ohlmacher.  Anyone  familiar 
with  the  details  of  pathological  study  will  recognize  at  a  glance  that 
these  papers  are  the  result  of  much  careful  work,  of  thought,  of  long 
hours  spent  with  the  microscope,  and  of  extensive  reading.  While,  there- 
fore, we  may  not  all  be  prepared  to  accept  Dr.  Ohlmacher's  views,  we 
may  read  his  statements  ,vdth  respectful  attention,  and  with  the  willing- 
ness to  be  convinced. 

Dr.  Ohlmacher  has  been  in  charge  of  the  pathological  laboratory  of 
the  hospital  for  a  little  over  two  years,  and  during  this  time  necropsies 
have  been  held  on  twenty-five  epileptic  patients.  A  valuable  patholog- 
ical material  has  thus  been  collected.  The  lymphatic  constitution,  from 
his  studies,  acquires  an  importance  in  epilepsy  that  it  has  not  previously 
received  from  the  pen  of  any  other  writer.  When  his  first  report  on  this 
subject  was  published,  not  quite  two  years  ago,  he  was  unable  to  find  any 
reference  to  similar  observations.  Dr.  Ohlmacher  approaches  this  sub- 
ject in  the  spirit  of  a  scientist.  He  says:  "I  am  willing  to  have  all  these 
observations  received  with  scientific  conservatism,  or  even  skepticism,  if 
need  be." 

Let  us  look  at  what  Dr.  Ohlmacher  has  really  demonstrated.  He 
has  reported  five  additional  cases  (three  previously  published)  of  gen- 
uine grand  mal  with  prominent  evidences  of  the  lymphatic  constitution. 
These  were  the  most  typical  examples  of  "idiopathic"  epilepsy  in  nine- 
teen epileptics  examined  after  death.  The  remaining  fourteen  cases  in- 
cluded examples  of  secondary  epilepsy,  epileptiform  convulsions  of 
idiocy,  infantile  paralysis,  etc..  not  to  be  included  with  primary  grand 
mal :  and  of  genuine  enileptic  insanity  with  death  after  gradual  wasting 
where,  presumably,  the  once  present  adenopathies  of  the  lymphatic 
dvscrasia  had  atrophied  and  disappeared.  The  most  prominent  anom- 
aly in  these  five  cases  was  a  persistent  thymus,  with  other  evidences  of 
the  lympathic  constitution;  in  three  of  these  cases  signs  of  rachitis, 
and  in  four  of  thyroid  disease,  were  present. 

Dr.  Ohlmacher  has  attempted  to  convince,  the  most  skeptical  that 
the  morbid  anatomv  of  the  lymphatic  constitution  is  associated  with 
idiopathic  grand  mal  in  the  majority,  if  not  all.  cases  which  exhibit  the 
tvpical  characteristics  of  this  form  of  epilepsy,  but  he  does  not  attempt 
to  explain  to  us  the  nature  and  origin  of  this  lymphatic  constitution  and 
the  manner  in  which  it  acts.  He  admits  that  in  his  former  paper  the  lib- 
erty of  speculation  with  only  three  cases  as  support  for  his  conclusions 
may  have  been  abused ;  now  that  he  has  the  pathological  findings  in  eight 
cases,  his  opinions  have  more  basis.    He  desires  to  show  a  morphological 
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and  clinical  resemblance  between  genuine  epilepsy,  rachitis,  eclampsia  in- 
fantilis, thymic  asthma  and  thymus  sudden  death,  tetany,  and  possibly 
exophthalmic  goiter;  and  -the  common  basis  of  these  affections  is  the 
lymphatic  constitution.  We  do  not  find  any  distinct  statements  in  regard 
to  the  cases  of  petit  mal.  Are  these  also  dependent  on  the  lymphatic 
constitution?  The  inference  would  be  that  they  are,  as  in  many  in- 
stances petit  mal  later  develops  into  grand  mal.  According  to  Ohl- 
macher,  the  anomalies  of  the  lymphatic  constitution  may  disappear  in 
some  cases  of  idiopathic  epilepsy,  either  by  the  growth  changes  of  ma- 
turity, or  by  the  wasting  from  prolonged  debility. 

It  is  important  to  have  clearly  in  mind  the  essential  features  of  the 
lymphatic  constitution;  these  are,  the  persistent  and  enlarged  thymus, 
the  general  lymphadenoid  hyperplasia,  the  arterial  hypoplasia,  evidences 
of  old  rachitis,  the  involvement  possibly  of  the  bone  marrow,  and  pos- 
sibly the  alteration  of  the  thyroid. 

This  seems  to  be  a  clear  and  correct  presentation  of  Ohlmacher's 
views.  Has  he  shown  any  relation  of  cause  and  effect  between  the  lym- 
phatic constitution  and  idiopathic  epilepsy?  It  seems  merely  that  in 
eight  cases  which  he  regarded  as  the  most  typical  of  idiopathic  epilepsy 
this  constitution  was  present.  Back  of  this  constitution  there  may  be 
still  another  cause  which  produces  both  the  lymphatic  constitution  and 
the  manifestations  of  idiopathic  epilepsy.  This  possibility  was  evident- 
ly present  in  Dr.  Ohlmacher's  mind,  as  he  employs  the  words  "associ- 
ated with"  in  speaking  of  the  constitution  and  the  epilepsy.  His  main 
attempt  has  been  to  emphasize  the  association  of  the  morbid  anatomy 
of  the  "status  lymphaticus"  and  epilepsy. 

Ohlmacher's  studies  will  awaken  interest  in  the  subject  he  has  so 
ably  presented,'  and  we  shall  not  wait  long  for  confirmation  or  refuta- 
tion of  his  views.  Epilepsy,  unfortunately,  is  widespread,  and  the  ne- 
cropsies are  not  very  rare.  We  shall  doubtless  have  some  further  obser- 
vations from  pathologists  on  the  lymphatic  constitution  in  epilepsy,  and 
the  findings  in  a  larger  number  than  eight  cases  will  permit  more  cer- 
tainty in  forming  conclusions. 

In  another  paper  we  have  the  description  of  two  cases  of  cerebral 
tumor.  Ohlmacher  enters  into  a  discussion  concerning  the  relation  of 
the  lymphatic  constitution  to  cerebral  glioma.  His  words  are  so  strik- 
ing that  they  are  quoted :  "*  *  *  *  this  would  mean  that  gliosis 
and  glioma  are  the  neurogliar  tissue  changes  induced  by  a  lymphatic  poi- 
soning (in  which  the  thymus  perhaps  plays  the  dominant  role)  ;  that  the 
gliosis  of  epilepsy,  and  in  consequence  epilepsy  itself,  are  to  be  re- 
ferred back  to  a  similar  autotoxic  cause."  This  is  interesting  specula- 
tion, but  so  far  as  we  know  it  it  not  fact,  and  Ohlmacher  does  not  pre- 
sent it  as  such.  Are  we  quite  prepared  to  accept  this  hypothesis  ?  We 
need  more  than  the  occurrence  of  the  lymphatic  constitution  in  a  "goodly 
percentage  of  cases  of  idiopathic  epilepsy  where  gliosis  in  one  form  or 
another  is  also  present." 

In  one  of  the  cases  of  cerebral  glioma  ptosis  of  the  left  eyelid  was 
found.  This  condition  has  been  seen  before  in  cases  of  cerebral  tumor, 
and  Ohlmacher's  case,  like  the  others,  does  not  satisfactorily  explain  the 
phenomenon.  In  the  same  paper  the  close  resemblance  sarcoma  may 
bear  to  glioma  is  clearly  illustrated. 

A  few  shorter  papers  are  found  in  this  number  of  the  Bulletin,  to- 
gether with  the  description  of  an  interesting  case  which  has  been  de- 
scribed as  a  "pathological  museum,"  and  which  is  familiar  to  the  read- 
ers of  the  Journal  of  Nervous  and  Mental  Disease. 

Spiller. 
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RIGIDITY  OF  THE  SPINAL  COLUMN.* 
By  Philip  Zenner,  A.M.,  M.D., 

CINCINNATI. 

In  1893  Bechterew1  reported  three  cases  of  rigidity  and 
curvature  of  the  spine  with  peculiar  nervous  manifestations, 
considering  them  to  present  a  special  form  of  disease.  Whilst 
no  attention  had  hitherto  been  paid  to  this  subject  in  neuro- 
logical literature,  a  number  of  other  publications  was  called 
forth  by  that  of  Bechterew,  the  cases  being  alike,  at  least,  in 
the  presence  of  rigidity  of  the  spine,  though  how  far  they  all 
belong  in  the  same  category  of  disease  is  doubtful.  As  the 
matter  has  not,  so  far  as  I  know,  received  any  consideration  in 
American  neurological  literature,  I  wish  to  give  a  brief  review 
of  published  cases,  as  well  as  to  report  a  few  coming  under  my 
own  observation. 

Bechterew2  in  a  second  article  with  the  report  of  addi- 
tional cases,  gives  the  following  resume  of  the  symptoms  pre- 
sented: 

Complete,  or  nearly  complete  immobility  of  a  part  of,  or  the 
entire  spin. 

A  large  rounded  posterior  curvature  of  the  spine,  chiefly 
in  the  upper  dorsal  region.  The  head  appeared  to  be  pushed 
forward  or  sunken  while  the  part  of  the  spine  below  the  pos- 

*  Read  by  title  at  the  twenty-fifth  annual  meeting  of  the  Ameri- 
can Neurological  Association,  June   14  and  15,  1899. 

1 "  Steifigkeit  der  Wirbelsaule  und  ihre  Verkrummung  als  beson- 
dere  Erkrankungsform."     Neurol.  Centbl.,  1893,  p.  426. 

2  "Von  der  Verwachsung  oder  Steifigkeit  der  Wirbelsaule.' 
Deutsche  Zeitsch.  f.  Nervenheilkunde  Bd.,  xi.,  p.  327. 
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terior  curvature  was  straight,  the  normal  concavity  in  the  lum- 
bar region  being  absent. 

A  series  of  symptoms  that  ma)-  be  looked  upon  as  spinal 
root-symptoms,  present  to  a  varying  extent  in  different  cases, 
such  as  paresthesia  and  pains  in  the  extremities,  neck,  trunk 
and  spine;  in  a  few  cases,  cramp-like  contraction  especially  in 
the  extremities;  impaired  sensation  in  areas  supplied  by  the 
lower  cervical,  dorsal,  or  lumbar  nerves;  weakness  of  the  mus- 
cles of  the  neck,  trunk  and  extremities ;  and  usually,  slight 
atrophy  of  scapular  muscles ;  usually  little  or  no  pain  produced 
by  either  percussion,  or  attempted  movement,  of  the  spine. 

The  electrical  reaction  of  the  spinal  muscles  was  sometimes 
lessened  quantitatively,  but  not  otherwise  affected.  There  was 
some  flattening  of  the  chest,  and,  mostly,  abdominal  breathing. 
The  joints  of  the  extremities  were  only  occasionally  affected. 
The  disease  was  in  all  instances  slowly  progressive,  and,  while 
offering  no  hope  for  improvement,  did  not  appear  to  have  any 
direct  fatal  tendency.  His  patients  were  all  fifty  years  old  or 
more,  excepting  one  who  was  about  thirty-five.  Heredity  or 
trauma  appeared  to  be  the  cause  in  some  instances. 

Bechterew,  while  knowing  of  no  autopsies,  expressed  the 
opinion  that  there  was  progressive  ankylosis  of  the  spine,  in- 
volvement of  the  spinal  roots,  and  extension  of  the  inflamma- 
tory process  to  the  outer  layer  of  the  dura  and  the  surrounding 
connective  tissue. 

The  series  of  cases  reported  since  Bechterew's  have  mostly 
another  very  pronounced  condition,  ankylosis  of  the  hips.  In 
some  there  was  disease  also  of  other  joints.  In  his  second 
article  Bechterew  stated  that  the  only  other  report  similar  to 
his  own  with  which  he  was  acquainted  was  that  in  Oppenheim's 
text-book,  under  the  heading  arthritis  deformans  of  the  spine. 
According  to  the  latter  the  disease  is  attended  by  pain  in  the 
spine,  intensified  by  effort  to  move,  and  spinal  root-symptoms 
attributed  to  slow  compression  through  growth  of  bone  into 
the  vertebral  canal  such  as  intercostal,  brachial,  and  crural 
pains,  and  atrophic  paralyses.  The  disease  runs  a  chronic 
course,  with  remissions  and  exacerbations.  The  diagnosis  is 
based  on  arthritis  in  the  joints,  rigidity  of  a  large  part  of,  or  the 
entire  spine,  which  does  not  disappear  under  chloroform,  and 
the  spinal  root-symptoms. 
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In  the  same  journal  an  article  of  StriimpellV  appeared 
in  which  he  gives  a  clinical  picture  based  upon  three  cases  seen 
by  himself.  He  describes  the  disease  as  remarkable  and  pe- 
culiar, resulting  in  gradual  ankylosis  of  the  spine  and  hips, 
without  spinal  root-symptoms,  in  fact  with  almost  entire  ab- 
sence of  subjective  symptoms.  One  case  was  examined  under 
chloroform.  The  spine  remained  immobile.  Rotation  of  the 
hip,  which  was  only  slightly  movable,  produced  crepitation. 
The  spine  was  abnormally  straight,  instead  of  having  the  large 
kyphotic  curve  of  Bechterew's  cases.  The  muscles  along  the 
spine  appeared  abnormally  hard  and  atrophied.  His  patients 
were  between  thirty  and  forty  years  of  age.  He  says  he  knows 
of  no  autopsy  in  such  cases,  but,  on  account  of  the  crepitation 
of  the  hip  in  one  of  his  cases,  believes  that  there  is  a  chronic 
inflammatory  process  affecting  the  joints  of  the  vertebrae  as 
well  as  the  hip,  yet  is  in  doubt  whether  this  is  in  etiological 
relation  with  other  arthritic  processes. 

Baumler4  in  a  later  issue  of  the  same  journal  gives  a  brief 
account  of  a  case  seen  by  him  in  1873,  with  his  opinion  as  to 
the  nature  of  the  disease.  A  man  of  twenty-three  had  inflam- 
mation of  both  hip-joints  at  seventeen ;  the  lower  part  of  the 
spine  becoming  affected,  perhaps,  at  a  later  period.  When  seen 
by  Baumler,  in  addition  to  rigidity  of  the  spine  and  hips  and 
lessened  mobility  of  the  right  shoulder,  the  head  was  bent  for- 
ward, there  was  thickening  of  the  tissues  about  the  cervical 
spine,  and  the  patient  suffered  with  constant  pain  in  the  neck. 

Baumler  believes  that  the  state  of  the  spine  in  these  cases  is 
due  to  mechanical  causes.  He  says,  when  the  spine  of  normal 
individuals  is  held  long  in  one  fixed  position,  on  account  of  the 
occupation  or  the  like,  local  pain  and  tenderness  are  produced 
which  require  a  long  rest  for  their  removal.  He  thinks  that  in 
the  kind  of  cases  we  are  considering,  inflammation  of  the  hips 
or  of  part  of  the  spine,  and,  possibly  in  addition,  a  strained  po- 
sition due  to  the  special  occupation,  cause  the  as  yet  unaffected 
spine  to  be  held  in  a  fixed  position,  with  no  normal  wholesome 

3 ''  Bemerkung  iiber  die  chronische  ankylosirende  Entziindung 
der  Wirbelsaule  und  der  Huftgelenke."  Deutsche  Zeitsch.  f.  Nerven- 
heilkunde  Bd.,  xi.,  p.  338. 

*  "  Ueber  chronische  ankylosirende  Entziindung  der  Wirbelsaule.' 
Deutsche  Zeitsch.  f.  Nervenheilkunde  Bd.,  xii.,  p.  177. 
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play  of  the  parts.  As  a  result  there  are  firstly,  abnormal  circu- 
latory conditions,  congestion  in  the  immobile  parts,  and,  sub- 
sequently, from  the  presence  of  micro-organisms,  inflammation. 
In  his  own  case  the  patient  was  a  writer,  and  the  rigidity  of 
hips  and  larger  part  of  spine  required  a  constant  strained  po- 
sition of  the  cervical  spine — a  forcible  bending  over  in  order  to 
read  his  books — and  inflammation  about  the  cervical  spine  en- 
sued. After  a  long  rest  the  inflammation  and  pain  about  the 
neck  disappeared,  and  the  man  resumed  his  work,  though  the 
rigidity  remained.  Baumler  supposes  that  such  mechanical  in- 
fluences were  the  chief  features  in  Bechterew's  cases,  whilst  the 
same,  with  an  additional  inflammatory  concomitant,  would  ex- 
plain his  own  and  Strumpell's  cases.  In  others,  he  thinks  the 
condition  may  be  due  to  inflammation  alone. 

Marie5  reports  two  cases,  and  gives  as  characteristics  of 
the  disease,  complete  rigidity  of  the  spine,  with  more  or  less 
pronounced  ankylosis  of  the  hips  and  shoulders  (therefore 
"rhizomelique"),  the  small  joints  remaining  free.  In  his  cases 
the  hips  were  quite  ankylosed,  there  was  lessened  mobility  in 
shoulders  and  knees,  a  pronounced  rounded  posterior  curva- 
ture of  the  upper  half  of  the  spine,  the  lower  half  straight  with- 
out the  normal  concavity  in  the  lumbar  region;  there  were 
exostoses  on  the  sacrum  and  cervical  spine,  flattening  of  the 
chest  and  atrophy  of  muscles  in  the  dorsal  and  gluteal  regions. 

Mutterer6  reports  a  case  like  Marie's  in  the  condition  of 
the  spine,  hips  and  shoulders.  The  soft  parts  around  the  cer- 
vical spine  were  decidedly  hard,  long  muscles  of  the  back  flac- 
cid and  atrophied,  and  gluteal  muscles  atrophied.  The  knees 
were  swollen,  there  was  no  tenderness  over  the  vertebrae,  and 
nothing  abnormal,  exostoses,  etc.,  to  be  detected.  The  patient, 
a  man  of  fifty-eight,  was  often  kept  awake  at  night  by  shoot- 
ing pains  in  his  legs.  Otherwise  he  was  in  good  health.  His 
first  symptoms  were  pains  in  the  loins  eight  years  before. 
Four  years  later  there  was  some  rigidity,  shooting  pains  in  the 
legs  and  some  difficulty  of  walking.  The  rigidity  slowly 
passed  from  below  upwards,  the  cervical  region  being  last 
affected,  its  involvement  being  accompanied  by  severe  pain. 

5"Sur  le  spondylose  rhizomelique."  Rev.  de  Medecine,  April  10, 
1890. 

«"Zeitschr.  f.  Nervenheilkunde  Bd.,  xiv.,  p.  T44. 
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Popoff7  reports  a  case  in  a  man  of  twenty-three,  distin- 
guished from  the  other  reported  cases  in  its  rapid  development. 
The  disease  was  apparently  due  to  the  patient's  being  in  the 
water  five  hours  fishing.  The  same  evening  he  had  fever  and 
pain  in  the  loins  and  knees.  Within  two  months,  during  which 
time  there  was  pain  in  the  spine,  there  developed  the  condition 
of  the  spine  noted  in  Bechterew's  cases,  rigidity,  large  ky- 
photic curve  in  its  upper  half  and  absence  of  normal  convexity 
in  the  lumbar  region.  There  was  tenderness  over  the  spine, 
from  the  sixth  dorsal  to  the  third  lumbar  vertebra.  He  con- 
tinued to  have  occasional  pains  in  the  knees,  sides  and  spine. 
The  breathing  was  abdominal,  the  gait  weak  and  tremulous. 
Though  the  spine  was  rigid  the  head  could  be  moved  freely. 

This  case  is  unlike  the  others,  excepting  Bechterew's,  in 
the  freedom  of  the  joints.  But  during  his  illness  the  thumb  was 
swollen  and  painful  for  a  period  of  six  weeks,  and,  six  years 
prior  to  this  period,  the  patient  had  had  inflammation  of  the 
wrists  for  a  year,  terminating  in  permanent  ankylosis,  all  point- 
ing to  arthritic  tendencies. 

In  how  far  all  of  these  cases  belong  to  the  same  category 
of  disease  is  by  no  means  clear.  Bechterew  and  most  of  the 
other  authors  speak  of  the  absence  of  post-mortem  findings, 
but  Bechterew8  has  since  reported  the  death  from  pneu- 
monia of  one  of  his  cases,  and  the  post-mortem  examination. 
The  very  brief  report  of  this  examination,  under  society  pro- 
ceedings, merely  states  that  there  was  very  slight  mobility  of 
the  spine,  that  the  bodies  of  the  upper  dorsal  vertebrae  were 
grown  together  to  a  larger  or  smaller  extent,  that  there  were 
osteophytes  on  the  bodies  of  these  vertebrae,  and  that  there 
were  no  marked  changes  in  the  dura.  The  posterior  roots  of 
some  of  the  dorsal  nerves  were  degenerated.  There  was  a 
slight  grayish  discoloration  of  the  root  zones  of  the  posterior 
columns. 

We  may  gain  some  light  on  the  subject  from  surgical  lit- 
erature. 

Marsh9    mentions    a    case  of  Fagge  in  Guy's  Hospital  in 

7"  Ueber  die  Ankylose  der  Wirbelsaule."  Neurol.  Centbl.,  1899,  p. 
294. 

8 Neurol.  Centbl.,  Feb.  1,  1899,  p.  143. 

9  "  Rare  Forms  of  Bony  Ankylosis,"  Brit.  Med.  Journal,  June, 
1895,  Vol.  2,  p.  1087. 
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1874 — a  man  thirty-four  years  of  age.  A  year  prior  to  this 
time  the  spine  became  stiff  and  formed  a  rounded  curve.  The 
right  hip  became  ankylosed  subsequently.  The  patient  died 
of  chest  trouble. 

At  the  autopsy  there  was  found  ankylosis  of  the  right  hip, 
of  the  attachments  of  the  ribs  to  the  vertebrae,  as  well  as  com- 
plete ankylosis  of  the  arches,  spinous  and  articular  processes 
of  the  dorsal  vertebrae.  The  vertebrae  were  softened  so  that 
they  could  be  cut  with  a  knife.    The  spine  was  fragile. 

Marsh  states  that  bony  ankylosis  of  the  spine  is  common  in 
osteo-arthritis.  Such  specimens  are  to  be  found  in  every  large 
pathological  museum. 

The  union  results  from  the  direct  fusion  of  component 
bones,  as  in  Fagge's  case,  from  ossification  of  the  ligaments, 
or  from  the  formation  of  bony  buttresses  connecting  the  ad- 
joining vertebrae,  the  joints  remaining  unaffected.  Marsh 
states,  also,  that  all  large  museums  show  specimens  of  bony 
ankylosis  in  extreme  lateral  curvature,  the  vertebrae  being 
fused  together  in  the  concavity  of  the  curve. 

Koehler10  in  an  article  on  an  unusual  case  of  spondy- 
litis deformans,  describes  a  case  in  many  respects  like  the  fore- 
going. A  man  of  sixty-one,  six  years  prior  to  Koehler's  see- 
ing him,  noticed  some  stiffness  in  the  legs,  and,  soon  after- 
wards, in  the  spine.  The  mobility  of  the  knees  and  hips  be- 
came gradually  lessened,  their  movement  being  attended  by  a 
creaking  sound,  and  a  feeling  as  if  sand  were  in  them.  Move- 
ment of  the  head  was  attended  by  a  sense  of  cracking  in  the 
upper  cervical  vertebrae.  There  was  some  pain  on  attempted 
movement,  otherwise  scarcely  any  pain.  At  the  end  of  four 
years,  spine,  hips  and  knees  were  nearly  rigid.  At  this  time 
he  fell  on  the  floor  in  walking  and  broke  his  left  thigh  in  its 
upper  third.  He  had  been  in  bed  six  months  when  first  seen 
by  Koehler.  At  this  time  he  was  very  emaciated,  especially  in 
the  muscles  of  the  back,  which  required  a  very  strong  faradic 
or  galvanic  current  to  produce  contractions.  There  was  no 
tenderness  over  the  spine,  slight  lateral  curvature  in  the  dorsal 
region,  but  no  deformity.  The  head  could  be  turned  or  bent 
to  the  least  possible  extent.     Otherwise  the  entire  spine  from 

10  Charite  Annalen,  1887,  p.  619. 
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head  to  sacrum,  was  found,  under  chloroform,  to  be  as  rigid 
as  a  board.  On  examining  by  way  of  the  throat  there  was- 
found  to  be  a  number  of  irregular  swellings  of  the  size  of  beans 
on  the  sides  of  the  cervical  vertebrae.  Osteophytes  were  also' 
felt  upon  the  sacro-iliac  joints.  The  left  hip  was  totally  anky- 
losed.  The  right  hip  and  the  knees  were  very  slightly  mobile, 
their  movement  producing  crepitation. 

Koehler  gives  the  following  description  of  spondylitis  de- 
formans. The  intervertebral  disks  fibrillate  or  are  entirely  de- 
stroyed ;  sometimes  there  is  distinct  growth  of  new  cartilage. 
Furthermore,  supra-cartilaginous  exostoses  grow  on  the  rims 
of  the  vertebral  bodies,  in  part  in  stalactitic  form.  They  may 
become  united  with  like  growths  from  the  neighboring  verte- 
bra, forming  a  bony  clasp  which  connects  the  vertebrae  to- 
gether. Rarely  is  the  entire  rim  of  the  vertebra  involved  in  this 
process.  Usually  only  the  lateral  aspect,  or  only  one  side  is 
affected.  At  the  same  time  there  is  atrophy  of  the  body  of 
the  vertebra,  different  parts  being  affected  to  different  degrees, 
so  that  it  assumes  an  irregular  form  as  regards  height,  breadth 
and  depth,  and  as  a  result  there  may  be  strikingly  irregular 
curvature  of  the  spine.  At  the  same  time  the  ligaments  may 
undergo  a  bony  transformation.  This  deforming  inflammatory 
process  may  attack  single  vertebrae,  a  number  of  vertebrae,  or 
even  the  entire  spine. 

Koehler  quotes  Braun  as  giving  the  causes  of  spondylitis 
deformans  in  fifty-eight  cases — in  most  of  which  there  was  dis- 
ease of  only  a  few  vertebrae — as  follows:  Syphilis  3,  trauma  2, 
arthritis  deformans  3,  gout  4,  in  the  rest  chronic  rheumatism. 
Koehler  believes  in  his  own  case  the  presence  of  exostoses,  and 
appearance  of  the  joints  prove  that  the  disease  was  arthritis 
deformans,  notwithstanding  that  this  disease  almost  never  leads 
to  ankylosis.  The  ankylosis  of  the  left  hip  is  due,  in  his  opinion 
to  the  long  immobility  following  fracture  of  the  thigh. 

Before  commenting  further  on  the  disease,  I  will  add  the 
report  of  some  cases  of  my  own. 

Case  1.  M.  R.,  age  twenty-nine,  merchant.  His  father,  who 
suffered  with  diabetes,  died  of  obstruction  of  the  bowel  at 
fifty-eight.     His  brother  and  himself  are  color-blind.     No  his- 
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tory  of  rheumatism  in  the  family.  No  history  of  trauma.  Ex- 
cessive venery,  no  tobacco,  nor  alcohol. 

Nine  years  ago  he  had  gonorrhea.  There  was  a  suspicion 
at  the  time  of  the  presence  of  a  urethral  chancre,  but,  so  far 
as  he  knows  he  has  never  had  any  constitutional  symptoms  of 
syphilis.  He  gives  a  history  of  varied  pains  for  a  long  period 
of  time,  even  antidating  the  just  mentioned  venereal  disease. 
He  does  not  give  a  very  good  account  or  description  of  these 
pains,  but  he  has  had  at  times  pains  in  the  back,  in  the  neck, 
the  extremities,  and,  probably  is  never  for  a  long  period  al- 
together free  from  pain.  That  in  the  back  seems  to  have  been 
mostly  of  the  character  of  lumbago.  The  pain  of  which  he 
complains  most  is  of  a  severe  tearing  character  in  the  neigh- 
borhood of  the  right  loin,  coming  on  in  paroxysms,  and  oc- 
curring chiefly  at  night.  Such  paroxysms  of  pain  were  what 
especially  led  him  to  consult  me.  He  thinks  he  has  observed 
some  stiffness  of  the  back  for  five  years,  and  that  it  has  tended 
to  increase.  He  has  also  had  various  choreiform  symptoms ; 
for  eight  or  ten  years,  occasional  "tic"  of  eyelids;  for  a  year, 
occasional  "tic"  of  neck,  and  also  peculiar  noises  coming  from 
the  throat,  which  are  at  times  made  unconsciously,  again  as 
a  result  of  a  certain  sense  of  constraint.  Otherwise  he  has  al- 
ways enjoyed  excellent  health. 

The  examination  of  the  patient  apart  from  the  "tics"  just 
spoken  of,  reveals  nothing  abnormal,  excepting  in  what  relates 
to  the  spine.  The  latter  appears  to  be  quite  immobile,  except- 
ing the  upper  cervical  vertebrae.  The  head  can  be  rotated 
freely,  and  can  be  bent  backwards  and  forwards,  though  not 
quite  as  much  as  normally.  There  is  a  rounded  kyphotic 
curve  in  the  upper  dorsal  region,  but  probably  not  so  large  as 
that  depicted  by  Bechterew.  The  normal  concavity  in  the  lum- 
bar region  is  absent.  When  he  stands  the  shoulders  are  thrown 
a  little  backwards,  the  abdomen  and  knees  a  little  forwards,  the 
knees  slightly  flexed.  The  whole  attitude  is  that  of  a  peculiar 
bent-over  posture.  The  stiffness  of  the  trunk  and  all,  also 
gives  the  gait  a  peculiar  appearance.  The  muscles  of  the  back 
respond  normally  to  the  electric  current,  and  they  do  not  ap- 
pear abnormally  hard  or  atrophied.  There  is  no  tenderness 
over  the  spine.  The  patient  can  jump  on  his  heels  without 
producing  any  pain.  He  is  accustomed  to  walk  long  distances 
with  ease.  He  presents  a  few  symptoms  of  a  spastic  character. 
At  times  he  cannot  cross  the  knees  with  ease.  He  cannot 
fully  extend  the  knee  while  in  a  sitting  position,  apparently  on 
account  of  strong  contractions  of  the  hamstring  muscles.  Oc- 
casionally he  feels  a  sudden  contraction  of  the  muscles  of  the 
trunk  so  that  for  a  moment  he  cannot  straighten  the  bodv  as 
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well  as  usual.  He  always  has  observed  that  he  is  taller  in  the 
morning,  on  rising,  than  later  in  the  day. 

The  patient,  who  came  from  a  southern  city,  remained  under 
my  charge  for  several  months.  The  treatment  consisted  mainly 
in  maintaining  the  supine  position  for  several  hours  each  day, 
hot  applications  to  the  spine  during  that  time,  and  massage  of 
the  muscles.  He  suffered  more  or  less  with  pains,  mostly  of 
the  character  of  muscular  rheumatism,  but  not  severe.  He  had 
no  recurrence  of  the  paroxysms  of  severe  pains  from  which  he 
had  been  suffering.  His  general  health  remained  good.  When 
he  left,  the  rigidity  of  the  spine,  and  its  appearance  remained 
unchanged. 

Case  2.  M.  S.,  age  forty-four,  policeman.  A  sister  has  epi- 
lepsy. Much  addicted  to  tobacco,  not  to  alcohol.  Denies  syphi- 
lis, but  states  that  he  had  iritis  in  1892.  Has  been  married 
fifteen  years  and  has  healthy  children. 

In  1884,  when  his  duties  were  very  taxing,  and  he  was  sub- 
jected to  much  exposure,  he  was  laid  up  with  lumbago  for  six 
weeks.  In  1894  "caught  cold"  and  was  again  laid  up  with 
pains  in  his  back  and  a  stiff  back.  He  has  never  been  altogether 
well  since  the  latter  date.  His  chief  complaint  has  been  of  pain. 
This  pain  is  mostly  in  the  loins,  chiefly  on  the  left  side,  and  is 
only  felt  when  making  a  movement,  especially  if  trying  to 
arise  while  on  his  back.  He  says  he  awakes  with  pain  several 
times  in  the  night,  possibly  the  result  of  turning  in  his  sleep. 

As  in  the  first  case,  apart  from  what  relates  to  the  spine 
there  are  no  objective  symptoms,  the  muscular  strength,  cuta- 
neous and  muscular  sensation,  reflexes,  special  senses,  etc.,  be- 
ing normal.  He  presents  the  same  condition  of  the  spine:  im- 
mobility of  all  parts  excepting  the  upper  cervical  region,  and 
a  kyphotic  curvature  in  the  upper  dorsal,  and  lower  cervical 
region.  The  head  appears  pushed  forward,  though  not  droop- 
ing. The  movement  of  the  head  is  much  less  than  in  my  first 
case,  there  being  scarcely  any  lateral  movement,  and  little  flex- 
ion or  rotation.  The  kyphotic  curve  is  not  marked  and  the 
normal  lumbar  lordosis  not  altogether  lost.  The  man  was  ori- 
ginally six  feet  two  and  one-half  inches  in  height,  now  he 
measures  one  and  three-fourth  inches  less.  There  is  some  ten- 
derness over  the  vertebrae,  especially  the  lumbar,  but  greater 
tenderness  over  the  muscles  of  the  loins.  The  breathing  is  dis- 
tinctly abdominal.  Though  a  tall  man  the  measurements  of 
the  chest  show  only  one  inch  difference  between  forced  in- 
spiration and  forced  expiration. 

This  patient  was  also  under  observation  for  several  months, 
with  no  perceptible  change  excepting  that  the  tenderness  over 
the  spine  and  muscles  disappeared. 
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Case  3.  The  third  case  appears  to  be  altogether  different 
from  the  other  two.  The  patient  is  a  boy  sixteen  years  of  age, 
brought  to  me  to  examine  into  his  mental  condition.  He  had 
spasms  in  infancy,  and  has  always  been  somewhat  peculiar  in 
disposition.  It  is  needless  for  me  to  enter  here  into  a  considera- 
tion of  his  mental  condition.  Suffice  it  to  say  that  while  he  is 
honest  and  conscientious,  learns  easily,  has  a  good  memory, 
etc.,  he  has  many  mental  stigmata  of  degeneration ;  is  abnorm- 
ally sensitive,  stubborn,  given  to  violent  fits  of  anger,  slovenly 
to  the  point  of  indecency,  etc.  He  has  also  many  physical 
stigmata,  thick  lips,  prominent  ears,  strabismus,  very  awkward 
hands,  chest  pigeon-breasted,  etc.    He  is  also  a  somnambulist. 

He  has  a  large  kyphotic  curve  of  the  spine,  taking  in  the 
whole  dorsal  region.  There  is,  at  the  same  time,  no  mobility, 
or  very  little  of  the  entire  spine,  excepting  in  the  upper  cervi- 
cal and  lumbar  regions.  On  account  of  the  curvature  the  head 
is  pushed  forward,  but  it  is  freely  movable.  There  is  the  nor- 
mal lumbar  lordosis.  The  breathing  is  free  and  normal.  There 
is  no  tenderness  over  the  spine  or  back,  and  he  does  not  suffer, 
as  far  as  I  can  learn,  has  never  suffered,  with  pain  in  these 
parts.  T  could  not  obtain  any  satisfactory  history  of  how  long 
this  curvature  had  existed. 

The  feature  common  to  all  the  cases  mentioned  was  rigidity 
of  the  spine,  either  a  large  part  of,  or  the  entire  vertebral 
column  being  involved.  In  most  instances  the  ankylosis  af- 
fected also  the  costo-vertebral  joints,  indicated  by  the  abdomi- 
nal breathing.  The  large  kyphotic  curve  was  also  a  common 
feature,  though  absent  in  Striimpell's,  Baumler's,  and  Koehler's 
cases.  Koehler  believed  that  it  always  appeared  after  some 
time,  and  was  only  absent  in  his  own  case  on  account  of  the 
patient's  long  confinement  to  bed,  an  explanation  which  is 
scarcely  satisfactory. 

Spinal  root-symptoms,  spoken  of  by  Oppenheim  and  Bech- 
terew,  were  not  noted  or  not  pronounced  in  most  instances, 
and,  in  general,  pain  was  not  very  marked. 

That  the  disease  was  of  a  distinct  arthritic  character  in 
some  instances  seems  clearly  indicated  by  the  condition  of  other 
joints — complete  or  partial  ankylosis,  sometimes  crepitation — 
and,  in  a  few  cases,  by  the  presence  of  osteophytes  on  the  ver- 
tebrae. It  may  be  that  they  differed  in  the  character  of  the 
arthritis;  gouty,  rheumatic,  arthritis  deformans,  etc.  That  all 
the  cases  were  primarily  arthritic  is  not  so  clear,  not  of  Bech- 
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terew's,  Popoff's,  and  my  own.  Popoff  mentioned  a  case  of 
his  own,  reported  in  an  earlier  publication,  in  which  the  curva- 
ture of  the  spine  was  decidedly  reduced  under  chloroform. 
The  curvature  was  also  lessened  by  lying-  a  few  hours,  and  it 
was  noticed  that  the  spine  was  straighter  in  the  morning  than 
in  the  evening,  yet  no  mobility  of  the  spine  could  de  detected 
on  examining  him.  In  this  instance  Popoff  believed  the  spinal 
rigidity  was  from  muscular  contractions.  In  his  other  case 
there  had  been  some  lessening  of  the  curvature  of  the  spine 
during  the  four  months  the  patient  was  under  observation. 
In  this  case,  in  which  the  whole  process  was  of  rapid  develop- 
ment, the  curvature  began  to  appear  within  a  month  of  the 
onset  of  pain  and  gradually  increased.  But  it  was  observed 
that  in  the  beginning  the  curvature  would  disappear  when  the 
patient  lay  upon  his  back,  and  only  after  some  months,  became 
permanent. 

In  my  first  two  cases  it  impressed  me  as  if  the  trouble  were 
primarily  muscular.  The  pains  were  chiefly  of  the  character 
of  muscular  rheumatism,  there  were  no  joint  symptoms,  and 
the  first  patient  spoke  of  always  being  taller  in  the  morning 
when  he  got  up  than  in  the  evening,  and  presented  other  spas- 
tic symptoms. 

Mutterer11  quotes  Beer,  whose  report  of  a  like  case  was 
inaccessible  to  me,  as  saying  that  the  soft  parts  were  the  chief 
seat  of  the  disease. 

If  muscular  contractions  be  the  primary  condition  in  these 
instances  it  is  not  improbable  that  bony  ankylosis  finally  en- 
sues either  like  that  occurring  in  lateral  curvature,  or  from  a 
resulting  inflammation  in  the  vertebrae  or  intervertebral  disks. 

11     Zeitschr.  f.  Nervenhsilkunde,  Bd.,  xiv.,  p.  144. 


ALVEOLAR  SARCOMA  OF  THE  RIGHT  MIDDLE  FOSSA  OF 

THE  SKULL.* 
By  Morris  J.  Lewis,  M.D. 

F.  H.,  female,  aet.  n  years,  was  brought  to  the  dispensary 
of  the  Orthopedic  Hospital  and  Infirmary  for  Nervous  Diseases 
by  her  mother,  for  right  facial  palsy,  on  January  nth,  1899,  and 
gave  the  following  history : 

Father  died  at  the  age  of  35  of  left  hemiplegia. 

Mother  living  and  in  good  health  at  the  age  of  36.  Three 
brothers  living  and  well. 

Previous  History: — Ordinary  diseases  of  childhood. 
Diphtheria  in  1896. 

Present  History: — In  the  latter  part  of  August,  1898, 
patient  had  a  right  lower  molar  tooth  extracted  for  decay,  con- 
siderable pain  followed  this,  and  very  shortly  afterward  she 
began  to  have  right-sided  earache.  There  was  no  discharge 
from  the  ear  at  any  time,  but  in  three  weeks  after  the  extraction 
of  the  tooth,  paralysis  of  the  right  side  of  the  face  gradually 
made  its  appearance,  and  steadily  increased  until  it  became 
total. 

About  December  4,  1898,  symptoms  of  irritation  of  the 
right  eye  made  their  appearance,  and  subsequently  a  small 
ulcer  developed  on  the  cornea. 

When  the  child  applied  for  treatment  the  face  was  com- 
pletely paralyzed  upon  the  right  side,  and  strongly  drawn  to 
the  left,  the  child  being  utterly  unable  to  close  the  right  eye, 
which  was  very  much  injected  and  prominent,  probably  from 
relaxation  of  the  eye  muscles.  The  cornea  was  the  seat  of  a 
small  ulcer. 

The  tongue  was  thrust  to  the  left,  the  uvula  projected  to  the 
right,  and  the  child  was  unable  to  chew  upon  the  right  side  of 
the  mouth.  The  sense  of  taste  was  less  acute  upon  the  right 
side  of  the  tongue  than  upon  the  left,  particularly  on  the  an- 
terior and  middle  third.  The  left  tonsil  was  considerably  en- 
larged. 

There  was,  and  had  been  for  some  time,  pain  in  the  right 
mastoid  and  tempero-parietal  regions,  particularly  towards 
night. 

The  child  was  perfectly  bright  and  answered  all  questions 
intelligently,  and  showed  no  signs  of  paralysis  other  than 
those  mentioned. 


*Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neuro- 
logical Association,  June  14  and  15,  1899. 
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Electrical  examination  made  at  the  time  of  application,  by 
Dr.  Rhein,  revealed  as  follows : 

Right  side  of  face,        6  ma.  A.C.  C.  >  C.C.  C. 

Left  side  of  face,  2  ma.  C.C.C.  >  A. C.C. 

No  transmission  down  the  nerve  to  galvanism  or  faradism, 
and  no  response  whatever  on  the  right  side  of  the  face  to 
faradism. 


Fig.  I.  The  diagram  shows  impaired  sensibility  extending  over 
right  side  of  face,  with  complete  anesthesia  above  and  below  eye,  and 
including  the  eye.     «  =  impaired  sensibility;  b  =a  total  anesthesia. 

Examination  of  the  ears  by  Dr.  Randall  revealed:  "Evi- 
dences of  past  suppuration,  a  depressed  adherent  scar  of  the 
right  membrana  tympani,  with  preponderant  bone  conduction, 
which  is  slightly  exaggerated.  But  little  congestion  and  no 
evidences  of  carious  troubles,  past  or  present." 

The  child  was  placed  upon  iodide  and  bichloride  of  mer- 
cury, with  bromide  of  sodium  at  night  for  sleeplessness. 

January  27,  1899.  Dr.  A.  Thomson  reported  the  following 
condition  of  the  eyes: 

"The  right  eye  little  better  than  it  has  been.  Ulcer  healing 
a  trifle  more,  however.  The  cornea  is  completely  vascular, 
with  large  shallow  ulcer  with  infiltration  of  lower  layers.    Com- 


672 


MORRIS  J.   LEWIS. 


plete  anesthesia  of  cornea  and  of  every  part  supplied  by  the 
fifth  nerve.  There  is  also  marked  involvement  of  muscles  sup- 
plied by  the  third  nerve,  however,  not  complete.  Has  been 
using  mydriatic,  so  dilatation  of  pupil  cannot  be  relied  upon. 
Internus  affected  most. 

"O.  S.  pupil  reacts  normally,  media  clear.  The  disc  swelled 
about  1  D.,  the  margin  cloudy  and  veins  tortuous.  Marked  evi- 
dences of  starting  neuritis.  No  hemorrhages.  No  hemianopsia. 
Muscles  all  right  in  this  eye." 


Fig.  II.  The  diagram  shows  the  condition  of  sensation  in  the 
tongue,  Jan.  28,  1899.  a  —  complete  anesthesia;  bb  =  impaired  sen- 
sibility; c  =  normal  sensibility. 

Fig.  III.  The  diagram  shows  the  condition  of  taste  in  the 
tongue,  Jan.  28,  1899.  a  =  absence  of  taste;  b  =  impaired  taste;  cc  = 
normal  taste. 

January  27,  1899.  Admitted  to  hospital,  where  the  follow- 
ing notes  were  taken:  Absolutely  no  evidences  of  paralysis, 
either  of  motion  or  of  sensation  in  the  extremities  or  trunk. 
Grip  good,  the  right  hand  showing  25  and  the  left  22  on  the 
dynamometer.  Knee-jerks  and  elbow-jerks  normal.  Impaired 
sensibility  of  the  whole  right  side  of  the  face  and  of  scalp  to 
vertex,  with  complete  anesthesia  above  and  below  the  eye,  and 
including  the  latter.  Excessively  tender  spot  in  the  deep 
layer  of  the  upper  lip  upon  the  right  side.  Teeth  of  the  upper 
and  lower  jaws  do   not   meet   evenly  in    the  middle  line,  the 
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lower  jaw  being  thrust  to  one  side.  The  tongue  is  protruded 
towards  the  paralyzed  side,  being  thrust  over  in  its  entirety. 
Slight  edema  of  the  scalp  and  forehead  exists.  The  right  eye 
is  much  worse,  right  internal  rectus  decidedly  weak. 

She  was  ordered  iodide  of  potash  in  increasing  doses,  with 
inunctions  of  mercurial  ointment.  The  eye  was  washed  fre- 
quently with  boric  acid. 

January  28th,  1899.  Examination  of  the  tongue  showed 
complete  anesthesia  of  the  right  side,  except  the  tip  and  a  small 
area  towards  the  root,  where  the  sensation  was  impaired,  while 
in  regard  to  taste  there  was  complete  absence  on  the  right  side 
except  a  small  portion  at  the  tip  where  it  was  impaired.  (See 
diagram.)  Marked  tenderness  exists  to-day  over  the  whole 
mastoid  area. 

February  1,  1899. — Patient  much  brighter.  A  second  ex- 
amination by  Dr.  Thompson  reveals :  "O.  D.  better.  Cornea  very 
much  vascularized,  but  not  so  much  discharge.  O.  S.  pupil 
reacting  normally  (no  Wernicke's  sign).  The  disc  seems  a  little 
more  swollen,  about  3  D.  at  summit  now.  Has  had  some  sub- 
jective sensations  on  right  side  of  face." 

February  2,  1899. — This  afternoon,  after  having  been  ap- 
parently as  well  as  usual  and  conversing  rationally  with  her 
mother,  she  gave  a  shriek,  put  her  hand  to  her  head  over  the 
right  occipital  region,  and  complained  of  great  pain.  No  con- 
vulsion occurred,  but  for  the  most  of  the  afternoon  she  uttered 
a  typical  meningitic  shriek,  and  had  some  retraction  of  the 
head,  and  talked  irrationally.  The  next  morning  she  awoke 
fairly  comfortable  with  no  retraction  of  the  head  or  headache, 
and  talked  rationally,  the  events  of  the  night  before  being  a 
total  blank.  In  the  evening  the  symptoms  of  the  night  before 
were  repeated. 

For  the  next  ten  days  the  patient  had  alternate  periods  of 
rest  and  pain,  but  her  vision  gradually  grew  worse,  and  she  had 
great  difficulty  in  distinguishing  objects  or  telling  the  time  by 
the  watch.    Her  speech  also  became  drawling. 

From  the  12th  to  the  17th  she  was  bright  again,  and  had  no 
pain.  Her  speech  became  less  drawling  than  before,  but  this 
drawling  appears  to  be  partly  natural. 

On  the  17th  she  had  intense  burning  pain  on  the  right  side 
of  the  face,  although  the  paralysis  did  not  appear  to  be  as 
marked  as  before.  This  last  symptom  was  noticed  even  by  the 
brother. 

On  the  20th  the  hearing  was  much  worse,  and  there  was 
marked  paralysis  of  the  right  external  rectus  muscle.  Slight 
nystagmus  was  noticed  for  the  first  time.     Hard  tapping  over 
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the  right  temporal  region  caused  no  pain  whatever,  although 
a  short  time  later  this  procedure  did  cause  pain. 

On  the  24th  Dr.  Thomson  reports:  "Choked  disc  of  the  left 


IV. — Photograph  of  the  brain  with  the  tumor  in  position. 


eye  very  greatly  increased  and  pupil  greatly  contracted." 
She  died  in  the  evening  of  that  day. 

This  case  is  particularly  interesting  on  account  of  the  pe- 
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culiar  grouping  of  the  symptoms.  It  will  be  seen  by  studying 
the  report  of  the  case  that  the  second,  third,  fifth,  sixth,  seventh, 
eighth'  and  ninth  nerves  were  all  more  or  less  involved  upon  the 
right  side,  while  there  was  absolutely  no  discoverable  involve- 


Fig.  V. — Photograph  of  the  brain  after  the  tumor  had  been  removed. 


ment  of  any  other  portion  of  the  nervous  system.  The  tenta- 
tive diagnosis  of  tumor  of  the  right  middle  fossa  of  the  skull 
was  made  and  the  autopsy  proved  this  to  be  correct.     My  col- 
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league,  Dr.  Chas.  W.  Burr,  made  the  autopsy,  the  report  of 
which  is  as  follows: 

Post-mortem  Examination  by  Dr.  Chas.  W.  Burr. 
The  necropsy  was  made  some  hours  after  death.  The  brain 
alone  was  examined.  The  scalp  and  calvarium  were  norrnal. 
On  opening  the  skull  the  dura  bulged  a  great  deal.  The  longi- 
tudinal sinus  was  empty.  The  pia  was  dry  and  the  convolu- 
tions on  both  sides  much  flattened  and  pale.  The  right  middle 
fossa  was  filled  by  an  irregularly  globular  mass,  or  rather  by 
two  fused  into  one,  the  larger  being  below  the  plane  of  the  dura, 
the  smaller  above.  The  mass  was  two  and  a  quarter  inches  in 
height,  two  and  a  half  inches  in  width,  and  two  and  a  half  inches 
in  length  in  its  largest  diameters.  The  upper  surface  of  the 
mass  had  caused  a  depression  in  the  basal  surface  of  the  right 
temporo-sphenoidal  lobe,  about  one  inch  deep  and  one  and  a 
half  inches  wide.  This  surface  was  smooth,  covered  with  pia,  and 
had  pushed  the  brain  substance  upward  in  front  of  it.  The  mass 
was  shelled  out  from  the  brain  easily.  The  under,  larger  part 
of  the  mass  had  eroded,  and,  indeed,  invaded,  the  floor  of  the 
middle  fossa,  was  firmly  attached  to  it,  and  appeared  in  the  roof 
of  the  pharnyx  on  the  right  side.  The  dura  surrounded  the  cir- 
cumference of  the  mass  between  the  larger  and  the  smaller 
parts,  and  penetrated  it  a  short  distance.  On  section  the  mass 
was  hard,  firm  and  smooth.  There  were  two  areas  within  it 
about  half  an  inch  square,  which  were  translucent  and  glassy 
in  appearance.  Microscopic  examination  proved  the  mass  to 
be  an  alveolar  sarcoma,  probably  arising  in  the  dura.  There  was 
some,  but  not  very  much,  hydrops  of  the  ventricles. 


221.     Demonstration  of  Primitive    Fibrill^:.     A.    Bethe.     (Arch.    f. 

mikroskopische  Anatomie,  54,  1899,  p.  141), 

In  an  exhaustive  article  on  the  characters  of  the  primitive  fibril- 
lae  in  nerve  fibers,  Bethe  gives  a  series  of  micro-technical  methods  for 
staining  the  same.  He  employs  osmic  acid  as  a  fixative,  using  small 
strands  of  nerve  tissue,  for  about  twenty-four  hours.  These  are  then 
washed  4-6  hours  and  then  placed  in  90  per  cent,  alcohol  ten  hours. 
Water  four  hours,  and  then  transfer  to  a  2  per  cent,  solution  of  sodium 
bisulphate  to  every  ten  drops,  of  which  3-4  drops  of  concentrated 
hydrochloric  acid  has  been  added,  for  6-12  hours.  Specimens  then 
can  be  washed,  run  up  in  alcohol  and  oil  to  paraffine,  embedded  and 
cut  very  thin.  Fastened  to  slide  by  an  albumin  fixative  and  stained 
as  follows:  One-tenth  of  1  per  cent,  warm,  50-60  C,  toluiden  blue 
for  ten  minutes,  wash,  and  fix  for  a  minute  in  a  1  per  cent,  solution 
of  ammonium  molybdate.     Mount  in  balsam.  Jelliffe. 


A  CASE  OF  INTERNAL  HEMORRHAGIC  PACHYMENIN- 
GITIS IN  A  CHILD  OF  NINE  YEARS,  WITH  CHANGES  IN 
THE  NERVE  CELLS.1 

By  William  G.  Spiller,  M.D., 

PROFESSOR  OF  DISEASES  OF  THE  NERVOUS  SYSTEM  IN  THE  PHILADEL- 
PHIA polyclinic;  ASSOCIATE  in  the  pepper  laboratory;  PATH- 
OLOGIST TO  THE  PENNA.  TRAINING  SCHOOL  FOR  FEEBLE-MINDED 
CHILDREN. 

AND 

D.  J.  McCarthy,  M.D., 

ASSOCIATE    IN    THE    WILLIAM    PEPPER   LABORATORY    OF    CLINICAL    MEDICINE; 
ASSISTANT    IN    NEUROLOGY    IN    THE    PHILADELPHIA    POLYCLINIC. 

The  existence  of  internal  hemorrhagic  pachymeningitis  in 
childhood  has  received  comparatively  little  attention  in  the 
text-books  and  general  medical  literature.  Herter's2  excellent 
article  published  in  1898,  with  the  report  of  two  cases,  is  an 
exception  to  the  rule.  Even  when  mention  is  made  of  the  sub- 
ject it  is  not  usually  in  the  report  of  cases  or  of  personal  ex- 
perience, but  merely  in  allusion  to  the  writings  of  others. 

Internal  hemorrhagic  pachymeningitis,  even  in  the  adult, 
is  said  by  Gowers  to  be  "very  rare,"'  and  is  of  interest  "chiefly 
as  a  pathological  curiosity  enigma.''  Gowers3  further  states 
that  its  rarity  outside  of  asylums  may  be  judged  from  the  fact 
that  during  the  first  forty  years  in  which  the  London  Pathologi- 
cal Society  received  the  curiosities  of  metropolitan  necropsy 
not  a  single  specimen  was  brought  before  the  society  from  any 
London  hospital. 

Osier4  says  that  during  eight  years  in  the  post-mortem 
room  of  the  General  Hospital  of  Montreal  no  case  of  internal 
hemorrhagic  pachymeningitis  occurred,  and  the  first  specimen 
he  saw  after  having  been  for  fourteen  years  interested  in  mor- 

1  From  the  William  Pepper  Laboratory  of  Clinical  Medicine,  Uni- 
versity of  Pennsylvania  (Phoebe  A.  Hearst  Foundation). 

Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neuro- 
logical Association,  June  14  and  15,  1899. 

*  Herter,  The  American  Journal  of  the  Medical  Sciences,  1898. 

'  Gowers,  "A  Manual  of  Diseases  of  the  Nervous  System."  Sec- 
ond English  edition,  p.  325. 

4  Osier,  Journal  of  Nervous  and  Mental  Disease,   1888,  p.  608. 
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bid  anatomy  was  in  Yirchow's  laboratory;  but  he  saw  numer- 
ous examples  later  at  the  Philadelphia  Hospital,  usually  in 
bodies  from  the  insane  department. 

While  the  condition  is  not  one  of  great  frequency,  it  does 
occur  often  enough  to  be  seen  by  many  neuropathologists,  and 
the  mere  report  of  a  case  in  the  adult  would  hardly  be  jus- 
tifiable. The  occurrence  of  this  pathological  condition  in  chil- 
dren is  worthy  of  mention.  According  to  Gowers,  in  early  life 
it  is  relatively  as  well  as  absolutely  infrequent,  and  occurs 
chiefly  in  infancy,  as  frequently  in  the  first  year  of  life  as  be- 
tween one  and  twenty  years  of  age. 

Dercum,5  in  an  article  in  his  text-book,  refers  to  the  papers 
by  Doehle  and  Northrup  as  evidence  of  the  occurrence  of  in- 
ternal hemorrhagic  pachymeningitis  in  childhood.  He  speaks 
also  of  a  variety  of  chronic  external  pachymeningitis  occurring 
in  childhood,  and  described  by  Lannelongue  and  Alexis 
Thompson,  and  he  mentions  inherited  syphilis  as  a  cause  of 
pachymeningitis  in  childhood. 

Mills6  refers  to  the  existence  of  the  condition  in  children, 
the  subjects  of  hemorrhagic  rachitis,  and  in  the  discussion  of 
a  paper  by  Osier  on  internal  hemorrhagic  pachymeningitis  re- 
ported a  case  in  a  child  of  about  three  years  of  age. 

Northrup7  has  reported  four  cases  occurring  in  children, 
the  eldest  child  being  four  years  and  seven  months  old.  He 
refers  to  a  case  in  childhood  recorded  by  Emmett  Holt,  and  to 
one  by  S.  J.  McNutt.  He  says  he  has  seen  only  four  cases, 
all  in  children  under  two  years  of  age,  in  an  experience  founded 
upon  fifteen  hundred  necropsies. 

Hoyt8  says  that  the  few  cases  reported  as  occurring  in  early 
life  were  due  to  traumatism  or  some  grave  general  disease. 

Bullard9  speaks  of  traumatic  cases  occurring  in  well-grown 
children. 

Holt10  says    that    chronic    internal    pachymeningitis  is   not 

"'  Dercum,  "A  Textbook  on  Nervous  Diseases,"  pp.  350,  352. 

6  Mills.  "The  Nervous  System  and  its  Diseases,"  p.  265.  Journal 
of  Nervous  and  Mental  Disease.  1888,  p.  611. 

7  Northrup,  Proceedings  of  the  N-  Y.  Path.  Soc.  1890,  pp.  59  and 
67. 

8  Hoyt,  Medical  Record,  April  30.  1892,  p.  485. 

0  Bullard.  Boston  Med.  and  Surg.  Journal.  Nov.  7.  1895.  p.  461. 
10  Holt,  "Diseases  of  Infancv  and  Childhood." 
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very  rare,  being  usually  discovered  at  autopsy  in  children, 
chiefly  cachectic  infants,  who  have  died  of  other  diseases.  He 
says  he  has  seen  five  cases.  He  also  makes  the  statement  that 
pachymeningitis  plays  a  much  more  important  role  in  the  pro- 
duction  of  meningeal  hemorrhage  in  children  than  has  gener- 
ally been  accorded  to  it. 

Oppenheim11  describes  a  form  of  chronic  meningitis  in 
young  children,  confined  almost  entirely  to  the  posterior 
cranial  fossa  and  supposed  to  be  of  syphilitic  origin.  The 
meninges  are  united  with  the  cerebellum  and  medulla  oblon- 
gata. This  condition  mentioned  by  Oppenheim  seems  to  be 
different  from  that  observed  by  us  in  the  case  to  be  reported  in 
this  paper. 

According  to  Henoch,12  pachymeningitis  in  moderate  inten- 
sity and  extent  occurs  not  so  very  rarely  in  children,  but  is  not 
as  common  as  in  adults.  Our  case  seems  to  be  extraordinary, 
not  only  on  account  of  the  advanced  age  of  the  child,  but  also 
on  account  of  the  extent  of  the  process. 

The  oldest  child  with  internal  hemorrhagic  pachymeningitis 
to  which  Herter  was  able  to  refer  was  six  years  of  age  (Doehle). 
The  age  of  the  patient  studied  by  us  was  nine  years. 

Doehle13  believes,  from  the  necropsies  made  in  the  patho- 
logical institute  of  Kiel,  that  chronic  internal  pachymeningitis 
is  not  so  rare  in  children  as  is  usually  believed.  In  395  autop- 
sies on  children,  269  being  in  children  one  year  old  and  under, 
chronic  pachymeningitis  was  found  48  times;  and  in  38  of  these 
cases  the  children  were  not  over  one  year  old ;  in  the  other  ten 
they  were  not  over  eight  years  old.  No  pachymeningitis  was 
observed  in  children  nine  or  ten  years  of  age,  and  no  mention 
is  made  of  ages  more  advanced  than  these.  Doehle  even  believes 
that  pachymeningitis  is  of  more  common  occurrence  in  child- 
hood than  in  later  life,  but  he  states  that  the  existence  of 
chronic  pachymeningitis  in  childhood  has  received  little  atten- 
tion. 

This  brief  resume  of  the  literature  presents  a  variety  of 

11  Oppenheim,  "Lehrbuch  der  Nervenkrankheiten,"  first  edition,  p. 
490. 

12  Henoch,  "Vorlesungen  iiber  Kinderkrankheiten,"  1892.  p.  285. 

13  Doehle,  "Verhandlungen  des  X  internationalen  medicinischen 
Congresses."  Abtheilnng  XVII.  Geriehtliche  Medicin,  p.  40. 
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opinions  held  in  regard  to  the  occurrence  of  internal  hemor- 
rhagic pachymeningitis  in  childhood.  No  mention  is  made  of 
the  condition  in  certain  books  devoted  to  the  diseases  of  chil- 
dren. 

The  case  that  we  report  is  from  the  Pennsylvania  Train- 
ing School  for  Feeble-Minded  Children.  We  are  indebted  to 
Dr.  M.  W.  Barr  and  Dr.  Llewellyn  for  the  clinical  notes. 

M.  F.j  born  December  12,  i&by,  was  the  child  of  healthy 
parents.  The  father  was  a  teacher  and  very  erratic.  The  par- 
ents, though  not  related  before  marriage,  bore  a  striking  re- 
semblance to  one  another.  The  fatner  was  thirty-six,  the 
mother  thirty-three,  when  M.  was  born.  The  parents  and 
grandparents  were  not  addicted  to  the  use  of  alcoholic  drinks. 
A  history  of  insanity  or  feeble-mindedness  was  obtained  in  the 
family  of  a  great-grandfather.  There  was  no  tendency  to 
blindness  or  deafness  in  the  child's  family  on  either  side,  ex- 
cepting that  the  father  was  somewhat  deaf  in  the  left  ear -as 
the  result  of  a  severe  attack  of  scarlet  fever  when  seventeen 
years  old.  Two  sisters  of  M.  were  said  to  be  of  sound  health 
in  body  and  mind.  She  had  no  brothers.  A  dead  sister,  three 
years  M.'s  senior,  resembled  M.  in  constitution;  and  died  in 
a  home  for  feeble-minded  children  in  Iowa,  of  "tuberculous 
meningitis,"  January  31,  1894,  at  the  age  of  eight  years.  She 
was  the  second  child  in  the  family  and  resembled  M.  to  such 
an  extent  that  the  parents  had  only  one  photograph  taken  for 
the  two  children,  inasmuch  as  the  one  represented  both. 

M.  was  born  without  instruments,  but  version  was  per- 
formed. She  was  not  asphyxiated  and  had  no  convulsions  fol- 
lowing birth.  She  was  the  third  child  in  the  family.  She  prob- 
ably had  adenoid  vegetations,  as  she  experienced  difficulty  in 
nursing  and  in  breathing  through  her  nose.  She  cried  for 
thirty-six  hours  after  birth  and  is  said  to  have  "ruptured  her 
navel  and  one  side,  and  to  have  enlarged  her  head  somewhat." 
M.  was  not  subject  to  severe  illness.  Her  sight  was  said  to 
be  good,  but  her  hearing  defective;  this  defective  hearing  may 
really  have  been  a  want  of  attention.  She  could  not  speak. 
She  was  right-handed  and  had  no  anomaly  of  gait.  She  began 
to  walk  before  she  was  two  years  of  age  and  had  no  motor 
paralysis.  She  had  some  of  the  infectious  diseases  (measles, 
whooping-cough),  but  never  had  convulsions.  Her  bowels 
were  "weak;"  this  statement  probably  means  that  she  was  sub- 
ject to  diarrhea.  The  feet  and  hands  were  alwavs  cold  and 
blistered  easily.  She  masticated  her  food  properly.  She  was 
said  to  be  lacking  in  sensation,  and  would  handle  hot  coals 
and  hot  food  without  uttering  a  sound  of  discomfort.     She  was 
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exceedingly  active  and  noisy,  as  so  many  feeble-minded  chil- 
dren are,  and  was  destructive,  heedless  of  danger  and  careless. 
She  wet  the  bed  as  well  as  her  day  clothing,  did  not  under- 
stand what  was  said  to  her,  and  could  not  read.  The  above 
history  was  obtained  from  the  child's  father,  December  30, 

i895- 

At  the  time  of  admission  to  the  school,  October  17,  1896, 
she  was  recorded  as  an  idiot  with  a  large  head,  the  circumfer- 
ence of  which  was  21  inches.  Her  sensation  could  not  be  ac- 
curately tested  on  account  of  her  mental  condition.  Acuity  of 
vision  was  never  tested,  for  the  same  reason,  but  her  sight  was 
apparently  good.  No  peculiarities  of  motion  were  noticed. 
The  movements  were  not  inco-ordinate  and  tremor  and 
convulsions  did  not  exist.  Tendon  phenomena  were  not  ob- 
tained. No  trophic  disorders  were  observed.  The  child  could 
not  talk;  she  was  unclean  in  her  habits  and  noisy.  Pulse  was 
normal.  Incontinence  of  urine  existed.  The  number  of  red 
blood  corpuscles  to  a  cubic  millimeter  was  5,800,000.  Hemo- 
globin was  74  per  cent.    No  rigidity  was  detected. 

After  having  been  in  the  school  one  year  she  was  reported 
as  probably  more  troublesome  and  harder  to  manage  than 
when  admitted;  although  her  parents  seemed  to  think  she  was 
improved  when  they  visited  her  in  September,  1897. 

For  about  a  year  previous  to  her  death,  M.  showed  very 
gradual  emaciation,  although  careful  physical  examination  re- 
vealed no  special  cause  for  it.  The  gait  was  observed  to  be 
mere  shambling  than  previously,  and  this  was  attributed  to 
physical  weakness.  In  February,  1899,  she  was  reported  as 
thin  and  poorly  nourished. 

On  February  8,  1899,  emaciation  being  extreme  she  was 
sent  to  the  hospital,  was  fed  upon  very  nourishing  diet,  and  was 
kept  in  bed  most  of  the  time.  In  three  weeks  she  had  gained  a 
little  in  strength  and  ran  about  the  ward  as  usual.  At  this 
time  diarrhea  was  troublesome  for  three  days  and  was  checked 
by  simple  remedies. 

On  March  6,  1899,  at  6.20  A.  M..  word  came  from  the  hos- 
pital that  the  child  seemed  to  be  dying.  Examination  showed 
very  weak  and  irregular  heart  sounds,  no  per  minute;  respira- 
tion 28;  temperature  100  degrees  F.  She  refused  to  swallow. 
Occasionally  she  moved  her  hands  and  legs.  She  remained  in 
this  condition,  growing  weaker  until  death  resulted  on  the  same 
day  at  3.30  P.  M. 

The  necropsy  was  performed  May  9. 

The  body  was  that  a  much  emaciated  child.  The  head  was 
long,  narrow  and  appeared  rachitic.  The  bridge  of  the  nose 
was  flattened  and  suggested  congenital  syphilis.  The  lower 
front  teeth  were  nicked  like  those  known  as  Hutchinson's  teeth. 
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The  sternum  was  very  prominent,  and  presented  the  so-called 
pigeon-breast.  Other  bones  were  not  enlarged.  The  dura  was 
partly  adherent  to  the  calvarium  and  the  latter  was  removed 
with  considerable  difficulty.  The  membranes  over  the  con- 
vexity of  the  brain  presented  a  peculiar  boggy  appearance  and 
were  bluish  in  color.  When  the  dura  was  incised  on  the  left 
side  about  two  or  three  ounces  of  dark  fluid  blood  escaped. 
Two  layers  of  new  membrane  could  be  stripped  from  the  inner 
side  of  the  dura.  The  layer  next  to  the  dura  was  exceedingly 
vascular,  thick,  edematous  and  of  a  dark  red  color;  that  more 
internally  situated  did  not  appear  to  be  vascular  macroscopic- 
ally,  but  the  microscope  showed  the  presence  of  vessels.  The 
innermost  layer  of  membrane,  especially  on  the  left  side,  was 
loosely  attached  to  the  more  superficial  layer  and  the  latter 
could  be  torn  from  the  dura  without  difficulty,  although  it 
was  distinctly  adherent.  The  pachymeningitis  extended  well 
toward  the  base  of  the  cranium  on  each  side.  The  new  mem- 
branes were  not  adherent  to  the  pia  except  at  the  superior  lon- 
gitudinal fissure.  The  pia  was  very  edematous  and  the  brain 
was  quite  soft. 

The  brain  was  small  and  the  cerebellum  was  very  imper- 
fectly covered  by  the  occipital  lobes.  The  fissures  were  deep 
and  the  character  of  fissuration  was  that  of  low-type  cerebra. 
The  brain  was  not  weighed  at  the  time  of  removal,  but  the  left 
hemisphere  with  the  left  cerebral  peduncle  and  half  of  the  pons, 
but  without  the  cerebellum,  weighed  290  grams  after  the  tis- 
sue had  been  kept  some  time  in  formaline. 

The  liver  extended  upward  to  the  fourth  rib  and  downward 
three  fingers'  breadth  below  the  last  rib,  chiefly  on  account  of 
the  malformation  of  the  thorax.  No  scars  suggestive  of  syphi- 
lis were  found  in  the  liver.  The  other  viscera  were  examined, 
but  nothing  worthy  of  special  note  was  detected. 

The  central  nervous  system  was  studied  microscopically. 

Right  paracentral  lobule ;  thionin  stain :  All  the  nerve  cells 
were  found  to  be  much  swollen  (Fig.  1)  and  they  had  under- 
gone intense  chromatolysis.  The  nucleus  was  displaced  to  the 
periphery  of  the  cell.  The  larger  cells  presented  a  swollen, 
rounded  body  with  a  pointed  end,  and  this  pointed  extremity 
was  usually  the  portion  of  the  cell  nearest  the  free  surface  of 
the  cortex.  In  these  cells  the  chromophilic  elements  were 
found  only  toward  this  pointed  extremity.  While  in  most  of 
the  cells  the  nucleus  was  in  the  pointed  end,  in  some  it  occu- 
pied the  other  extremity  of  the  cell  body.  Some  of  the  cells 
were  entirely  deprived  of  chromophilic  elements. 

A  structure,  of  a  reticular  character,  stained  purple  with 
the  thionin,  was  found  in  the  portion  of  the  cell  deprived  of 
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chromophilic  elements  (Fig.  n).  This  finding  would  corre- 
spond with  the  views  of  those  who  hold  that  a  reticulum  exists 
normally  in  the  nerve  cell,  and  that  the  chromophilic  elements 
are  merely  incrustations  upon  the  intracellular  network.  The 
cortical  cells  presented  a  striking  resemblance  to  miniature  bal- 
loons, the  point  at  which  the  chromophilic  elements  were  pre- 


Fig.  I. — Section  from  the  paracentral  lobule.     The  nerve  cells  are 
swollen,  and  in  a  condition  of  chromatolysis. 

served  corresponding  to  the  basket  of  the  balloon.  The  smaller 
cells  presented  the  same  appearance,  but  the  condition  was 
especially  striking  in  the  large  giant  cells  of  the  paracentral  lob- 
ule. The  chromophilic  elements  preserved  in  the  pointed  ex- 
tremity did  not  usually  present  the  rod-shape  normal  to  the 
giant  cell,  but  were  distinctly  granular.    The  nucleus  in  many 
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of  the  nerve  cells  stained  somewhat  deeply  and  the  nucleolus 
stained  intensely.  In  the  apical  process  of  some  of  the  cells 
normal  chromophilic  elements  were  found. 

Right  paracentral  lobule,  Weigert's  hematoxylin  method : 
The  appearance  presented  by  this  stain  was  almost  more 
striking  than  that  by  the  thionin  preparations.  The  nerve  cells 
stained  a  yellowish  brown.  In  many  of  the  tumefied  giant 
cells  a  considerable  accumulation  of  granular  matter  was  found 
that  stained  purplish-black  with  the  hematoxylin,  and  this  ma- 
terial was  usually  nearer  the  pointed  extremity  of  the  cell  where 
the  chromophilic  elements  were  found  by  the  thionin  stain. 
In  some  cells  this  granular  matter  occupied  the  entire  cell  body. 


Fig.  II. — One  of  the  giant  cells  from  the  paracentral  lobule  under 
higher  magnification,  showing  chromatolysis  and  a  reticulum. 


The  nucleus  could  be  distinguished  with  this  stain  and  the  nu- 
cleolus stained  a  deep  brown  or  even  black. 

The  small  vessels  of  the  cortex  were  widely  distended  with 
red  blood  corpuscles  that  stained  intensely  with  the  hematoxy- 
lin. The  small  capillaries  were  so  numerous  in  the  gray  matter 
that  a  proliferation  of  these  vessels  in  the  cortex  had  probably 
occurred  (Fig.  III).  Both  gray  and  white  matter  contained 
many  red  blood  corpuscles  free  within  the  tissue.  Numerous 
red  blood  corpuscles  were  found  in  the  perivascular  spaces  of 
certain  of  the  vessels,  and  considerable  collections  of  these  red 
blood  corpuscles  were  seen  free  in  the  tissues.    The  red  blood 
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corpuscles  free  within  the  nervous  tissues  were  apparently  nor- 
mal, and  were  indicative  of  recent  infiltration.  Altered  blood 
pigment  was  not  found  within  the  tissue  of  the  paracentral  lob- 
ule. 

Nerve  cells  in  sections  taken  from  the  frontal  lobe  and  pos- 
terior portion  of  the  parietal  lobe,  from  the  cerebellum  and 
through  the  bulbar  nuclei  exhibited  similar  changes  to  those  in 
the  paracentral  lobule. 

Spinal  cord,  cervical  region :   The  spinal  cord  was  hardened 


Fig.  III. — Proliferation  of  capillaries  in  the  cerebral  cortex. 


in  Muller's  fluid,  and  therefore  the  thionin  stain  could  not  be 
employed.  With  the  Weigert  hematoxylin  stain,  the  white 
matter  of  the  cord  appeared  to  be  normal.  The  cells  of  the 
anterior  horns  stained  as  intensely  by  this  method  as  those  of 
any  other  part  of  the  central  nervous  system,  and  even  by  this 
method  were  seen  to  be  greatly  tumefied  and  often  without 
dendritic  processes.     This  intense  coloration  of  the  anterior 
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horn  cells  was  especially  striking,  inasmuch  as  sections  of  the 
spinal  cord  stained  by  the  Marchi  method  did  not  exhibit  the 
black  granules  so  often  found  in  the  spinal  cords  of  the  aged. 
The  cells  of  the  anterior  horns  by  the  Marchi  method  were  pale 
yellow  and  entirely  free  from  black  granules.  This  was  not 
due  to  insufficient  penetration  of  the  osmic  acid,  as  the  tissue 
had  assumed  the  color  always  seen  in  normal  tissue  properly 
stained  by  this  method. 

The  anterior  and  posterior  roots  by  the  Weigert  method 


Fig.  IV. — Nerve  cells  in  the  anterior  horn  of  the  spinal  cord. 


were  aparently  normal,  but  small  black  granules  were  seen 
within  the  intramedullary  portion  of  the  posterior  and  anterior 
roots  when  stained  by  the  Marchi  method.  As  these  dots  are 
at  times  found  in  the  roots  in  normal  tissue,  we  merely  record 
the  finding  without  asserting  that  the  roots  were  degenerated. 

Sections  from  the  cervical  region  stained  with  ammonium 
carmine  showed  exactly  the  same  changes  in  the  anterior  horn 
cells  as  above  described  as  occurring  in  the  paracentral  lobule 
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and  cortex  generally.  The  cells  were  almost  globular  (Fig.  IV), 
with  a  pointed  extremity,  and  the  nucleus  was  found  in  this 
pointed  end.  About  the  nucleus  was  a  mass  of  matter  that  took 
the  carmine  stain  intensely.  The  rest  of  the  cell  was  a  pale 
yellow  and  had  no  affinity  for  the  carmine. 

The  small  vessels  of  the  spinal  cord  were  intensely  con- 
gested. 

Lumbar  region :  The  description  of  the  cervical  region  ap- 
plies equally  well  to  the  lumbar  region.  The  cells  of  the 
columns  of  Clarke  were  as  markedly  affected  as  those  of  the 
anterior  cornua,  and  yet  no  degeneration  of  the  direct  cere- 
bellar tracts  was  apparent  either  in  the  Weigert  or  the  carmine 
preparations. 

Distinct  signs  of  inflammation  were  not  present  in  the  cere- 
bral dura.  The  blood  vessels  were  engorged  and  in  some 
places  large  accumulations  of  red  blood  corpuscles  were  found 
free  within  the  dura,  but  there  was  no  distinct  round  cell  in- 
filtration. The  nuclei  of  the  cells  in  the  dura  stained  well,  but 
were  not  as  elongated  as  is  usual  in  fibrous  connective  tissue. 
At  one  place  in  a  section  where  the  dura  made  a  fold  upon 
itself  the  endothelial  lining  was  very  distinct  and  the  portion 
within  the  fold  most  distant  from  the  false  membrane  was  ap- 
parently normal.  Nearer  the  false  membrane  the  cell  nuclei 
of  the  endothelium  were  more  globular. 

In  the  layer  of  false  membrane  immediately  adjoining  the 
dura  were  many  blood  vessels  having  walls  so  delicate  that 
they  wrere  recognizable  only  by  the  presence  of  endothelial 
cells.  These  vessels  were  greatly  distended  and  numerous  red 
blood  corpuscles  were  found  free  within  the  tissue.  The  foun- 
dation substance  of  this  membrane  was  amorphous  or  some- 
what fibrillar,  and  it  contained  man}-  nuclei;  some  of  which 
were  spindle-shaped  or  round,  but  the  majority  were  oval. 
They  were  doubtless  the  nuclei  of  fibroblasts  in  different  stages 
of  formation. 

In  the  false  membrane  between  the  portion  next  to  the  dura 
and  that  most  remote,  the  tissue  seemed  to  be  in  an  earlier 
stage  of  formation;  the  nuclei  were  more  distinctly  round  or 
oval  and  the  long  spindle-shaped  nuclei  were  absent. 

The  portion  of  false  membrane  most  remote  from  the  dura 
showed  a  further  advanced  formation  than  the  portion  just  re- 
ferred to.  The  tissue  was  more  fibrillar,  denser;  and  the  nu- 
clei, while  on  the  whole  not  as  elongated  as  those  in  fully 
formed  connective  tissue,  were  nevertheless  more  fusiform  than 
those  in  the  central  layer  of  the  false  membrane.  The  blood 
vessels  throughout  the  new-formed  membrane  were  numerous, 
and  it  can  hardlv  be  said  that  they  were  more  numerous  in  one 
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layer  of  the  membrane  than  in  another.     Large  masses  of  blood 
pigment  were  found  within  the  false  membrane. 

The  looser  and  more  amorphous  tissue  of  the  middle  layer 
and  the  character  of  the  nuclei  contained  within  it  indicate 
that  this  portion  of  the  membrane  was  of  later  formation,  and 
it  seems  possible  in  the  light  of  our  experiments  to  be  men- 
tioned further  on,  that  the  membrane  may  have  formed  after  a 
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Fig.  V. — The  dura  (a)  is  shown  in  the  uppermost  part  of  the 
ing.  Immediately  next  to  the  dura  is  a  tissue  of  somewhat  loose 
ture,  and  beneath  this  is  a  dense  tissue  rich  in  vessels. 


draw- 
struc- 


subdural  hemorrhage   had   occurred,    and   that  the  peripheral 
parts  of  the  clot  became  organized  before  the  central. 

At  the  necropsy,  two  distinct  membranes  could  be  torn 
from  the  inner  surface  of  the  dura,  and  the  loose  tissue  referred 
to  was  probably  the  connection  between  the  two  layers. 
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Groups  of  round  cells  were  not  found  within  the  false  mem- 
brane. 

The  changes  in  the  nerve  cells  throughout  the  central  nerv- 
ous system,  both  brain  and  cord,  wore  of  much  interest.  A 
condition  of  intense  chromatolysis  existed  and  the  cells  were 
tumefied.  In  many  cells  only  a  few  chromophilic  elements  re- 
mained at  one  portion  of  the  cell  body,  and  the  dendritic  proc- 
esses had  disappeared  or  were  very  indistinct.  We  noticed 
such  changes  in  the  cells  of  the  cerebral  and  cerebellar  cortex, 
in  the  bulbar  nuclei,  and  in  the  cells  of  the  spinal  cord. 

Some  of  the  Purkinje  cells  of  the  cerebellum  stained  by 
mistake  with  ferricyanide  of  potassium  and  acid  alcohol  pre- 
sented distinct  small  dark  granules,  filling  the  entire  cell  body 
and  extending  in  some  cases  from  the  cell  body  into  the  sur- 
rounding tissue.  The  exact  significance  of  these  granules  is 
unknown.  They  may  possibly  be  the  metaplasm  granules  of 
Van  Gieson,  or  they  may  indicate  an  early  stage  of  iron  infil- 
tration of  the  cell  body  such  as  Weber14  has  recently  described. 

Red  blood  corpuscles  stained  by  Weigert's  hematoxylin 
were  dark  in  color  and  the  presence  of  the  dark  granules  in 
the  nerve  cells  of  our  case  by  this  stain  suggested  the  possi- 
bility of  an  infiltration  of  coloring  matter  from  the  blood. 
Weber  found  cerebral  ganglion  cells  in  which  the  cell  body, 
except  the  nucleus,  stained  such  a  deep  black  by  alum  hema- 
toxylin that  they  resembled  the  cells  stained  by  the  silver 
method.  When  the  color  was  less  intense  the  cells  appeared 
to  be  filled  with  blue  granules.  These  cells  when  placed  in 
a  5-per-cent.  solution  of  ferrocyanide  of  potassium  and  acid 
alcohol  gave  the  Berlin  blue  color.  With  the  Weigert  hema- 
toxylin stain  the  infiltrated  cells  were  deep  black,  while  the 
other  cells  were  brownish-yellow.  The  siderophilous  cells 
were  always  in  the  vicinity  of  diseased  and  bleeding  vessels. 
Weber  believed  that  the  granules  he  described  contained  an 
albuminate  of  iron.  He  was  unable  to  find  an  exactly  analo- 
gous case  in  the  literature  and  he  thought  that  the  early  age  of 
the  child  in  his  case  might  have  rendered  the  nerve  cells  more 
susceptible  to  this  infiltration. 

The  early  age  of  the  child  in  our  case,  the  proliferation  and 
engorgement  of  cortical  capillaries,  the  free  red  blood  cor- 
puscles within  the  cerebral  tissues,  made  the  deep  pigmenta- 
tion of  the  nerve  cells  by  the  Weigert  hematoxylin  method 
seem  possibly  the  result  of  infiltration  by  blood  coloring  matter, 
The  characteristic  iron  reaction  was  not  obtained  even  when 
the  proper  potassium  salt  was  used.  We  cannot  entirely  dis- 
miss from  our  minds  the  possibilitv  that  this  intense  colora- 

14  Weber.  Monatsschrift  fur  Psychiatrie  und  Neurologic  Vol.  3, 
Mo  6.  p.  507. 
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tion  of  the  nerve  cells  by  the  Weigert  method  was  due  to  blood 
coloring  matter,  although  we  regard  it  as  an  unsettled  question. 

Doehle  is  inclined  to  believe  that  intracranial  hemorrhage 
at  birth  is  the  cause  of  the  pachymeningitis,  and  that  the  brain 
suffers  at  the  time  of  the  formation  of  the  hemorrhage,  al- 
though he  had  few  findings  to  offer  in  support  of  the  latter 
view.  It  seemed  to  him  that  cortical  changes  might  be  the 
cause  of  the  deficient  bodily  development  of  these  children,  but 
the  cortical  changes  he  had  in  mind  were  those  produced  by 
the  trauma  that  causes  the  hemorrhage  and  not  the  changes  re- 
sulting from  the  presence  of  the  membranes  with  the  fluid  con- 
tained within  them — at  least  his  words  permit  this  interpreta- 
tion. 

It  seems  to  us  quite  probable  that  an  injury  sufficient  to 
produce  intracranial  hemorrhage  may  be  sufficient  to  cause  al- 
teration of  nervous  tissue,  possibly  by  "pressure  of  the  effused 
blood;  but  it  is  no  less  likely  that  intense  proliferation  of  tissue 
on  the  inner  surface  of  the  dura  with  the  production  of  more 
or  less  hemorrhage  disturbs  the  nutrition  of  the  cortical  cells 
and  leads  to  cellular  degeneration.  The  presence  of  numerous 
dilated  capillaries  and  of  many  red  blood  cells  in  the  cortex  in 
our  case  indicate  that  the  nutrition  of  'the  cortical  cells  was 
imperfect.  In  addition  to  this,  the  brain  was  very  edematous 
and  the  edema  probably  had  some  effect  on  the  nerve  cells. 
Systematic  examination  by  the  best  methods  of  the  cerebral 
cortex  in  cases  of  internal  hemorrhagic  pachymeningitis  might 
frequently  reveal  cellular  changes.  Such  degenerative  changes 
occur  in  cases  of  general  paralysis  of  the  insane,  chronic  al- 
coholism, etc.,  and  these  are  conditions  in  which  internal  hem- 
orrhagic pachymeningitis  is  also  found. 

The  nerve  cells  in  our  case  throughout  the  central  nerv- 
ous system  appear  as  small  distended  bladders.  The  Marchi 
method  applied  to  ithe  spinal  cord  shows  that  the  nerve  cells 
here  are  entirely  deprived  of  any  pigment  that  stains  black  by 
osmic  acid.  The  chromatolysis  therefore  has  not  given  place 
to  pigmentation.  Hirsch15  has  described  a  similar  condition 
as  one  of  toxemia  in  his  case  of  amaurotic  family  idiocy,  but 


15  Hirsch.     The  Journal  of  Nervous  and  Mental  Disease,  i{ 
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the  disease  in  our  case  could  not  be  classed  under  amaurotic 

family  idiocy.  The  child  was  not  blind,  and  microscopical 
examination  shows  that  the  optic  nerves  were  normal.  The 
symptoms  were  not  those  of  this  disease. 

It  has  occurred  to  us  that  the  edema  of  the  cortex  might 
explain  the  vesicular  appearance  of  the  nerve  cells,  but  the 
cases  of  uremia  reported  in  literature  do  not  justify  this  view. 

Ewing16  cites  the  papers  of  Acquisto  and  Pusateri,  Sacer- 
dotti  and  Ottolenghi  and  Donetti.  These  writers  examined  the 
nerve  cells  in  cases  of  experimental  uremia  in  animals,  but  cel- 
lular changes  such  as  described  by  us  were  not  seen  by  these 
investigators.  Ewing  rq>orts  six  cases  of  uremia  in  man, 
and  in  some  of  these  the  brain  and  pia  were  edematous.  No 
cellular  changes  comparable  with  those  in  our  case  were  seen 
by  Ewing.  He  states  also  that  the  effects  of  pial  edema  could 
not  be  distinctly  traced  in  the  cortical  cells.  Ewing  gives  no 
drawings  resembling  the  cells  in  our  case. 

It  is  not  impossible  that  the  cachexia  was  the  cause  of  the 
cellular  changes.  Muller  and  Manecatide17  have  examined  the 
nerve  cells  of  children  dying  within  the  first  year  of  life  from 
intestinal  diseases,  with  and  without  fever.  They  found  cellu- 
lar changes  in  all  their  cases,  consisting  chiefly  of  chromatolysis 
and  tumefaction.  When  the  chromophilic  elements  were  de- 
stroyed a  net  of  fine  fibrils  was  seen  within  the  cell  body. 
These  changes  they  state  resemble  those  of  intoxication  and 
infection,  but  are  not  characteristic;  neither  are  the  changes 
of  intoxication  and  infection  characteristic,  according  to 
Babes  and  others. 

Such  a  condition  of  intense  tumefaction  and  chromatolysis 
might  well  be  supposed  to  lead  to  functional  disturbance,  and 
it  may  have  stood  in  causal  relation  to  the  feeble  mentality, 
but  it  seems  to  have  had  little  influence  over  motion.  Although 
the  motor  cells  of  cortex,  medulla  oblongata  and  cord  were  as 
much  altered  as  the  cells  of  any  other  part  of  the  central  nerv- 
ous system,  no  marked  paralysis  of  motion  was  noticed. 
This  shows  that  chromatolysis  is  not  necessarily  an  index  of 

14  Ewing.  Archives  of  Neurology  and  Psychopathology,  Vol.  1,  No. 
3.  P-  263. 

17  Miiller  and  Manecatide,  Zeitschrift  fur  klin.  Med..  Vol.  36,  Nov 
1  and  2,  p.  1. 
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functional  disturbance.  Recent  investigations  lead  us  to  look 
to  the  neurofibrils  as  a  very  essential  portion  of  the  nerve  cells, 
and  these  have  as  yet  received  little  attention  in  studies 
of  pathological  processes.  The  importance  of  chromatolysis  is 
at  present  a  subject  of  debate.  Nissl18  himself  now  acknowl- 
edges that  chronic  poisoning  does  not  produce  characteristic 
changes  in  the  nerve  cells,  although  subacute  poisoning  with 
maximal  doses  gives  typical  changes  from  each  poison. 

A  number  of  writers  have  spoken  of  the  absence  of  func- 
tional disturbance,  although  chromatolysis  existed.  The  ex- 
periments of  Goldscheider  and  Flatau19  are  confirmatory  of  this 
teaching.  Rothmann  has  recently  published  some  experi- 
ments in  compressing  the  abdominal  aorta  of  dogs.  In  one 
instance  the  ganglion  cells  were  much  swollen  and  deprived 
of  chromophilic  elements,  and  yet  the  function  of  the  posterior 
limbs  shortly  before  death  was  almost  normal. 

We  must  refer  also  to  Rothmann's20  statements  regard- 
ing the  reticulum  observed  by  him  within  the  nerve  cells.  This 
seems  to  have  been  very  similar  to  the  network  observed  by  us. 
Rothmann  said  the  network  appeared  about  ten  hours  after 
the  compression  of  the  abdominal  aorta,  and  as  the  Nissl  cor- 
puscles disappeared.  He  thought  it  was  not  improbable  that 
this  was  a  previously  existing  portion  of  the  unstained  sub- 
stance and  that  it  stained  in  the  cells  undergoing  degeneration, 
although  he  did  not  exclude  the  possibility  of  a  pathological 
origin.  He  refers  also  to  the  difference  of  opinion  regarding 
the  normal  structure  of  the  cell.  Biitschll,  Held  and  Auer- 
bach  support  the  reticular  theory  of  the  "neurocytospongium," 
while  Apathy,  Bethe.  and  Nissl  believe  that  there  is  a  fibrillary 
character  of  the  cell  substance. 

Marinesco21  has  reviewed  the  opinions  of  various  investi- 
gators on  the  structure  of  the  nerve  cell,  and  he  states  that  a 
network  (reseau)  exists  within  the  nerve  cell.  The  picture 
which  he  gives  as  figure  I  presents  a  network  very  like  that 
seen  by  us.  

18  Nissl.  Centralblatt  fur  Nerven.  11.  Psvch..  Beiheft.  1898.  p.  654 
and  Munch,  med.  Wochenschrift,  No.  31,  1898. 

19  Goldscheider   and   Flatau.   Fortschritte   der   Medicin.    1897. 

20  Rothmann.  Neurologisches  Centralblatt.  No.  2.   1899.  p.  68. 

21  Marinesco,  Archiv  fiir  Anatomie  und  Physiologic  Phys.  Abtheil, 
1809. 
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It  is  not  our  intention  to  give  a  thorough  review  of  the 
literature  on  the  subject  of  internal  hemorrhagic  pachymenin- 
gitis, as  it  is  exceedingly  voluminous.  The  inflammatory 
theory  seems  to  have  been  the  older  and  Calmiel  (1826)  and 
Bayle  (1826)  are  mentioned  among  the  early  supporters  of  this 
view;  whereas  Andral  (1836)  and  Abercromby  (1845)  upheld 
the  hemorrhagic  theory.  The  latter  theory  seems  to  have 
found  the  most  support  until  Virchow  (1857)  threw  the  weight 
of  his  influence  in  favor  of  the  inflammatory  origin.  As  Rob- 
ertson21' says,  a  war  has  been  waged  by  the  supporters  of  these 
two  theories  for  nearly  seventy  years,  in  which  upward  of 
ninety  writers,  mostly  French,  have  taken  part.  The  pendu- 
lum has  begun  to  swing  a  little  away  from  the  direction  given 
it  by  the  writings  of  Virchow ;  and  Laborde,  Sperling,  Hu- 
guenin,  Wiglesworth,  Dercum,  Hoyt,  and  others  have  ex- 
pressed themselves  in  favor  of  the  hemorrhagic  view. 

The  theory  which  Wiglesworth23  has  held  might  be 
applied  to  our  case.  Wiglesworth  states  that  the  affection  is 
associated  in  overwhelming  proportion  with  brain  degenera- 
tion and  atrophy,  and  that  the  main  cause  is  the  loss  of  sup- 
port experienced  by  the  meningeal  vessels  in  the  degenerating 
and  wasting  brain,  assisted  by  the  localized  or  general  con- 
gestions of  the  meninges,  so  liable  to  occur  in  all  forms  of 
insanity  (p.  434). 

Osier,24  however,  believes  that  something  more  than  at- 
rophy of  the  brain  is  needed,  or  we  should  find  the  false  mem- 
brane more  commonly  in  cases  of  cerebral  wasting. 

We  hardly  feel  inclined  to  enter  into  a  discussion  of  the 
views  held  by  Robertson  (1.  c),  viz.,  that  the  all-important  ele- 
ment in  the  production  of  a  subdural  membrane  is  sudden 
lowering  of  the  intracranial  pressure,  and  that  the  effect  of  this 
is  analogous  to  a  dry-cupping  of  the  dura  mater.  Theories  in 
regard  to  the  formation  of  internal  hemorrhagic  pachymenin- 
gitis are  numerous. 

We  have  spoken  of  the  presence  of  numerous  round,  oval 
and  elongated  nuclei  within  the  new  membrane,  but  we  have 

52  Robertson.  The  Journal  of  Mental  Science,  Vol.  XXXIX.  p.  203 

■  Wiglesworth.   Brain,    1892.  Vol.  XV,  p.  431. 

M  Osier.  Journal  of  Nervous  and  Mental  Disease.  1888,  p.  608. 
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not  been  able  to  determine  the  origin  of  these  cells.  It  is  pos- 
sible, even  probable,  that  they  come  in  part  from  the  white 
blood  cells.  In  our  experiments  we  found  many  leucocytes 
within  the  forming  membrane.  The  view  that  spindle  cells 
may  develop  from  the  white  blood  corpuscles  has  been  hejd 
by  many  writers ;  it  was  held  by  Huguenin25  many  years  ago, 
and  Wiglesworth,26  Hoyt  (1.  c),  and  others  more  recently  have 
supported  the  same  teaching. 

Sperling  -'  found  that  eight  days  after  the  injection  of  fresh 
coagulable  rabbit's  blood  between  the  arachnoid  and  the  dura 
of  the  rabbit's  brain,  the  clot  began  to  show  signs  of  organiza- 
tion. After  two  or  three  weeks  the  formation  of  a  membrane 
was  complete  and  in  all  cases  he  was  able  to  observe  newly 
formed  vessels  at  this  period.  This  new  membrane  is  said 
by  him  to  have  corresponded  in  all  points  with  that  found  in 
hemorrhagic  pachymeningitis. 

We  have  repeated  the  experiments  of  Sperling.  The  ani- 
mals chosen  were  dogs  and  cats.  Subdural  hemorrhage  was 
produced  and  the  animals  were  killed  at  different  periods  fol- 
lowing the  experiment;  one  at  three  hours,  one  at  six  hours, 
one  between  six  and  twelve  hours,  one  at  five  days,  one  at 
seven  days,  and  one  at  five  weeks.  In  other  animals  the  under 
surface  of  the  dura  was  painted  with  hydrochloric  acid  and 
the  animals  were  permitted  to  live  for  different  periods. 

The  technique  of  producing  the  subdural  hemorrhage  was 
as  follows:  The  animal  was  etherized.  A  small  piece  of  bone 
was  removed  from  the  left  side  of  the  skull,  a  needle  was  in- 
troduced through  the  dura  and  through  the  superior  longitu- 
dinal sinus,  and  hemorrhage  was  produced  in  the  subdural 
space  on  each  side  of  the  convexity  of  the  brain.  The  sections 
were  cut  only  from  the  side  where  the  skull  remained  intact. 
In  the  experiments  with  the  acid  the  same  procedure  was  fol- 
lowed, although  the  dura  of  only  one  side  of  the  brain  was 
painted.  Animals  in  which  suppuration  occurred  were  re- 
jected, and  only  those  in  which  no  evidence  of  a  purulent  proc- 
ess was  found  were  considered  as  suitable  for  our  purpose. 

25  Huguenin,  Ziemssen's  Handbuch,  Vol.  XI,  part  1,  1876. 
"Wiglesworth,    The    Journal   of    Mental    Science,    Vol.    XXXIII. 
1887-1888. 

"  Sperling,  Centralblatt  fur  Deutsch.  Med..  1871. 
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A  large  accumulation  of  red  blood  corpuscles  was  found 
beneath  the  dura  of  a  cat  killed  three  hours  after  the  produc- 
tion of  a  subdural  hemorrhage,  but  no  distinct  evidences  of 
organization  were  seen. 

A  number  of  polynuclear  cells  were  found  in  a  subdural 
hemorrhage  after  six  hours. 

The  evidences  of  the  formation  of  a  new  membrane  were 
■quite  distinct  after  five  days  in  a  subdural  hemorrhage  in  a  dog's 
brain.  Many  cells  with  round  or  oval  nuclei,  staining  deeply 
with  hemalum,  were  found  in  the  portion  of  the  clot  imme- 
diately joining  the  under  surface  of  the  dura.  These  were  evi- 
dently the  nuclei  of  fibroblasts,  although  they  were  much 
thicker,  shorter  and  more  oval  than  the  nuclei  of  the  dura. 
Similar  cells  were  found  in  the  midst  of  the  clot.  In  the  por- 
tion of  the  clot  nearest  the  pia  a  mass  of  amorphous  matter, 
probably  fibrin,  was  found,  containing  many  of  these  deeply 
stained  nuclei,  much  smaller  and  more  irregularly  formed  than 
those  nearest  the  dura.  It  seems,  therefore,  that  the  organiza- 
tion of  the  clot  begins  in  the  portion  nearest  the  dura,  and  in 
the  preparations  from  our  case  of  pachymeningitis  in  a  child, 
described  in  this  paper,  we  noticed  that  the  portion  of  the  mem- 
brane next  to  the  dura  presented  a  more  advanced  degree  of 
development. 

The  new  membrane  caused  by  a  subdural  clot  in  a  dog  was 
very  distinctly  formed  after  five  weeks.  The  red  blood  cor- 
puscles in  the  clot  showed  alteration  of  structure,  and  beneath 
these  in  the  portion  of  the  clot  nearest  the  pia  a  new  membrane 
was  found  rich  in  cells.  The  nuclei  of  most  of  these  cells  were 
elongated ;  some  were  oval  or  irregularly  formed.  In  one  field 
a  distinct  capillary  could  be  seen  in  the  new  membrane;  its 
endothelial  cells  were  very  visible  and  it  contained  red  blood 
corpuscles.  The  great  quantity  of  nuclei  in  this  new  mem- 
brane were  indicative  of  a  very  active  process. 

The  sections  of  the  subdural  clot  from  animals  permitted  to 
live  a  few  weeks  after  the  formation  of  a  subdural  hemorrhage 
furnish  indisputable  evidence  that  a  subdural  hemorrhage  may 
be  one  of  the  causes  of  the  formation  of  a  subdural  membrane. 

An  unusual  number  of  cells  with  elongated  nuclei  were 
found  on  the  under  surface  of  a  cat's  dura  on  which  hydro- 
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chloric  acid  had  been  used  and  the  animal  permitted  to  live 
three  weeks,  but  there  was  no  distinct  evidence  of  a  newly 
formed  membrane.  Even  after  seven  weeks  the  evidences  of  a 
newly  formed  membrane  were  not  more  distinct  than  in  the 
specimen  removed  after  three  weeks.  We  would  conclude 
from  this,  that  if  irritation  is  capable  of  producing  a  false  mem- 
brane, it  must  be  an  irrita'tion  that  is  constant. 

The  experiments  of  Goodall28  seem  also  to  indicate  that 
experimental  irritation  of  the  cortex  does  not  produce  a  false 
membrane  of  the  dura.  He  applied  sp.  vin.  gallic,  or  diluted 
cantharidin  to  the  cerebral  cortex  of  rabbits  through  an  in- 
cision of  the  dura,  and  in  five  animals  no  inflammatory  exu- 
date or  naked-eye  evidence  of  inflammation  was  found;  in  a 
sixth  a  hemorrhage  was  produced  in  some  way  and  a  pseudo- 
membrane  formed. 

DISCUSSION. 

Dr.  E.  D.  Fisher  thought  that  the  early  idea  that  hemor- 
rhagic pachymeningitis  was  rare  was  due,  as  Osier  said,  to  ob- 
serving the  wrong  class  of  cases.  In  any  almshouse  this  condi- 
tion would  be  found  very  prevalent.  Some  years  ago  the  ques- 
tion came  up  in  the  New  York  Pathological  Society,  and  he 
took  occasion  at  that  time  to  show  a  number  of  cases  of  this 
disease.  He  did  not  quite  understand  the  etiology  of  the  case 
reported  by  Drs.  Spiller  and  McCarthy,  and  asked  for  further 
information. 

Dr.  D.  J.  McCarthy  replied  that  the  etiology  of  the  case 
was  rather  obscure,  there  being  evidence  both  of  rachitis  and 
syphilis.  Diarrhea  existed  for  a  short  time  before  death,  but 
that  probably  had  no  causative  relation  to  the  membrane  itself; 
the  etiological  factors  were  syphilis  and  rachitis. 

Dr.  McCarthy  stated  that  the  statistics  show  that  2.7  per 
cent,  of  the  entire  number  of  cases  of  pachymeningitis  occur 
during  the  first  year  of  life. 

Dr.  W.  G.  Spiller  said  that  cases  of  internal  hemorrhagic 
pachymeningitis  are  not  very  uncommon  in  the  insane,  as  Dr. 
Fisher  had  stated,  but  they  occur  much  less  frequently  in  child- 
hood, and  he  believed  that  no  case  in  a  child  so  old  as  nine  years 
had  been  published.  In  the  case  just  reported,  the  flat  bridge 
of  the  nose  and  the  Hutchinson  teeth  were  indicative  of 
syphilis;  and  the  so-called  pigeon-breast  was  a  sign  of 
rachitis. 

*  Goodall,  The  Journal  of  Mental  Science,  Vol.  XXXVIII.  p.  397. 


SENSORY     DISTURBANCES     IN     EPILEPSY     AND 

HYSTERIA.1 

By  E.  D.  Fisher,  M.D. 

Dr.  Fisher  said  that  in  both  conditions  hemianesthesia 
might  be  present,  but  it  was  more  frequent  in  hysteria.  General 
or  bilateral  anesthesia  was  not  uncommon.  He  found  this  con- 
dition often  existing  independently  of  any  seizures,  and  report- 
ed two  cases.  The  first  was  that  of  a  woman  aged  seventeen 
years.  She  had  a  history  of  true  epileptic  seizures  since  her  first 
menstrual  period  three  years  previously.  Examination  showed 
complete  anesthesia  of  all  forms  of  sensation  over  the  middle  of 
the  forehead,  both  shoulders,  the  dorsal  surface  of  both  hands, 
and  the  extensor  surface  of  forearms.  The  second  case  was 
that  of  a  woman  twenty-four  years  of  age.  A  diagnosis  of  hys- 
teria was  made.  There  was  anesthesia  of  both  shoulders,  dorsal 
surface  of  the  hands,,  and  extensor  surface  of  the  forearms.  In 
both  cases  the  condition  was  permanent,  and  probably  of  cere- 
bral origin.  It  was  evidently  not  of  peripheral  origin.  In  view 
of  these  cases  and  the  literature  on  the  subject,  it  would  be  well 
to  examine  for  sensory  symptoms  in  all  cases  of  epilepsy. 

DISCUSSION. 

Dr.  P.  C.  Knapp  said  he  had  occasionally  noted  the  pres- 
ence of  the  sensory  disturbance,  of  which  Dr.  Fisher  spoke,  in 
epileptics,  where  it  seemed  pretty  clear  that  the  attacks  were  of 
epileptic  character,  and  not  hysterical,  and  he  thought  we  should 
probably  find  slight  sensory  disturbances  oftener  if  we  made 
careful  comparative  tests  of  the  sensibilities  of  the  two  sides. 

Dr.  E.  D.  Fisher  thought  that  when  we  examine  the  liter- 
ature and  find  that  in  case  after  case1  of  epilepsy  reported  by  a 
large  number  of  observers  these  permanent,  and  also  transi- 
tory, conditions  of  anesthesia  have  been  found,  we  must  allow 
ourselves  to  accept  the  diagnosis  of  epilepsy  in  such  cases,  or 
vve  cannot  come  to  any  conclusion  whatever. 

He  thought  probably  we  are  dealing  with  some  central 
nervous  disturbance  aside  from  what  we  may  call  cases  of 
chorea,  epilepsy,  or  hysteria,  that  may  lead  us  to  think  of  a 
diffuse  lesion,  such  as  might  manifest  itself  later  as  a  case  of 

'Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neuro- 
logical Association,  June  14  and  15.  1899. 
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multiple  sclerosis.  Thompson  and  Oppenheim  are  inclined  to 
ascribe  it  all  to  cerebral  disease,  but  again  they  have  had  cases 
similar  to  these  Dr.  Fisher  had  described,  and  the  ultimate  his- 
tory has  been  that  they  turned  out  to  be  multiple  scleroses. 
Where  the  early  diagnosis  is  a  difficult  one  to  make  at  the 
time,  definite  symptoms  of  multiple  sclerosis  may  show  later 
that  we  are  dealing  with  a  disease  of  a  degenerative  type. 


PURULENT    ENCEPHALITIS    AND    CEREBRAL    ABSCESS 
IN   THE   NEW-BORN,   RESULTING   FROM   INFEC- 
TION THROUGH  THE  UMBILICUS.1 
By  Guy  Hinsdale,  M.D. 

The  mother  of  the  patient  had  had  a  painful  pregnancy, 
and  after  labor  lasting  forty  hours  pus  from  the  uterus  fol- 
lowed the  placenta.  The  child  died  on  the  thirteenth  day,  after 
symptoms  of  meningitis.  All  the  surfaces  of  the  cerebrum  and 
cerebellum  were  covered  with  a  fibro-purulent  exudate;  a  pus 
cavity  was  in  the  left  anterior  lobe,  and  a  large  hemorrhage  in 
the  right.  There  were  innumerable  hemorrhages  throughout 
the  cortex,  with  destruction  of  the  infiltrated  nervous  tissue. 
The  microscopical  study  was  made  by  Dr.  Joseph  Sailer;  the 
bacteriological  examinations  by  Dr.  S.  S.  Kneass.  The  bac- 
teriological examination  showed  a  pathogenic  organism  cor- 
responding in  its  description  with  the  colon  group,  probably 
the  bacillus  coli  immobilis. 

*Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neuro- 
logical Association,  June  14  and  15,  1899. 
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NEW  YORK  NEUROLOGICAL  SOCIETY. 
October  3,  1899. 
The  President,  Dr.  Frederick  Peterson,  in  the  chair. 
CEREBELLAR  TUMOR. 

Dr.  W.  B.  Noyes  presented  a  boy  of  five  years  who  had 
been  well  until  last  June.  At  that  time  he  had  an  obscure  ill- 
ness diagnosticated  as  an  auto-intoxication.  He  remained  un- 
conscious for  two  days.  During  July  he  had  been  in  fair  con- 
dition. In  August  he  was  noticed  to  stagger  when  walking. 
He  could  move  his  legs  when  sitting,  but  had  absolute 
ataxia.  A  slightly  spastic  condition  of  the  legs  interfered  with 
properly  obtaining  the  knee-jerk.  Ankle-clonus  could  be  occa- 
sionally elicited.  No  sensory  disturbances  of  any  sort  existed. 
His  mental  condition  was  becoming  slowly  worse.  Examina- 
tion of  the  eyes  showed  papillitis,  with  hemorrhages  over  the 
disk.  The  pupils  were  dilated  and  did  not  respond  to  light. 
He  had  neither  headache  nor  vomiting.  The  case  was  pre- 
sented as  probably  one  of  cerebellar  tumor.  The  speaker  said 
that  it  was  not  impossible  that  the  sickness  which  occurred  last 
June  was  a  meningitis;  hydrocephalus  was  also  possible. 

Dr.  George  W.  Jacoby  said  that  he  had  been  impressed  with  the 
general  laxness  of  the  boy  and  the  bending  forward  of  the  thorax. 
This  general  loss  of  muscular  tone  made  him  believe  the  diagnosis  of 
cerebellar  tumor  to  be  correct. 

Dr.  Hughes,  of  St.  Louis,  said  that  the  case  suggested  cerebellar 
tumor,  but  it  seemed  to  him  not  improbable  that  cerebrospinal  menin- 
gitis had  existed,  and  that  the  present  condition  was  the  result  of  this 
meningitis. 

Dr.  Edward  D.  Fisher  inclined  to  the  view  that  the  case  was  one 
of  cerebellar  tumor,  although  admitting  the  force  of  the  statement  of 
the  last  speaker. 

Dr.  Noyes  thought  that  the  condition  of  the  eyes  alone  was  suffi- 
cient to  settle  the  question  of  the  diagnosis.  He  had  been  unable  to 
find  the  report  of  a  case  of  hydrocephalus  producing  optic  neuritis,  al- 
though it  might  cause  optic  atrophy  when  very  far  advanced.  The 
case  was  evidently  progressing  rather  rapidly  now. 

BRACHIAL  PLEXUS  PARALYSIS  FROM  PRESSURE. 

Dr.  William  M.  Leszynsky  presented  a  young  woman  hav- 
ing a  brachial  plexus  paralysis  affecting  each  arm,  the  result 
of  pressure.  The  biceps  group  was  paralyzed;  the  extensors 
and  the  deltoid  were  extremely  weak,  and  atrophy  was  observed 
about  the  shoulder  joint.  No  sensory  symptoms  were  detected. 
The  faradic  irritability  was  lost  in  the  nerves  and  muscles. 
The  same  condition,  although  to  a  less  degree,  was  present  on 
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the  right  side.  The  paralysis  had  existed  three  months.  The 
etiology  in  this  case  was  interesting.  The  woman  had  been 
operated  upon  about  three  months  ago  for  an  abdominal 
growth.  Immediately  afterward  a  paralysis  developed,  un- 
doubtedly from  the  pressure  exerted  for  about  one  hour  and  a 
half  by  an  apparatus  used  for  support.  Dr.  Leszynsky  said  he 
had  seen  similar  cases  of  pressure  paralysis,  but  in  this  instance 
the  paralysis  had  been  so  severe,  and  had  lasted  so  long,  that  it 
brought  up  the  interesting  question  as  to  whether  or  not  the 
surgeon  might  be  liable  to  be  sued  for  damages.  On  inquiry 
he  had  learned  that  this  form  of  paralysis  was  not  at  all  un- 
common at  the  present  time  in  surgical  practice,  yet  it  was 
entirely  avoidable.  Tn  an  article  by  Dr.  Garrigues  several 
cases  had  been  reported  in  which  the  paralysis  had  lasted  for  a 
year  or  more,  and  had  been  followed  by  atrophy.  The  apparatus 
referred  to  usually  made  pressure  between  the  clavicle  and  the 
first  rib. 

Dn  Fisher  said  that  these  cases  of  pressure  paralysis  were  quite 
commonly  observed  after  operations,  as  for  example,  after  operations 
for  appendicitis ;  but  he  had  never  before  seen  a  case  in  which  both 
sides  had  been  involved.  Negligence  in  attending  to  the  position  of 
the  arm  during  operation  was  often  responsible  for  such  paralysis. 

Dr.  Fraenkel  said  that  while  many  cases  of  post-operative  paraly- 
sis had  been  reported,  it  should  be  remembered  that  in  some  the  par- 
alysis had  been  ascribed  to  the  ether,  although  in  others  the  influence  of 
pressure  had  been  definitely  shown.  This  made  it  difficult  to  hold  the 
surgeon  liable  in  many  instances. 

Dr.  G.  W.  Jacoby  said  that  the  various  cases  had  been  recently 
tabulated  and  the  conclusion  reached  that  all  the  paralyses  could  only 
be  explained  by  pressure.  The  consensus  of  opinion  at  the  present 
time  seemed  to  be  that  the  ether  could  not  give  rise  to  this  form  of 
paralysis.  Surgical  assistants  were  often  very  negligent  about  these 
matters.  For  example,  he  had  found  an  assistant  making  hypodermic 
injections  of  ether  and  brandy  in  a  case  of  collapse,  directly  over  the 
musculospiral  nerve,  and  the  ensuing  paralysis  he  would  have  found 
difficulty  in  explaining  had  he  not  seen  these  injections  being  made. 
Again,  he  had  known  it  to  be  positively  asserted  that  there  had  been 
no  pressure,  and  yet  he  had  personally  seen  the  etherizer  resting  his  el- 
bows heavily  over  the  patient's  clavicles. 

Dr.  Frederick  Peterson  said  that  he  had  seen  even  the  peroneal 
nerve  affected  in  this  way  after  ether  narcosis.  In  every  case  that  he 
had  investigated  he  had  "found  that  there  had  been  a  possibility  of  the 
paralysis  having  been  produced  by  pressure.  The  question  was  of 
great  importance,  for  he  believed  it  would  be  perfectly  possible  for 
such  a  paralyzed  patient  to  collect  damages  from  the  surgeon  on  ac- 
count of  such  negligence.  Nearly  all  the  pressure  paralyses  occurring 
at  night  developed  during  alcoholic  sleep,  and  he  had  come  to  look 
upon  these  as  occurring  in  nerves  which  had  been  rendered  especially 
vulnerable  by  ether  or  alcohol,  or,  as  suggested  by  Dr.  G.  W.  Jacoby, 
the  inhalation  of  carbonic  oxide  in  close  sleeping-rooms.  In  cases  of 
musculospiral  palsy  the  nerve  was  generally  pressed  upon  when  the 
patient  slept  with  the  arm  raised,  and  the  hand  under  the  back  of  the 
head. 

Dr.  Hughes  said  that  the  paralyses  following  the  comatose  state 
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in  epilepsy  exhibited  local  peripheral  expressions.  Neurologists  had 
been  accustomed  to  consider  these  as  of  central  origin.  His  own 
opinion  was  that  ether  was  a  factor  which  could  not  be  ignored — that 
it  was  a  toxic  factor.  He  had  not  yet  been  convinced  that  these  cases 
were  exclusively  peripheral  paralyses,  and,  owing  to  this  lack  of  una- 
nimity among  neurologists  regarding  the  causation  of  these  cases,  their 
medico-legal  aspect  assumed  grave  importance.  Many  of  these  pa- 
tients recovered,  as  did  the  patients  with  epileptic  paralyses,  and  he  was 
inclined  to  think  that  the  toxic  condition  of  the  brain  found  associated 
with  etherization  was  an  important  etiological  factor. 

Dr.  Leszynsky  said  that  he  could  not  agree  with  the  views  of  the 
previous  speaker  regarding  the  effect  of  etherization.  When  a  healthy 
person  was  etherized  it  could  hardly  be  said  that  the  toxic  condition 
could  so  soon  be  responsible  for  the  paralysis;  it  was  rather  a  case 
of  extreme  pressure  made  during  unconsciousness.  In  his  own  mind 
there  was  no  question  that  all  of  these  cases  were  directly  due  to  pres- 
sure made  during  unconsciousness.  Ether,  like  other  stimulants,  might 
give  rise  to  cerebral  hemorrhage,  or  induce  hemiplegia  of  the  hysteri- 
cal type.  If  these  cases  were  due  to  a  lesion  in  the  anterior  horn  they 
would  not  all  recover,  as  occurred  invariably  in  the  class  of  cases  under 
discussion. 

THE  CENTRAL  NERVOUS  SYSTEM  IN  ACUTE  MALARIAL 

INFECTION. 

Dr.  James  Ewing  read  this  paper.  He  introduced  the  sub- 
ject by  reporting  the  three  following  cases : 

Case  I. — Estivo-autumnal  malaria,  with  marked  cerebral  symptoms 
and  infection  with  a  single,  well-defined  group  of  parasites.  The  pa- 
tient was  a  soldier  who  had  just  returned  from  Cuba.  The  stupor  lasted 
thirty-six  hours  prior  to  death.  Two  days  before  death  many  ring- 
shaped  organisms  in  the  blood  had  been  found.  The  stupor  began 
twelve  hours  after  sporulation  occurred.  At  the  autopsy  the  viscera 
showed  the  lesions  of  severe  malarial  infection.  The  capillaries  of  the 
cerebrum,  cerebellum,  medulla  and  cervical  cord  contained  a  large 
number  of  cells  harboring  parasites.  Many  capillaries  were  occluded 
by  thrombi.  The  ganglion  cells  showed  everywhere  a  reduction  in 
size,  irregularity  and  splitting  or  loss  of  the  chromatic  bodies.  Death 
was  due  to  the  massing  of  the  parasites  in  the  capillaries.  The  case 
was  a  good  example  of  comatose  malaria  of  the  cerebral  type. 

Case  II. — This  patient  had  chills  on  alternate  days  for  several  days, 
and,  on  admission,  had  a  pulse  of  no,  and  was  much  prostrated. 
Marked  insomnia  and  mild  delirium  existed  for  awhile;  then  the  de- 
lirium became  still  more  marked,  and  finally  coma  developed,  lasting 
for  some  time  before  death.  No  evidence  that  the  coma  was  uremic 
was  obtained.  The  temperature  reached  1080  F.  shortly  before  death. 
On  October  12  the  blood  contained  an  enormous  number  of  ovoidal, 
spherical  and  crescentic  bodies.  On  October  25,  or  eight  hours  before 
death,  very  few  crescents  could  be  seen.  None  of  the  younger  forms 
were  found.  The  autopsy  showed  moderate  edema  of  the  brain,  the 
basal  vessels  normal,  and  very  few  parasites  present.  The  deposit  of 
pigment  in  the  brain  was  slight.  Throughout  the  cortex  the  cells 
showed  no  marked  change  further  than  a  uniform  diminution  in  the 
chromatic  substance.  In  many  of  the  pericellular  lymphosites  were 
peculiar  structures — elongated  fibers  or  rods  with  tapering  ends — of 
undetermined  nature.  Similar  deposits  were  found  in  other  cases  of 
malaria,  and  in  one  case  of  tubercular  meningitis.    The  chief  feature  of 
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this  case  was  the  prolonged  delirium  and  coma,  yet  the  post-mortem 
examination  showed  far  less  change  in  the  kidney  than  was  usually 
seen  in  profound  malarial  infection. 

Case  III. — This  was  a  case  of  fatal  malaria  associated  with  hemo- 
globinuria. The  man  had  contracted  malaria  in  Santiago  in  July,  1898. 
He  was  comatose,  extremely  emaciated,  excessively  anemic  and  mod- 
erately jaundiced.  He  was  at  Camp  Wikoff  for  three  days  prior  to 
death.  The  dura  and  pia  were  distinctly  jaundiced.  The  cerebrum, 
cerebellum  and  medulla  showed  the  usual  injection  of  vessels  with 
blood,  but  the  vast  majority  of  the  vessels  were  free  from  the  para- 
sites. An  abundant  deposit  of  hematoidin  in  the  kidneys  was  interest- 
ing. 

Commenting  upon  the  foregoing  cases,  the  speaker  said  that 
when  the  brain  cortex  was  markedly  brownish  it  indicated 
usually  the  presence  of  a  large  number  of  parasites,  but  this  was 
not  an  invariable  rule.  The  majority  of  cases  of  comatose 
malaria  did  not  exhibit  the  massing  of  the  parasites  in  the  brain. 
Of  eight  cases  in  which  he  had  examined  the  brain  after  death 
in  none  was  there  a  distinct  brownish  discoloration  of  the  brain. 
Hemorrhages  had  been  found  in  some  cases,  as  had  also  a 
moderate  degree  of  edema.  Usually  the  parasites  were  uni- 
formly distributed  in  the  brain  and  cord,  but  a  case  had  been 
reported  in  which  they  were  localized  in  the  medulla.  The 
number  of  these  parasites  was  often  enormous,  and  complete 
occlusion  of  the  vessels  was  not  at  all  uncommon.  While  most 
of  the  fixed  pigment  was  found  in  the  endothelium,  the  para- 
sites were  rarely  seen  in  the  endothelial  cells.  It  was  probably  safe 
to  refer  the  cerebral  symptoms  observed  in  these  severe  cases 
of  malarial  infection  to  the  general  condition  of  the  obstructed 
circulation.  The  ganglion  cells,  in  cases  of  comatose  malaria, 
had  been  studied,  and  the  changes  found  to  consist  chiefly  in 
the  various  degrees  of  chromatolysis.  The  dendrites  were 
usually  involved  before  the  cell  body.  The  ganglion  cells  ap- 
peared to  suffer  less  than  in  the  average  case  of  typhoid  fever. 
The  mere  presence  of  the  parasites  in  the  tissues  seemed  to  ex- 
ert no  bad  influence,  except  in  a  mechanical  way.  In  one  of 
the  cases  reported  in  the  paper  the  deepening  of  the  coma  could 
be  apparently  connected  with  the  progressive  filling  of  the  cap- 
illaries with  the  parasites,  and  the  formation  of  thrombi.  In 
the  other  two  cases  the  parasites  were  few  and  the  pigment 
scanty.  In  both  of  these  cases  the  malarial  infection  was  ex- 
ceedingly severe.  These  cases  showed  that  the  coma  of  malaria 
was  not  always  referable  to  the  presence  of  the  cerebral  para- 
sites. Of  the  writer's  sixty-four  cases  of  malarial  coma  report- 
ed there  were  five  simple  tertian  infections.  In  the  estivo- 
autumnal  cases,  with  crescents  only  in  the  blood,  there  were 
thirty-four  instances  from  the  Montauk  camp.  Coma  appeared 
to  be  rather  frequent  in  cases  showing  only  crescents  in  the 
blood.     Crescents  did  not  exhibit  such  a  tendency  to  unequal 
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distribution  as  did  the  fertile  forms.  From  the  condition  of 
the  viscera  found  in  the  second  and  third  cases  reported — and 
this  variety  occurred  especially  in  cachectic  individuals  in  whom 
the  disease  had  existed  for  some  weeks — it  seemed  probable 
that  the  coma  was  the  result  of  the  general  and  profound  ma- 
larial infection.  The  writer  did  not  believe  that  much  im- 
portance should  be  attached  at  the  present  time  to  the  condition 
of  the  gang-lion  cells  in  malaria.  When  the  coma  resulted 
from  the  massing  of  the  young  parasites  in  the  brain,  it  was 
generally  gradual  in  onset,  and  the  prognosis  was  very  unfavor- 
able. In  some  cases  the  coma  developed  suddenly,  and  was 
more  amenable  to  appropriate  treatment.  The  general  clinical 
character  of  these  cases  indicated  that  an  embolic  process  was 
concerned  in  their  causation.  Of  eleven  cases  of  the  first  class, 
reported  by  the  writer,  ten  proved  fatal.  To  summarize:  The 
three  anatomical  conditions  were:  1.  The  mechanical  obstruc- 
tion of  the  cerebral  capillaries  by  large  numbers  of  young  para- 
sites ;  2.  An  embolic  process  causing  an  occlusion  of  some  ves- 
sels (usually  temporary)  by  parasites  or  pigmented  leucocytes, 
and  3.  A  general  toxemia,  such  as  might  occur  in  other  infec- 
tions diseases,  the  blood  showing  few,  if  any,  autumnal  rings. 

Dr.  W.  B.  Noyes  said  that  two  years  ago  he  had  seen  a  case  show- 
ing coma,  stertorous  respiration,  partial  paralysis  and  irresponsive 
pupils.  The  blood  taken  from  the  spleen  at  autopsy  showed  the  pres- 
ence of  pigmented  leucocytes,  parasites  of  the  estivo-autumnal  variety. 
Sections  from  every  part  of  the  brain,  without  staining,  showed  that 
the  walls  of  the  capillaries  were  infiltrated  with  pigment.  The  absence 
of  the  parasites  and  the  enormous  amount  of  pigment  were  especially 
noteworthy.  The  usual  lesions  of  pernicious  malarial  fever  were  found 
in  the  other  organs  of  the  body.  In  this  case  the  diagnosis  during  life 
had  been  cerebral  hemorrhage  by  almost  every  physician  who  had 
seen  the  case — certainly  the  clinical  appearances  were  the  usual  ones 
found  in  cerebral  hemorrhage. 

Dr.  Lewis  A.  Conner  thought  the  jaundice  might  explain  some 
of  the  comas  that  were  otherwise  inexplicable.  It  was  surprising 
sometimes  how  an  apparently  moderate  degree  of  jaundice  might  be 
associated  with  very  marked  cerebral  symptoms. 

Dr.  Fraenkel  said  that  he  looked  upon  most  of  the  nervous  con- 
sequences of  malaria  as  due  to  toxemia. 

Dr.  Hughes  said  that  the  paper  was  very  satisfactory  in  that  it  ex- 
plained certain  old  and  well-known  clinical  facts.  Williamson,  of  Eng- 
land, had  been  one  of  the  first  authors  to  refer  to  the  effect  of  malaria 
on  the  nervous  system. 

Dr.  William  Hirsch  reported  a  case  of  a  gentleman  sent  to  him 
from  the  South  about  one  year  ago,  with  a  diagnosis  of  spinal  tumor. 
The  symptoms  had  been  atrophy  of  the  muscles  of  the  left  shoulder 
girdle,  associated  with  intense  pain.  The  patellar  reflexes  were  exag- 
gerated. After  having  had  the  case  under  observation  for  some  time, 
and  studying  the  previous  history  very  carefully,  he  had  become  con- 
vinced that  this  was  not  the  correct  diagnosis.  The  patient  gave  a 
history  of  having  had  a  somewhat  similar  attack  some  time  before, 
which  had  been  recovered  from.  While  under  observation  the  man 
had  developed  a  typically  malarial  temperature,  and  this  had  been  asso- 
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ciated  with  splenic  enlargement.  Examination  of  the  blood  at  that 
time  had  been  negative.  After  about  six  weeks  of  anti-malarial  treat- 
ment recovery  had  been  complete.  A  very  peculiar  symptom  in  this 
case  was  a  decidedly  tender  swelling  over  the  sternum.  This  had  dis- 
appeared as  the  patient  had  improved.  The  man,  against  advice,  had 
returned  to  his  home  in  the  South,  and  when  seen  again,  a  few  weeks 
ago,  had  been  in  a  worse  condition  than  the  year  previous.  The  left 
clavicle  then  exhibited  a  tender  swelling,  like  that  observed  pre- 
viously over  the  sternum.  There  were  similar  swellings  over  one  ulna 
and  on  one  portion  of  the  skull.  He  was  now  improving  rapidly  under 
anti-malarial  treatment.  The  case  was  reported  because  of  this  pe- 
culiar affection  of  the  bones. 

Dr.  Teller,  of  Memphis,  said  that  he  had  practised  in  a  district  in 
which  malaria  was  exceedingly  common  and  very  malignant.  In  his 
neighborhood  these  peculiar  neurotic  manifestations  of  malaria  were  so 
common  as  to  make  the  physicians  constantly  on  the  lookout  for 
them.  The  cases  of  cerebral  congestion  were  all  too  common,  and 
very  frequently  proved  fatal.  The  physicians  of  his  locality  looked 
upon  the  disease  as  a  profound  toxemia. 

Dr.  Ewing  said  that  he  had  been  especially  interested  in  the  re- 
marks of  one  of  the  speakers  concerning  cases  exhibiting  jaundice. 
These  cases  commonly  showed  at  autopsy  profound  and  peculiar 
changes  in  the  liver.  In  the  case  reported  by  Dr.  Hirsch  there  were 
certain  features  that  seemed  to  him  to  point  to  syphilitic  infection.  Dr. 
Ewing  thought  that  the  medical  profession  was  too  prone  to  jump  to 
the  conclusion  that  a  disease  was  malarial  because  it  seemed  to  re- 
spond to  the  administration  of  quinine.  A  very  large  number  of  ner- 
vous conditions  reported,  that  had  been  referred  to  malaria  by  the 
older  writers,  should  be  excluded  at  the  present  time,  because  they  had 
not  been  properly  authenticated  according  to  modern  notions. 


222.  On  a  Form  of  Nerve  Termination  in  the  Central  Nervous 
System,  Demonstrated  by  Methylene  Blue.  W.  A.  Turner  and 
W.  Hunter  (Brain,  22,  1899.  p.  123). 

The  authors  used  a  method  adapted  from  Ehrlich,  as  follows : 
Small  quantities  of  a  saturated  solution  of  methylene  blue  were  injected 
subcutaneously  at  intervals  of  from  fifteen  to  twenty  minutes  until  the 
animal  died.  The  central  nervous  organs  were  then  rapidly  removed, 
sliced  into  convenient  blocks,  and  placed  in  a  solution  of  ammonium  mo- 
lybdate  for  purposes  of  fixation.  After  washing,  hardening  and  em- 
bedding, the  blocks  are  cut  as  usual  and  mounted  with  a  coverglass.  A 
number  of  nervous  structures  were  examined  from  a  variety  of  animals, 
and  the  results  obtained  are  given  in  resume  thus : 

1.  In  the  majority  of  cases  a  cellulipetal  fiber  may  be  traced  to,  and 
found  to  break  up  over,  the  cell  body  and  base  of  the  protoplasmic  proc- 
esses. In  no  case  has  the  cellulipetal  fiber  been  found  to  break  up  pre- 
vious to  reaching  the  cell  body. 

2.  This  lattice  work  is  most  clearly  defined  over  that  portion  of  the 
cell,  namely,  the  root  of  the  axis  cylinder  process,  which  is  deficient  in 
the  so-called  Nissl  bodies. 

3.  It  is  also  clearly  seen  over  cells  whose  general  staining  is  faint. 

4.  When  the  cell  is  rendered  indistinct  by  changes  in  the  focus,  the 
lattice  work  is  thrown  into  clearer  perspective. 

5.  As  best  seen  in  the  nucleus  of  the  trapezium,  the  ending  may  be 
apparent  without  the  cell.  The  paper  is  illustrated  by  some  wretched 
micro-photographs  and  =ome  schematic  pen  drawings.  Jelt.tfff. 
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April  25,   1899. 
The  President,  Dr.  Richard  Dewey,  in  the  chair. 

Dr.  M.  L.  Goodkincl  presented  a  patient  with  multiple 
sclerosis,  twenty-three  years  of  age,  of  Russian  parentage,  and 
with  negative  family  history.  When  seven  years  of  age  he  was 
lost  in  a  blizzard  and  almost  succumbed  to  exposure.  Shortly 
afterward  he  began  to  exhibit  the  first  symptoms  of  the  mal- 
ady, being  easily  fatigued  and  having  some  difficulty  in  walk- 
ing. He  also  began  to  fall  behind  in  his  school  work,  although 
he  had  previously  maintained  a  good  standing,  and  had  oc- 
casional attacks  of  headache  and  dizziness.  At  the  age  of  thir- 
teen he  had  an  apoplectoid  attack  affecting  the  right  side,  and 
when  fifteen  years  old  ptosis  of  the  right  lid  appeared  and  lasted 
six  months.  Unsteadiness  in  gait  was  then  added  and  grad- 
ually became  more  marked,  the  limbs  as  well  as  the  trunk  and 
head  being  thrown  into  violent  oscillations  on  voluntary  effort. 
Speech  became  defective,  but  he  disclosed  no  bladder,  sensory 
or  visceral  disturbance,  was  well  nourished  and  of  fair  size. 
At  the  present  time  the  stiffness  and  inco-ordination  of  the 
legs  are  very  pronounced,  and  the  same  symptoms  are  easily 
elicited  in  the  upper  extremities,  more  readily  upon  the  left 
side.  Nystagmus,  lateral,  vertical  and  rotary,  is  easily  demon- 
strated, the  pupils  are  normal,  but  the  fundi  show  secondary 
atrophy  with  a  peculiar  discoloration  of  the  disks. 

The  remainder  of  the  evening  was  devoted  to  an  informal 
discussion  on  brain  tumor,  which  was  opened  by  Dr.  Henry  M. 
Lyman.  He  said  that  in  approaching  the  subject  of  brain 
tumor  he  was  forcibly  reminded  of  a  remark  which  occurs  in 
one  of  Hughlings  Jackson's  lectures:  "It  is  a  great  misfortune, 
but  it  is  a  fact,  that  the  more  experience  a  man  gets  in  the 
matter  of  diseases  of  the  brain,  the  less  certain  he  feels  in  his 
diagnosis."  Much  of  this  uncertainty  with  regard  to  cerebral 
tumors  depends  upon  the  various  origin,  nature  and  seat  of  the 
new  growths  and  their  encroachment  upon  the  various  organs 
of  which  the  brain  is  acknowledged  to  be  composed.  In  many 
cases  the  existence  of  a  brain  tumor  is  not  revealed  by  any 
sensory,  motor  or  focal  symptoms,  and  it  mav  exist  for  a  con- 
siderable time  and  result  fatally  with  nothing  to  indicate  its 
presence  in  the  brain.  Dr.  Bristow,  for  instance,  had  reported 
three  such  cases  in  which  the  only  symptoms  were  of  a  hysteri- 
cal character. 

Dr.  Lyman  related  the  case  of  a  man  who  had  consulted 
him  because  he  had  had  convulsions  during  the  previous  night. 
He  had  some  difficulty  in  moving  the  left  arm,  his  condition 
otherwise  being  normal.     After  this  the  arm  gradually  became 
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weaker,  the  weakness  then  extending  to  the  leg,  until  he  be- 
came entirely  disabled.  He  then  passed  from  observation,  but 
it  was  learned  later  that  he  had  been  operated  upon  for  a  sup- 
posed mastoid  abscess  because  of  failure  in  hearing.  Addi- 
tional symptoms  were  headache,  vertigo,  vomiting  and  con- 
vulsions, with  total  left  hemiplegia.  The  patient  finally  died, 
the  autopsy  revealing  a  large  sarcoma  of  the  right  central  con- 
volution. 

Another  case  of  interest  was  that  of  a  boy,  five  years  of 
age,  who  developed  headache,  progressive  loss  of  vision,  vomit- 
ing and,  especially,  great  unsteadiness  of  gait,  so  that  he  was 
obliged  to  stand  and  walk  with  the  feet  wide  apart.  The  post- 
mortem examination  showed  a  large  osteosarcoma  springing 
from  the  base  of  the  cranium,  just  back  of  the  chiasm.  Dr. 
Lyman  said  that  in  cases  like  the  foregoing  the  diagnosis  was 
easy,  but  in  some  others  the  symptoms  were  exceedingly  puz- 
zling and  obscure. 

Dr.  A.  F.  Lemke  exhibited  the  brain  of  a  patient  who  had 
been  admitted  to  the  Illinois  Eastern  Hospital  for  the  Insane, 
with  a  diagnosis  of  general  paralysis.  It  was  only  the  routine 
ophthalmoscopic  examination  that  had  led  to  the  accidental 
discovery  of  double  choked  disk,  and  hence  to  a  change  in  the 
diagnosis.  The  patient  had  had  several  attacks  of  vertigo  and 
vomiting,  vision  had  been  disturbed  for  some  time,  and  she 
complained  of  frontal  headache.  There  were  no  focal  symp- 
toms, although  she  had  a  peculiar  twitching  of  both  sides  of 
the  face.  She  died  after  a  series  of  convulsions,  having  been 
in  the  institution  for  a  year  and  a  half.  At  the  necropsy  a 
sarcoma  about  the  size  of  a  small  orange  in  the  left  frontal 
lobe  was  found.  The  growth  contained  much  fibrous  tissue, 
was  large  enough  to  make,  by  pressure,  quite  an  excavation 
in  the  right  frontal  lobe,  and  was  enucleated  with  great  ease. 
Could  the  tumor  have  been  accurately  located,  it  might  have 
been  removed  by  an  operation,  but  the  removal  would  have  left 
a  considerable  cavity,  and  it  is  doubtful  whether  the  patient's 
mental  condition  would  have  been  improved. 

Dr.  Hugh  T.  Patrick  had  examined  Dr.  Lemke's  patient 
when  she  had  optic  atrophy  following  the  optic  neuritis.  He 
had  been  unable  to  discover  any  focal  symptoms.  He  thought 
that  in  many  instances  the  inco-ordination  occurring  in  frontal 
tumor  was  not  due,  as  had  been  asserted,  to  polar  pressure  on 
the  cerebellum,  but  to  sensorimotor  disturbance  due  to  the 
increased  pressure  on  the  cerebrum. 

Dr.  Patrick  then  demonstrated  three  specimens  of  brain 
tumor,  each  case  illustrating  different  clinical  peculiarities  of 
cerebral  growths. 

The  first  case  was  that  of  a  orirl  of  sixteen,  and  the  first 
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symptoms  were  three  general  and  very  prolonged  convulsions. 
Some  weeks  later  she  began  to  have  focal  fits,  which  were  at 
first  confined  to  the  left  arm,  but  afterward  involved  the  face. 
On  account  of  the  length,  violence  and  peculiar  characteristics 
of  the  first  convulsions,  and  because  of  the  peculiar  features  of 
the  Jacksonian  spasms  and  the  fact  that  she  never  lost  con- 
sciousness during  them,  and  because  of  the  occurrence  of  very 
irregular  and  erratic  headaches,  she  was  supposed  to  be  suffer- 
ing from  hysteria.  When  seen  by  Dr.  Patrick  she  gave  all  the 
typical  symptoms  pointing  to  a  tumor  in  or  near  the  right  arm 
center,  but  probably  subcortical,  and  operation  was  advised. 
A  large  opening  was  made  over  the  arm  area,  but  on  account 
of  the  enormous  intracranial  pressure  the  surgeon  deemed  it 
inadvisable  to  open  the  dura.  Nothing  abnormal  could  be  dis- 
covered through  this  membrane.  After  the  operation  the  pa- 
tient improved  and  was  almost  entirely  relieved  for  a  period  of 
three  months,  the  intense  optic  neuritis  almost  completely  dis- 
appearing as  well  as  the  headache,  strabismus  and  hemiparesis. 
After  a  time  all  the  previous  symptoms  returned,  and  she  was 
again  relieved  for  nearly  three  months  by  full  doses  of  mercurv 
and  iodide  of  potassium.  Again  she  became  very  much  worse; 
a  surgeon  finally  aspirated  (supposedly  the  lateral  ventricle  or 
a  cyst)  a  number  of  times,  and  finally  injected  the  same  cavity 
with  iodoform  emulsion,  the  patient  dying  a  few  hours  later. 
At  the  post-mortem  examination  a  large  cystic  glioma  was 
found  in  the  arm  center,  the  cortex  covering  the  growth  being 
as  thin  as  paper. 

Tn  the  next  case,  that  of  a  middle-aged  woman,  the  first 
symptom  had  been  a  typical  Jacksonian  fit  affecting  the  left 
arm.  She  soon  had  another  convulsion,  attended  with  loss  of 
consciousness.  After  this  the  attacks  varied  in  character,  some- 
times resembling  an  ordinary  attack  of  petit  mal,  sometimes 
beginning  locally  on  the  left  side  and  sometimes  on  the  right. 
Other  symptoms  developed  very  slowly,  the  more  prominent 
ones  being  mental  hebetude,  g-eneral  nervousness  and  depres- 
sion not  unlike  melancholia.  The  diagnosis  of  tumor  was  made, 
and  the  location  was  thought  to  be  in  the  parietal  lobe  on  the 
right  side,  back  of  the  arm  center.  She  finally  died,  and  a 
tumor  was  found  about  as  large  as  the  last  joint  of  a  man's 
thumb,  subcortical,  in  the  right  leg  center,  posterior  to  the 
fissure  of  Rolando.  Could  the  growth  have  been  accurately 
located  during  life  and  found  by  the  knife,  it  is  very  doubtful 
if  it  could  have  been  recognized  intra  vitam.  even  if  cut  into. 
The  growth  was  an  infiltrating  glioma,  and  so  closely  re- 
sembled in  appearance  the  normal  gray  matter  of  the  cortex 
as  to  make  a  diagnosis  of  tumor  somewhat  doubtful,  even  when 
the  growth  was  cut  into  after  removal  of  the  brain.    Tt  looked 
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somewhat  like  a  bruise,  but  the  microscope  revealed  the  typical 
structure  of  glioma.  The  case  was  of  particular  interest  be- 
cause of  the  inconsistency  of  the  symptoms  with  the  size  and 
location  of  the  tumor. 

The  third  brain  shown  was  that  of  a  middle-aged  man,  and 
the  early  part  of  the  history  resembled  very  much  that  of  a 
general  paretic.  On  closer  study,  however,  it  was  thought  that 
the  apparent  mental  failure,  as  well  as  the  apparent  failure  of 
vision,  was  due  to  sensory  aphasia,  as  at  the  time  of  the  ex- 
amination the  patient  showed  well-marked  word-deafness  and 
word-blindness  as  well  as  homonymous  hemianopia.  Wer- 
nicke's hemiopic  reaction  was  distinctly  demonstrated.  Because 
the  motor  aphasia  seemed  to  be  more  pronounced  than  the 
sensory  aphasia,  and  because  of  the  presence  of  Wernicke's 
sign,  the  tumor  was  located  deep  in  the  temporo-sphenoidal 
lobe,  but  the  autopsy  revealed  a  large,  subcortical  glioma  in  the 
parietal  lobe,  extending  back  as  far  as  the  parieto-occipital  fis- 
sure, and  forward  almost  to  the  operculum. 

Dr.  Sidney  Kuh  reported  first  a  case  observed  in  Vierordt's 
clinic  which  was  supposed  to  be  one  of  carcinoma  of  the  liver, 
until  the  patient  suddenly  became  comatose  and  died,  when  a 
tumor  the  size  of  a  hen's  egg  was  found  in  the  cerebellum.  It 
had  destroyed  nearly  all  of  the  vermis  superior,  and  yet  had 
produced  no  symptoms. 

He  also  mentioned  the  case  of  a  boy  of  thirteen  who  had 
typical  attacks  of  mental  epilepsy.  Some  time  after  the  exam- 
ination he  developed  symptoms  of  brain  tumor,  from  which 
he  died. 

A  third  case  was  that  of  a  boy  of  four  years,  the  two  inter- 
esting points  in  the  case  being,  first,  the  fact  that  the  sutures 
of  the  skull  opened  in  consequence  of  the  growth  and  the  head 
became  very  much  enlarged,  and,  second,  the  fact  that  the 
child  had  typical  Jacksonian  epilepsy  confined  to  the  right  side 
of  the  body,  the  necropsy  showing  a  large  tumor,  which  had 
destroyed  the  greater  portion  of  the  right  hemisphere  of  the 
brain.  Dr.  Kuh  explained  the  convulsions  upon  the  same  side 
as  the  tumor  by  supposing  that  the  growth  had  pressed  upon 
and  irritated  the  other  (left)  hemisphere. 

Referring  to  a  statement  of  Dr.  Patrick,  that  in  one  of  his 
cases  it  was  difficult  to  see  how  such  a  small  tumor  had  pro- 
duced all  the  symptoms  and  finally  caused  death,  he  mentioned 
a  case  which  he  had  seen  in  which  the  patient  had  suffered 
from  the  general  symptoms  of  brain  tumor  and  in  which,  at  the 
autopsy,  nothing  abnormal  was  discovered  except  a  cyst  no 
larger  than  a  small  cherry  in  one  hemisphere  of  the  cerebellum, 
and  the  pathologist  who  made  the  examination  was  of  the 
opinion  that  the  cyst  was  congenital. 
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The  speaker  considered  the  appearance  of  headache  to  be 
of  importance  in  determining  the  operability  of  tumor.  If  the 
headache  occurs  as  a  late  symptom,  it  is  probable  that  the 
tumor  is  deep-seated;  when  it  occurs  early,  the  growth  is  prob- 
ably cortical  or  subcortical.  In  one  case,  although  jacksonian 
epilepsy  was  present,  an  operation  was  discouraged  because  of 
the  late  appearance  of  headache,  and  the  post-mortem  examina- 
tion justified  the  advice,  as  the  tumor  was  deep-seated. 

Dr.  Archibald  Church  called  attention  to  a  condition  which 
he  believed  to  be  comparatively  rare,  and  which  produced  the 
symptoms  of  brain  tumor.  He  had  seen  two  cases,  and  in  each 
instance  an  operation  revealed  what  seemed  to  be  an  aneurism 
in  or  upon  the  cortex.  He  was  of  the  opinion  that  the  con- 
dition might  sometimes  be  determined  by  auscultation,  and 
probably  also  by  means  of  the  X  rays. 

Dr.  Daniel  R.  Brower  related  the  case  of  a  man  fifty-five 
years  of  age  who  had  Jacksonian  epilepsy  and  the  classical 
symptoms  of  intracranial  tumor.  Under  the  administration  of 
iodide  of  potassium  he  temporarily  improved,  but  the 
paroxysms  returned  and  he  was  operated  upon  for  removal  of 
the  growth.  No  tumor  was  found.  As  he  had  for  some  years 
had  considerable  trouble  with  a  suppurating  ear,  the  mastoid 
was  operated  upon  to  evacuate  a  possible  abscess,  but  none 
was  found.  A  few  days  afterward  the  man  died,  and  the 
autopsy  revealed  a  subcortical  tumor  the  size  of  a  walnut  be- 
neath the  arm  center,  and  an  abscess  in  the  mastoid  cells.  He 
had  never  seen  any  but  temporary  benefit  from  surgical  inter- 
ference in  tumors  of  the  brain. 

Dr.  James  B.  Herrick  mentioned  a  case  of  frontal  tumor 
in  which  the  symptoms  were  principally  mental,  the  condition 
being  one  of  melancholia  and  despondency,  in  consequence  of 
which  the  patient  attempted  suicide  by  cutting  his  throat  with 
a  razor.  Dr.  Herrick  also  mentioned  the  great  difficulties  of 
diagnosis  in  cases  of  multiple  tumors  of  the  meninges,  and  re- 
lated one  case  in  which  he  and  other  competent  observers  had 
supposed  the  case  to  be  one  of  tuberculous  meningitis.  In  fact, 
the  case  was  exhibited  in  the  clinic  as  a  typical  one  of  this 
disease,  the  autopsy  revealing  diffuse  sarcomatous  affecting 
the  pia  matter  of  the  brain  and  cord.  In  reviewing  the  case 
afterward,  he  thought  that  two  facts  should  have  aroused  sus- 
picion, namely,  the  long  continuance  of  the  disease  (ten  or 
twelve  weeks)  and  the  very  slight  elevation  of  temperature, 
seldom  as  high  as  100  degrees. 

Dr.  Sanger  Brown  thought  that  we  often  lose  sight  of  the 
fact  that  in  cases  of  brain  tumor  many  of  the  severest  symptoms 
are  actually  neurasthenic,  and  not.  as  is  too  frequently  believed, 
focal.     For  instance,  patients  with  tumor  are  very  likely  to 
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awake  at  from  three  to  five  o'clock  in  the  morning  with  a  pro- 
found and  insufferable  headache  which  is  entirely  comparable 
to  that  of  neurasthenia.  Dr.  Brown  believed  that  this  head- 
ache is  caused  by  the  depressing  effect  of  the  growth  upon  the 
vital  portions  of  the  encephalon,  rather  than  by  irritation  of 
the  meninges  or  of  any  of  the  cerebral  tissues.  He  also  criti- 
cised the  doctrine  that  pressure  or  irritation  of  the  growth  in 
the  brain  is  always  the  cause  of  existing  optic  neuritis. 

Dr.  Richard  Dewey  spoke  briefly  of  the  mental  symptoms 
of  brain  tumor,  which  have  received  little  systematic  atten- 
tion. It  cannot  be  said  that  any  typical  form  of  mental  dis- 
turbance belongs  to  brain  tumor,  the  most  frequent  being  dull- 
ness, apathy,  semi-stupor,  at  times  a  good  deal  of  emotional 
disturbance  as  the  result  of  the  irritation  and  pain,  but  in 
rare  cases  attacks  very  much  like  mania.  He  further  called 
attention  to  the  fact  that  a  very  considerable  number  of  case? 
of  brain  tumor  present  in  a  general  way  the  symptoms  of  gen- 
eral paresis,  and  are  mistaken  for  that  disease. 


223.  A  Note  on  the  Influence  of  Maternal  Inebriety  on  the 
Offspring.  W.  C.  Sullivan  (Journal  of  Mental  Science,  45,  1899, 
p.  489). 

The  defective  classes,  it  is  well  known,  are  largely  recruited  from 
among  those  of  alcoholic  habits  and  from  the  offspring  of  such  alco- 
holics. Careful  studies  upon  this  question  have  been  many,  though 
this  is  true  that  but  few  observations  have  ever  been  made  on  the  nor- 
mal members  of  an  alcoholic  family  tree.  The  present  study  follows 
in  detail  the  life  histories  of  a  number  of  alcoholic  families,  from 
which  the  author  draws  a  number  of  inferences. 

Maternal  inebriety  is  a  condition  peculiarly  unfavorable  to  the 
vitality  and  to  the  normal  development  of  the  offspring.  Its  gravity 
in  this  respect  is  considerably  greater  than  that  of  paternal  alcoholism. 

While  its  influence,  particularly  as  measured  by  the  test  of  infant 
mortality,  appears  to  be  exercised  in  considerable  degree  indirectly 
through  deterioration  of  the  milieu,  a  large  part  also  depends  on  the 
primary  action  of  the  poison.  This  is  evidenced  by  the  tendency  to 
still-births  and  abortions,  by  the  high  rate  of  epilepsy. 

This  primary  influence  of  alcohol  is  due  in  part  to  the  permanent 
effects  of  the  poison  on  the  maternal  organism,  inducing  a  transmis- 
sible degenerate  condition,  in  part  to  a  direct  toxic  action  on  the  em- 
bryo, owing  to  continued  excesses  during  pregnancy  and  lactation. 

Under  the  modes  of  influence  the  normal  tendency  of  the  fam- 
ily with  alcoholic  maternity  is  toward  a  type  the  inverse  of  the  syphi- 
litic family;  that  is,  the  first  born  are  normal,  then  come  more  or  less 
defective  children  who  live  beyond  infancy,  then  early  deaths,  still- 
births, and,  finally,  abortions.  Jelliffe. 


■fTcvtscopc. 


PATHOLOGY. 

224.  Ein  Fall  von  Tabes  dorsalis  Incipiens  mit  i;i:mmoser  Er- 
kkankung  der  Hirnsubstanz  (A  Case  of  Tabes  Dorsalis  Incip- 
iens with  Gumma  of  the  Brain).  Nonne  (Berl.  klin.  Woch.,  Vol. 
36,  1899,  Nos.  15,  .16,  17). 

Nonne  reports  a  case  of  tabes  running  an  atypical  course  and  pre- 
senting several  interesting  features.  Besides  headaches,  lancinating 
pains,  ataxia,  etc.,  there  was  a  unilateral  absence  of  the  knee-jerk,  which 
subsequently  returned ;  unilateral  slowing  of  contraction  of  the  pupil 
to  light;  partial  optic  atrophy  not  progressive;  and  finally,  epileptiform 
convulsions,  dementia  and  general  spastic  paresis.  He  assumed  an 
atypical  tabes  with  arterio-sclerosis — syphilitic  (  ?) — of  the  cerebral  ves- 
sels, which  led  to  an  area  of  softening  affecting  the  motor  tracts.  The 
autopsy  revealed  an  early  posterior  sclerosis  with  involvement  of  the 
posterior  roots  (not  complete)  ;  a  gumma  of  the  left  lenticular  nucleus, 
and  an  area  of  softening  of  the  right  lenticular  nucleus.  There  was  also 
a  sclerotic  degeneration  of  the  crossed  pyramidal  tracts.  He  explains 
the  return  of  the  knee-jerk  on  the  right  side,  not  by  any  specific  cord 
change,  but  by  the  presence  of  the  cerebral  new  growth,  which,  by  de- 
stroying the  effect  of  cerebral  inhibition  over  the  lower  reflex  arc, 
permits  a  motor  response  to  a  much  lighter  sensory  stimulus  than  would 
normally  be  required.  He,  however,  does  not  exclude  the  possibility  of 
secondary  degeneration  in  the  pyramidal  tracts,  leading  to  an  excessive 
irritability  of  the  cells  of  the  anterior  horns  with  the  same  result.  He 
concludes  from  this  and  other  cases  that  tabes  in  patients  presenting 
evidences  of  syphilis  does  not  differ  in  the  clinical  picture  from  those 
cases  where  no  such  evidence  exists.  McCarthv. 

225.  Das  Verhalten  des  Ruckenmarkes  bet  reflectorischer  Pu- 
pillenstarre  (The  Spinal  Cord  in  Reflex  Iridoplegia).  G.  Wollf 
(Archiv.  f.  Psychiatrie,  32.  1899,  p.  57). 

Wollf  believes  that  not  enough  attention  has  been  paid  to  the 
degenerations  in  the  cervical  cord  in  cases  with  the  Argyll-Robertson 
pupil.  He  contributes  the  results  of  a  number  of  autopsies  with  the 
microscopical  findings  in  patients  having  this  syndrome,  mainly  with 
tabes.  He  divides  his  observations  into  four  series:  1.  Pupils  in- 
volved but  reflexes  normal.  All  of  these,  eight  in  number,  showed 
a  degeneration  of  the  cervical  cord  in  the  posterior  columns.  In  some 
there  was  also  a  degeneration  in  the  lateral  columns  as  well.  2.  This 
group  with  pupils  involved  and  decreased  reflexes,  seven  cases,  all 
showed  changes  in  the  cervical  cord.  3.  In  one  case  with  normal 
pupils  and  lost  reflex  knee  phenomenon,  the  cervical  cord  was  nor- 
mal, but  from  the  middle  of  the  dorsal  region  down  the  degeneration 
of  tabes  was  manifest.  4.  In  five  patients  showing  normal  pupils  and 
normal  or  increased  reflexes  there  were  various  findings.  The  de- 
generated areas  were  not  constant,  however,  and  were  of  different  in- 
tensities. Jelliffe. 

226.  Die  Erythromelalgie  (Erythromelalgia).  B.  Sachs  and  Alfred 
Wiener  (Deutsche  Zeitschrift  fiir  Nervenheilkunde,  Vol.  15,  Nos. 
3  and  4,  p.  286) . 

The  case  of  erythromelalgia  reported  by  Sachs  and  Wiener  is  as 
follows:  A  man  of  middle  age  began  to  suffer  severe  pain,  radiating 
upwards  and  downwards,  in  the  left  calf.     Diffuse  redness  and  swelling 
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of  the  foot  appeared,  and  the  symptoms  were  much  exaggerated  when 
the  foot  was  pendent.  Some  months  after  this  "red  neuralgia"  began; 
a  small  ulcer  appeared  on  the  dorsal  surface  of  the  foot,  became  deeper 
and  wider,  and  dry  gangrene  of  the  second  toe,  and  later  of  the  other 
toes,  of  the  foot  developed.  Amputation  through  the  thigh  was  per- 
formed. The  patient  recovered  from  the  operation  and  was  free  from 
pain.  The  portions  of  the  anterior  tibial  and  the  popliteal  arteries  ex- 
amined were  found  diseased,  and  the  intima  was  most  affected.  The 
lumen  in  some  parts  was  occluded.  The  changes  in  the  nerves  were 
proportionally  slight.  The  authors  believe  that  much  more  import- 
ance is  to  be  attributed  to  arterial  disease  than  to  nerve  degeneration 
in  erythromelalgia,  and  that  a  condition  similar  to  that  of  erythro- 
melalgia without  pain  is  not  infrequently  found  in  chronic  cardiac  and 
vascular  disease.  They  report  two  cases  in  demonstration  of  this  fact, 
and  in  conclusion  they  say  that  erythromelagia  occurs  often  as  an  in- 
dependent symptom-group,  although  it  is  not  an  independent  disease. 
In  uncomplicated  cases  it  is  probably  due  to  disease  of  the  peripheral 
arteries.  The  obliterating  endarteritis  may  be  connected  indirectly 
with  central  disease,  but  may  be  independent  of  such  disturbance.  In 
comparison  with  cardiac  and  vascular  disease,  erythromelalgia  is  prob- 
ably more  a  disease  of  the  arteries  than  of  the  nerves.  Spiller. 

227.  Normal  and  Pathological  Histology  of  the  Nerve  Cell, 
W.  F.  Robertson  (Brain,  22,  1899,  p.  203,  Summer.) 

Attention  is  here  directed  to  this  very  excellent  critical  resume  of 
the  recent  literature  bearing  on  the  histology  of  the  nerve  cell.  As 
the  paper  in  question  is  a  critical  digest  it  cannot  be  abstracted.  Par- 
ticular attention  is  paid  by  the  author  to  the  histology;  the  pathology 
is  given  in  bibliography.  With  this  paper  and  its  bibliography;  with 
the  monograph  of  Ewing's  on  "Studies  in  Ganglion  Cells."  and  the 
"Bibliographical  Contribution"  of  Jelliffe.  both  of  which  latter  are 
published  in  the  Archives  of  Neurology  and  Psycho-pathology,  the 
present-day  student  cannot  plead  ignorance  of  the  great  field  of  gan- 
glion cell  pathology.  Jelliffe. 

228.  Ueber  vom  Vierhugel,  von  der  Brucke  und  vom  Kleinhirn 
absteigende  Bahnen  (Concerning  Descending  Tracts  from  the 
Corpora  Quadrigemina,  Pons  and  Cerebellum).  M.  Probst 
(Deutsche  Zeitschrift  fur  Nervenheilkunde,  Vol.  15,  Nos.  3  and  4, 
p.   192). 

Probst's  paper  is  so  full  of  detail  that  an  abstract  can  hardly  do 
justice  to  it.  He  finds  experimentally  that  v.  Monakow's  bundle  arises 
in  the  nucleus  ruber  and  not  in  the  thalamus  or  corpora  quadri- 
gemina, and  it  contains  also  ascending  fibers.  The  descending  fibers 
of  the  bundle  could  be  traced  into  the  sacral  cord.  The  tract  within 
the  cord  forms  part  of  the  crossed  pyramidal  tract,  and  because  of 
this  the  area  of  degeneration  in  the  lateral  column  is  greater  from  a 
lesion  in  the  spinal  cord  than  from  one  in  the  pyramids  or  higher  up. 
The  normal  fibers  found  within  the  crossed  pyramidal  tract  in 
advanced  cases  of  amyotrophic  lateral  sclerosis  belong  to  v.  Mona- 
kow's bundle.  The  tract  has  probably  motor  function,  and  yet  divis- 
ion of  the  tract  in  animals  does  not  cause  paralysis,  v.  Monakow's 
bundle  also  receives  fibers  from  the  arched  fibers  (Bogenfasern)  of 
the  tegmentum  of  the  pons. 

The  corpora-quadrigemina-anterior-column  tract  (Vierhiigel- 
Vorderstrangbahn)    almost  disappears  in  the  lower  cervical  cord.     It 
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gives  fibers  like  v.  Monakow's  bundle  to  the  anterior  horns  of  the 
cord,  and  is  probably  motor  in  function. 

The  cerebral  root  of  the  fifth  nerve  descends  lower  than  the  exit 
of  the  fifth  nerve,  and  can  be  traced  in  frontal  sections  so  long  as  the 
vago-glossopharyngeus  root  fibers  can  be  seen  in  their  exit  from  the 
medulla  oblongata.  The  fibers  of  the  cerebral  root  have  relations 
with  the  vago-glossopharyngeus  nucleus,  and  the  root  also  contains 
some  ascending  fibers. 

Probst  describes  a  new  bundle  which  arises  in  the  tegmentum  of 
the  pons  and  descends  in  the  lateral  column  of  the  opposite  side  of 
the  cord.  Numerous  motor  tracts  are  found  in  the  anterior,  as  well 
as  in  the  lateral  columns.  The  direct  pyramidal  tract  in  the  dog  and 
cat  is  usually  unimportant,  but  may  occasionally  be  well  developed. 
The  anterior  column  contains  the  corpora-quadrigemina-anterior-col- 
umn  tract  (Vierhugel-Vorderstrangbahn),  the  fibers  of  the  posterior 
longitudinal  bundle  arising  in  the  deep  nucleus  of  the  posterior  com- 
missure and  fibers  from  the  lateral  tegmentum  of  the  pons.  The 
bundle  from  Deiters'  nucleus  to  the  ventral  peripheral  zone  (Rand- 
zone)   contains  ascending  and  descending  fibers.  Spili.er. 

CLINICAL    NEUROLOGY. 

229.  On  the  relation  of  the  Nervous  System  to  Disease  and 
Disorder  of  the  Viscera.  Morison  (Edinburgh  Medical  Jour- 
nal, 1898,  iv.,  6,  and  1899,  v.,  I,  2  and  3). 

These,  the  Morison  lectures  for  1898.  are  practically  the  continu- 
ation of  a  course  already  reviewed  in  this  journal,  and  are  mainly 
devoted  to  giving  the  author's  views  as  to  what  deductions  should 
be  drawn  from  anatomical  facts,  as  well  as  from  theoretical  consid- 
erations. The  subject  is  considered  under  the  following  heads:  1. 
Disorders  of  visceral  innervation.  2.  Disorders  of  visceral  sensibility. 
3.  Disorders  of  visceral  motion.  The  pathology  of  the  visceral  nerve 
ending  is  non-existent,  or,  at  any  rate,  unknown,  so  the  author  pro- 
ceeds to  consider  the  finer  nerve  branches  to  the  different  viscera  in 
their  normal  and  pathological  condition.  As  a  type  of  an  organ 
undergoing  enormous  changes  in  bulk  he  takes  the  uterus  and  studies 
its  nerve  supply  is  non-gravid  and  gravid  conditions.  By  a  com- 
parison of  sections  through  this  organ,  made  at  different  periods,  he 
finds  that  there  is  some  increase  in  size  of  the  nerves  during  preg- 
nancy, though  it  is  more  apparent  than  real,  as  there  is  no  increase 
in  the  number  or  size  of  the  individual  nerve  fibers.  There  is,  how- 
ever, greater  pliability  and  looseness  in  their  texture.  To  account  for 
the  nerve  supply  to  the  hypertrophied  uterine  musculature,  the  author 
calls  attention  to  the  tortuosity  of  the  uterine  nerves,  especially  found 
in  early  pregnancy  and  post  partum,  the  coiling  being  so  marked 
as  to  suggest  to  him  "the  figurative  parallel  of  paying  out  a  coil  of 
rope  to  an  object,  which  is  increasing  its  distance  from  a  point  of 
attachment."  It  is  suggested  that  perhaps  the  onset  of  labor  pains 
is  due  to  the  fact  that  the  object  has  gotten  to  the  end  of  its  tether, 
and  "the  note  is  sounded  for  a  return  of  the  organ  to  more  moderate 
dimensions." 

In  support  of  this  idea  the  frequency  of  premature  labor  in 
hydramnios  and  twin  pregnancy  is  adduced.  He  next  passes  to  a 
consideration  of  the  pathology  of  the  ganglion  cell  and  its  connections, 
peripheral  and  central,  but  frankly  states  that  the  course  of  the  visceral 
fibers  in  the  central  nervous  system  is  too  little  known  at  present  for 
us  to  be  able  to  consider  with  any  profit,  lesions  associated  with  "gen- 
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eral  trophic  degradation."  Throughout  the  body  there  is  "a  functional 
unity,  which  might  be  more  accurately  termed  a  triunity,  due  to  the  con- 
sentaneous operation  for  the  production  of  a  common  result  of  the 
peripheral  organic  cell — whether  in  brain  or  muscle — a  central  regula- 
ting cell,  and  its  nerve  channels,  and  the  bond  of  unity  between  the 
two,  the  blood."  Next  follows  a  long  discussion  of  the  innervation 
of  the  heart  and  vessels,  in  which  the  author  refers  to  the  researches 
of  himself  and  others,  after  which  the  production  of  visceral  pain  is 
taken  up.  Referring  back  to  the  uterus,  he  considers  some  further 
points  in  the  anatomy  of  its  nerve  supply  and  concludes  that  the  local 
causes  of  pain  in  the  parturient  organ  are  uterine  and  extrauterine, 
the  extrauterine  being  such  as  are  caused  by  pressure  on  surrounding 
structures,  while  the  uterine  are  directly  proportional  to  the  degree  of 
contraction,  and  are  probably  due  to  the  squeezing  of  sensory  nerve 
structures. 

The  pain  of  an  ordinary  muscle  cramp  is  probably  to  be  ex- 
plained in  the  same  way.  Visceral  pain  may  be  absent,  even  in  pro- 
found involvement  of  a  viscus,  where  there  is  neither  inflammation  nor 
production  of  muscular  spasm.  Again  it  may  be  the  peripheral  ex- 
pression of  a  central  lesion. 

One  of  the  most  interesting  parts  of  the  paper  is  that  dealing  with 
the  subject  of  cardiac  pain,  especially  the  pain  of  angina  pectoris. 

The  nerves  of  the  heart  are  in  intimate  relation  with  the  cardiac 
blood  vessels  and  must  undoubtedly  be  affected  by  changes  in  their 
caliber  and  by  alterations  of  their  walls.  There  again  squeezing  of 
the  sensory  structures  and  stretching  of  the  nerves — in  enlargement 
of  the  heart — most  probably  plays  a  role.  Cardiac  pain,  however,  mfly 
be  of  extracardiac  origin,  as  witness  the  cardiac  crises  occurring  occa- 
sionally in  tabes,  not  to  speak  of  the  merely  reflected  pain  not  uncom- 
mon in  disturbances  of  the  abdominal  viscera.  As  determining  the 
central  causation  of  cardiac  pain  little  is  known,  but  all  the  evidence 
we  have  is  in  favor  of  the  spinal,  rather  than  the  cranial,  nerve 
supply  of  the  heart  as  "the  chief  territory  of  objective  pain." 

The  pain  of  meningitis  and  of  some  headaches,  the  author  thinks, 
may  arise  in  the  nerves  of  the  membranes  of  the  brain,  but  on  account 
of  the  brain  being  the  "seat  of  perception  and  the  focus  of  the  sensory 
channels  of  the  body"  disease  implicating  its  centers  and  nerves  may 
cause  pain  in  a  manner  impossible  in  any  other  viscus.  Passing  on 
to  disorders  of  visceral  motility,  the  author  again  takes  up  the  heart, 
and  enters  into  a  discussion  of  the  causes  of  its  motility,  which  space 
does  not  permit  us  to  follow.  He  next  proceeds  to  show  how  visceral 
disorder  may  underlie  somatic  motor  phenomena  as  well  as  sensory 
phenomena.  Last,  turning  to  the  brain,  he  considers  it  in  its  recep- 
tive, retentive  (or  connective),  and  executive  functions,  and  reviewing 
the  character  of  the  nerve  cells  in  different  regions  of  the  cortex, 
gives  the  reasons  for  thinking  that  these  functions  are  there  repre- 
sented in  different  regions  to  different  degrees.  The  above  gives  but 
a  bare  outline  of  these  lectures.  Those  specially  interested  are 
referred  to  the  original.     The  article  is  well  illustrated.  Allen. 

230.  Zur  Dermatomyositis    (Contribution  to  Dermatomyositis).       H. 
Oppenheim  (Berliner  klin.  Wochens.,  27,  ^aa,  p.  805). 

Two  cases  of  dermatomyositis,  or  dermatomucosomyositis,  are 
reported.  The  first  case  was  a  boy  of  eight  years,  who  exhibited  an 
erythematous  condition  of  the  skin  of  the  hands,  arms  and  face;  edema 
more  especially  in  the  upper  facial  areas ;  intense  pain  on  motion ;  sen- 
sitiveness to  pressure  over  the  affected  muscles,  and  increased  tempera- 
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ture.  The  lad  assumed  a  stiff,  rigid  position  to  protect  the  affected 
musculature.  Paresis,  with  atrophy  of  some  muscles,  was  noted,  but 
electric  examination  produced  such  intense  pain  that  it  had  to  be  omit- 
ted. There  was  an  abnormal  condition  of  tension  in  the  affected  mus- 
cles, and  on  palpation  these  muscles  felt  hard  and  sinewy.  The  mucous 
membranes  were  reddened,  and  the  patient  complained  of  a  burning 
sensation  in  the  mouth  and  throat,  made  worse  by  attempts  at  swallow- 
ing. Swelling  of  the  cubital  and  cervical  glands  Oppenheim  considers 
secondary.  Myositis  ossificans  is  excluded  on  account  of  the  absence 
of  areas  of  ossification  and  the  involvement  of  the  mucous  membranes. 
Trichinosis  is  excluded  by  the  absence  of  gastro-intestinal  involvement. 
The  second  case  was  a  fifty-year-old  gymnasium  instructor,  who  imme- 
diately after  a  "Kneipp  cure"  developed  a  stomatitis,  angina,  marked 
edema  of  skin,  and  intense  pain  throughout  the  muscular  system.  Ul- 
ceration of  the  affected  skin  areas  occurred,  attacks  of  fever  and  bron- 
chitis developed,  and  the  patient  showed  signs  of  convalescence,  but  a 
rapid  pulse  and  other  symptoms  of  cardiac  failure  developed,  from 
which  he  finally  died.  Whether  the  heart  disease  was  due  to  the  gen- 
eral muscular  involvement  or  was  a  result  of  exhaustion,  intoxication 
and  increased  temperature,  Oppenheim  was  unable  to  decide.  Micro- 
scopic examination  of  some  of  the  diseased  muscle  of  the  first  case 
showed  a  cellular  infiltration  of  the  muscle  tissue.  The  perimysium 
was  thickened  and  less  marked  changes  were  present  in  the  muscle 
fibrils.  These  latter  were  for  the  greater  part  atrophied  and  at  times 
completely  destroyed.  McCarthy. 


231.  Ueber  die  AUTOCHTHONS  Hirnsinusthrombose  (Concerning  the 
Autochthonous  Thrombosis  of  the  Cerebral  Sinuses).  G.  v.  Voss 
(Deutsche  Zeitschrift  fur  Nervenheilkunde,  Vol.  15,  Nos.  3  and  4. 
p.  297). 

Sinus  thrombosis  is  not  easily  diagnosticated.  Voss  reports  nine 
cases,  and  in  eight  of  these  the  correct  diagnosis  was  not  made.  The 
symptom-complex  of  sinus  thrombosis  resembles  most  closely  that 
of  acute  leptomeningitis.  Both  diseases  usually  begin  acutely,  and 
headache  is  the  most  prominent  symptom  in  both;  disturbance  of 
consciousness  increasing  quickly  or  gradually  to  coma;  single,  and 
later  general,  twitchings,  tonic  and  clonic  convulsions,  paralyses, 
vomiting,  vertigo,  disturbances  of  the  pupil,  are  common  symptoms  of 
both  affections.  Abnormalities  of  pulse  and  temperature,  rigidity 
of  the  neck,  pronounced  hyperesthesia  of  the  skin  and  muscles,  and 
disturbances  of  the  ocular  muscles,  usually  occur  in  meningitis.  Dis- 
turbance of  temperature  rarely  occurs  in  sinus  thrombosis,  the 
pulse  usually  remains  normal,  rigidity  of  the  neck  is  exceptional,  and 
general  hyperesthesia  in  muscles  and  skin  has  not  been  observed. 
Local  signs  of  congestion  (fullness  of  the  veins  of  the  face,  nasal 
hemorrhage)  are  sometimes  pronounced  in  thrombosis  and  are  always 
absent  in  meningitis.  Cachexia  of  long  duration,  chlorosis  and  anemia 
suggest  thrombosis;  whereas  the  presence  of  tuberculosis  elsewhere 
in  the  body  suggests  meningitis.  The  differential  diagnostic  value  of 
choked  disk  is  uncertain.  Localized  disturbance  of  sensation  (pain, 
hyperesthesia,  anesthesia)   occurs  in  thrombosis  and  not  in  meningitis. 

The  diagnosis  between  sinus  thrombosis  and  cerebral  tumor  is  also 
difficult.  Slow  development  of  the  symptoms  occurs  in  tumor;  rapid 
development  usually  in  sinus  thrombosis.  Distinct  focal  symptoms, 
disturbance  of  ocular  muscles,  nystagmus,  paralysis,  slowing  of  the 
pulse,  tumor  in  other  regions,  would  favor  more  the  diagnosis  of  cere- 
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bral  tumor;  intense  cachexia  of  long  duration,  anemia  and  chlorosis 
would  favor  thrombosis. 

Sinus  thrombosis  resembles  clinically  other  disturbances  in  the 
vascular  system,  encephalitis,  cerebral  abscess,  etc.  Obstinate  and  vio- 
lent headache  in  young  anemic  or  chlorotic  women  should  arouse  a 
suspicion  of  sinus  thrombosis.  Changes  in  the  eye  ground  resulting 
from  congestion  of  the  central  vein  of  the  retina  or  the  cavernous 
sinus  make  the  diagnosis  of  sinus  thrombosis  easier.  Cachexia, 
anemia  or  chlorosis  of  long  duration  with  suddenly  developed  head- 
ache and  other  cerebral  symptoms,  should  arouse  a  suspicion  of  sinus 
thrombosis.  Local  congestion,  limited  disturbance  of  sensation, 
anomalies  of  movement  (twitchings,  convulsions,  chorea)  without 
changes  in  the  temperature  or  pulse,  render  the  diagnosis  of  sinus 
thrombosis  probable.  Spiller. 

2-}2  Ueber  Affectionen  der  Cauda  Equina  (Concerning  Affections 
of  the  Cauda  Equina).  W.  v.  Bechterew  (Deutsche  Zeitschrift 
fur  Nervenheilkunde,  Vol.  15,  Nos.  3  and  4,  p.  222). 

Cases  of  disease  of  the  cauda  equina  with  necropsy  are  not  very 
numerous.  v.  Bechterew  reports  a  case  in  which  a  tumor  developed 
in  the  left  testicle,  and  was  not  removed  until  metastasis  had  occurred 
in  the  retroperitoneal  region.  The  metastatic  tumor  penetrated  the 
vertebral  column,  and  caused  pain  by  compression  of  the  nerves.  The 
vertebral  column,  already  weakened  by  the  ingrowth  of  the  tumor, 
fractured  during  chloroform  narcosis,  and  compressed  the  cauda  equina 
in  such  a  way  that  complete  paralysis  of  the  lower  limbs  was  observed 
immediately  after  recovery  from  the  narcosis.  The  symptoms  in  the 
case  were  anesthesia  of  the  buttocks,  the  posterior  part  of  the  thigh, 
leg  and  foot,  of  the  anterior  surface  of  the  leg,  of  the  perineum,  anus 
and  penis;  hypesthesia  on  the  anterior  surface  of  the  thigh;  paralysis 
of  the  gluteal  muscles,  of  the  muscles  of  the  legs  and  flexors  of  the 
lower  limbs;  paresis  of  the  extensors  and  adductors  of  both  thighs; 
paralysis  of  the  detrusor  muscle  and  rectum;  hyperesthesia  of  the  scar 
in  the  scrotum  and  of  the  lower  part  of  the  abdomen ;  occasionally  con- 
vulsive movements  in  the  abdominal  muscles.  Paralysis  of  the  sphinc- 
ters was  not  very  evident,  but  on  the  contrary  paralysis  of  the  de- 
trusor vesicae  muscle  existed.  Cases  of  disease  of  the  cauda  equina 
with  so  extensive  paralysis  of  sensation  and  motility,  and  with  muscular 
atrophy,  with  relative  integrity  of  the  sphincters,  have  not  been  pub- 
lished, according  to  v.  Bechterew.  The  fracture  of  the  weakened  ver- 
tebrae during  narcosis  was  of  much  importance.  Spilt.er. 

THERAPY. 

233.  The  Physiological  Action  of  the  Alkaloids  Derived  from 
Anhalonium  Lewinii.  W  E.  Dixon  (Journal  of  Physiology,  25, 
1899,  p.  69). 

This  drug,  known  for  a  long  time  to  the  Mexican,  was  first 
brought  into  prominence  in  1888  by  Lewin,  for  whom  it  was  named. 
It  first  attracted  attention  by  reason  of  its  vision-producing  proper- 
ties, the  which  are  attested  to  by  numerous  observers.  Dixon  here 
undertakes  a  careful  study  of  the  four  alkaloids  isolated  by  Heffter  in 
1896,  anhalonnine,  anhalonidine.  lophophorine  and  mezcaline.  These 
have  been  isolated  and  show  close  chemical  affinities ;  anhalonnine  and 
anhalonidine  are  isomeric  and  the  others  are  closely  related.  The 
action  of  the  drug  is  slightly  complex  on  acount  of  the  four  alkaloids. 
There  is  an  increase  in  salivary  secretions,  vomiting  and  diarrhea  are 
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present  from  large,  but  not  from  small,  doses,  the  blood  is  not 
affected,  the  heart  is  affected,  probably  directly  in  its  muscular  sub- 
stance, it  is  slowed  and  the  force  of  the  beat  is  increased  in  a  manner 
somewhat  analogous  to  the  action  of  digitalis.  Respiration  is  not 
affected  in  small  doses,  but  in  toxic  amounts  it  becomes  quicker  and 
shallower;  death  usually  resulting  from  respiratory  centric  paralysis. 
The  effects  on  the  nervous  system  were  described  early  by  Weir  Mitch- 
ell. In  mammals  the  effects  are  characteristic.  Cats  purr  and  prefer 
the  dark,  are  soporific  and  stare  "fixedly"  with  widely  dilated  pupils. 
The  deeper  reflexes  are  all  exaggerated,  but  cutaneous  sensations  are 
blunted  to  the  point  almost  of  anesthesia.  Ataxia  with  swaying  is 
prominent  in  the  gait.  It  would  seem  there  is  a  preliminary  stage  of 
excitement  in  the  action  of  the  drug  on  the  cerebral  centers;  this  is 
usually  marked  by  a  sense  of  exhilaration,  without  much  merriment, 
talkativeness  is  present  to  a  marked  extent,  and  the  patients  feel  light- 
headed. This  stage  is  followed  by  one  of  intoxication,  in  which  the 
tendency  to  lie  down  is  manifest,  though  there  is  little  or  no  inclina- 
tion to  sleep.  The  pupils  are  widely  dilated  and  sluggish  to  light,  in- 
co-ordination  in  gait  resembling  alcoholism,  is  apparent  and  there  is 
a  well-marked  generalized  tremor.  Muscular  twitchings  are  not  infre- 
quent. Dual-existence  sensations  similar  to  those  experienced  in 
cannabis  indica  are  not  infrequent ;  the  visual  hallucinations  are  the 
most  interesting  and  constant  cerebral  manifestations. 

They  seem  at  first  to  resemble  the  first  optical  sensations  of  mi- 
graine and  then  finally  develop  into  other  fantastic,  bizarre  and  inter- 
esting shapes,  though  rarely  of  external  objects.  Coloring  is  intensi- 
fied and  often  beautifully  blended. 

Some  slight  variation  in  the  action  of  the  alkaloids  is  apparent :  An- 
halonnine  and  anhalonidine  are  quite  similar  in  their  action,  but  lopho- 
phorine,  while  similar  in  action,  is  double  the  strength,  especially  in 
its  action  on  the  cord.  Mezcaline  acts  apparently  mostly  on  the  visual 
centers.  It  is  patent  that  "mescal"  acts  differently  from  any  other 
known  substance.  It  most  closely  resembles  cannabis  indica,  but  does 
not  produce  the  feelings  of  merriment  common  to  that  drug.  Its  ef- 
fects on  the  brain  and  cord  are  similar  to  those  of  strychnine,  while 
its  action  on  the  heart  suggests  digitalis.  Therapeuticallv.  as  a  general 
stimulant  to  the  nervous  system  it  seems  indicated  and  esnecially  so  in 
melancholia,  where  its  action  on  the  kinesthetic  sensations  render  it  ap- 
plicable. Jelliffe. 

234.  Thymus  Extract  in  Exophthalmic  Goiter,  W.  Rushton  Parker 
(British  Medical  Journal,  No.  1984,  p.  12,  Jan.  7,  1899). 
The  author  reports  four  cases. 

Case  I.  A  well-marked  case  of  three  years'  standing  in  a  woman  of 
twenty-eight.  In  six  months  she  took  2,000  five-grain  thymus  tabloids, 
mostly  ten  to  twelve  daily,  and  ate  a  large  number  of  lightly-cooked 
lambs'  thymus  glands,  with  no  perceptible  effect,  although  the  patient 
"somehow  professed  to  feel  better  at  the  end  of  the  treatment  than  at 
the   beginning." 

The  author  incidentally  remarks  that  iron,  digitalis,  bromide,  bel- 
ladonna, arsenic  and  blistering  were  equally  ineffective. 

Case  II.  A  woman  of  thirty-five,  of  a  goitrous  stock  in  a  goitrous 
valley,  presented  the  typical  symptoms  of  Graves'  disease,  except  those 
relating  to  the  eyes.  During  eighteen  months  she  took  5,000  five-grain 
thymus  tablets,  usually  twelve  daily,  and  ate  many  scores  of  lambs'  thy- 
mus glands.  She  improved  somewhat  as  regards  general  symptoms,  but 
as  she  had  notably  improved  during  the  two  preceding  years,  the  effect 
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of  the   thymus  was  problematic.     Digitalis,   strophantus   and   blisters 
were  persisted  in  for  some  weeks  with  no  effect. 

Case  III.  A  woman  of  forty-five;  disease  of  about  a  year's  dura- 
tion She  took  400  five-grain  tablets  in  three  months,  besides  many 
lambs  thymus  glands.  During  this  time  there  was  some  improvement, 
but  the  pulse  remained  at  160  to  200,  but  in  the  following  six  months, 
during  only  one  of  which  thymus  was  taken,  she  continued  to  improve 
at  at  least  an  equally  rapid  rate.  "This  patient,  originally  severely  and 
dangerously  ill,  became  practically  quite  well;  but  the  improvement 
began  long  before  the  administration  of  thymus,  and  seemed  to  con- 
tinue independently  of  it ;  moreover,  thymus  was  taken  in  comparatively 
small  doses  of  four  to  six  tabloids  daily."  Digitalis  at  first  seemed 
beneficial,  but  subsequently  did  more  harm  than  good. 

Case  IV.  A  woman  of  forty-nine  was  first  given  thyroid  tablets  for 
six  weeks,  but  they  distinctly  aggravated  the  symptoms.  During  the 
next  year  she  took  700  five-grain  tablets  of  thymus  with  some  improve- 
ment, but  during  three  consecutive  months  of  this  period  she  took  no 
medicine  and  her  condition  remained  as  good  as  during  the  admin- 
istration of  the  remedy.  Nevertheless,  the  patient  was  found  a  year 
and  three-quarters  subsequently  perfectly  free  from  all  discoverable 
symptoms  except  a  pulse  of  ninety-six,  and  a  very  slightly  enlarged 
thyroid,  having  throughout  that  period  treasured  up  her  last  stock  of 
thymus  tablets,  convinced  that  they  had  cured  her  of  her  troublesome 
symptoms  and  might  therefore  be  needed  at  some  future  time. 

Patrick. 

235.  Ueber  die  Behandlung  der  Syphilis  im  Allgemeinen  und  uber 
diejenige  der  Tabes  postsyphilitica  im  Besonderen  (Concern- 
ing the  Treatment  of  Syphilis  in  General  and  especially  of  the  Post- 
syphilitic Tabes).  S.  Tschiriew  (Monatsschrift  fur  Psychiatrie 
und  Neurologic,  Vol.  5,  No.  6.  1899,  p.  440). 

Tschiriew  has  had  an  experience  of  more  than  seventeen  years  in 
military  hospitals,  and  has  found  that  the  most  common  affections 
among  army  officers  are  the  postsyphilitic.  Syphilis,  he  says,  is  a  con- 
stitutional disease  and  never  completely  curable,  although  post- 
syphilitic affections  may  be  warded  off  if  specific  treatment  is  repeated 
at  least  once  every  three  years  during  the  ten  or  fifteen  years  following 
the  infection.  All  excesses  must  be  avoided.  He  disapproves  of  the 
simultaneous  administration  of  mercury  and  the  iodides.  The  latter 
hasten  the  elimination  of  the  mercury,  and  thereby  lessen  its  effective- 
ness in  the  treatment  of  syphilis,  and  increase  the  danger  of  stomatitis. 
Mercurial  inunctions  are  of  unquestionable  value;  no  serious  objection 
can  be  made  to  the  mercurial  ointment,  although  the  mercurial  soap 
employed  by  the  physicians  of  Aix-la-Chapelle  is  preferable.  Baths  in- 
crease the  circulation  of  the  mercury  in  the  system,  and  the  elimination 
through  the  kidneys  and  sweat  glands,  and  thereby  lessen  the 
elimination  through  the  mouth.  A  bath  of  35  degrees  C.  lasting  from 
twenty  to  thirty  minutes  should  be  given  daily,  and  inunctions  should 
be  made  a  half  to  one  hour  after  the  bath.  Inunctions  should  he  given 
on  six  successive  days,  and  on  the  seventh  day  a  bath  should  be  ordered. 
This  treatment  should  be  employed  for  five  or  six  weeks,  and  during 
this  time  the  mouth  should  be  washed  out  seven  or  eight  times  daily 
with  a  solution  of  chlorate  of  potash,  especially  after  eating, 
and  the  teeth  and  even  the  tongue  should  be  brushed.  The  functions 
of  the  stomach  and  intestines  must  be  carefully  regulated,  and  the  use 
of  tobacco  restricted.  Tschiriew  employs  five  to  six  grams  of  mer- 
curial soap  or  mercurial  ointment  daily.  Pills  and  subcutaneous  in- 
jections of  mercury  are  not  to  be  recommended.     The  inunctions  are 


PERISCOPE.  719 

discontinued  after  they  have  been  employed  for  five  or  six  weeks,  the 
baths  are  then  given  three  times  weekly,  and  the  iodides  are  employed 
in  the  dose  of  0.5  to  4.0  grams  three  times  daily.  Water  from  a  sulphur 
spring  may  be  advantageously  administered  during  the  "cure." 

Tschiriew's  treatment  of  tabes  consists  of  douches,  electrization  of 
the  spinal  cord,  medulla  oblongata  and  urogenital  apparatus,  appli- 
cations of  the  Pacquelin  cautery  along  the  spine,  etc.  Spiller. 

230.  The  Physiological  Effects  of  Extracts  of  the  Pituitary 
Body.  E.  A.  Schafer  and  Swale  Vincent  (Journal  of  Physiology 
25,  1899,  p.  87.) 

The  authors  believe  that  there  are  specific,  active  substances  in 
the  infundibular  part  of  the  pituitary  body  and  conclude  from  a  series 
of  experiments  that: 

(1)  Extracts  of  the  pituitary  body,  when  intravenously  injected, 
have  a  marked  effect  upon  the  blood  pressure,  producing,  according 
to  the  nature  of  the  extract,  either  a  marked  rise  or  a  marked  fall. 
The  pituitary  body  contains,  therefore,  two  active  substances,  one 
pressor  and  the  other  depressor.  Of  these  the  pressor  substance  is 
soluble  in  salt  solution  and  insoluble  in  absolute  alcohol  and  ether; 
the  depressor  substance  is  soluble  in  salt  solution,  in  absolute  alcohol, 
and  in  ether.  The  active  substances  are  not  destroyed  by  boiling 
and  are  dialysable. 

(2)  The  pressor  substance  produces  its  action  both  upon  the  heart 
and  upon  the  peripheral  arteries.  (The  action  of  the  pressor  substance 
is  a  prolonged  one,  and  during  the  period  of  its  action  a  second  dose 
is  inactive,  or  nearly  so.)  The  action  of  the  depressor  substance  is 
evanescent  and  can  be  repeated  at  short  intervals. 

(3)  The  pressor  effect  of  the  extract  may  be  accompanied  by  car- 
diac slowing.  This  is  probably  in  iarge  part  incidental  to  the  contrac- 
tion of  arterioles  and  rise  of  aortic  pressure,  but  is  in  part  due  to  direct 
action  upon  the  peripheral  mechanism. 

(4)  The  active  substances  are  contained  only  in  the  infundibular, 
not  in  the  hypophysial,  part  of  the  pituitary  body. 

(5)  Subcutaneous  injection  of  the  extracts  in  small  mammals 
causes  paralytic  symptoms  similar  to  those  obtained  by  injecting 
suprarenal  extracts. 

(6)  The  characteristic  effects  produced  by  extracts  of  the  infun- 
dibular body  are  probably  not  due  to  the  gray  nervous  matter  of  which 
this  is  largely  composed.  Jellu-fk. 

237.  Myxedema  Treated  with  "Colloid"  Material.  Robert  J.  M. 
Buchanan  (British  Medical  Journal.  No.  2007;  June  17th,  1899, 
p.  1460). 

A  man  of  fifty-four  years  who  had  presented  the  symptoms  of 
myxedema  for  a  period  of  two  years  or  more  was  treated  with  Op- 
penheimer's  "palatinoids"  of  thyroid  "colloid." 

Treatment  was  begun  with  one  palatinoid  at  night  which  was 
gradually  increased  to  four  in  twenty-four  hours,  and  then  reduced  to 
two  a  day,  and  later  to  one  a  day.  There  were  no  symptoms  of  thy- 
roidism,  and  at  the  end  of  five  months  the  patient  was  considered  to 
be  entirely  normal  in  every  respect.  He  continues  to  take  one  or  two 
of  the  palatinoids  daily. 

For  a  full  account  of  the  chemistry  and  preparation  see  British 
Medical  Journal  of  March  21st,  1806:  January  23d,  1897,  and  February 
17th,  1897;  Journ.  Phvsiol.,  Vol.   XX.  p.  474-  Patrick. 
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238.  Le    traitement    de    la    morphinomanie    par    la    suppression 
brusque    (Treatment  of  Morphinomania  by  Abrupt  Suppression). 
A.  Lutared  and  B.  Deering    (Revue  de  Psychiatrie,  1899,  p.  52). 
In  this  critical  digest  of  more  recently  expressed  opinions  relative 

to  the  treatment  of  this  drug  habit  the  authors  hold  with  many  observ- 
ers, more'  particularly  Germans,  that  the  sudden  withdrawal  of  morphine 
does  no  marked  harm  to  the  patient.  French  writers  especially  have 
taught  that  such  withdrawal  was  usually  attended  with  grave  accidents. 
The  authors  believe  that  in  most  cases,  unattended  by  fatal  organic 
disease  with  pain,  the  drug  can  be  entirely  suspended  after  from  four 
to  eight  days,  and  they  further  claim  that  such  a  means  is  the  only 
rational  one  to  follow  in  the  treatment  of  this  condition.      Jelliffe. 

i 

239.  SUR  LE  TRAITEMENT  AU  LIT  DES  MALADES  PSYCHIQUES  AGITES    (On 

the  Bed  Treatment  of  Agitated  Mental  Conditions).     J.  Kostetsky 

(Questions    de    medicine    neuro-psychique,    1,  1899,  p.  31),  Revue 

Neurologique). 

The  author  presents  a  good  summary  of  the  literature  and  reports 
on  his  experiences  with  75  cases  of  disturbed  patients  among  women 
under  bed  treatment.  He  calls  attention  to  the  fact  that  some  patients 
accustom  themselves  early  to  the  method  and  remain  in  bed  without 
much  supervision,  while  others  are  broken  in  with  difficulty  and  require 
constant  watching  for  a  time.  On  admission  a  certain  amount  of  de- 
pression is  noted  by  reason  of  seeing  so  many  patients  in  bed,  but  this 
does  not  seem  to  materially  affect  their  mental  condition. 

Patients  with  systematized  delirious  states  seem  to  yield  quite 
readily.  Idiots  and  dements  are  very  hard  to  manage  in  acute  out- 
breaks. In  secondary  dementias,  with  agitation,  the  bed  acts  beneficially, 
especially  with  reference  to  hygiene ;  it  conduces  to  cleanliness  and  quiet. 
In  acute  maniacal  outbursts,  the  attack  does  not  seem  shortened.  In 
melancholia,  associated  with  anemia,  excellent  results  are  reported.  Also 
in  acute  confusional  states.  In  "folie  morale"  the  author  has  had  good 
results  only  with  the  co-operation  of  the  patient. 

Kostetsky  seems  to  think  that  both  acute  and  chronic  oases  are 
benefited  by  the  bed  treatment.  It  helps  the  digestion;  sleep  seems 
to  improve,  the  patient  gains  in  weight.  Indolence  is  to  be 
avoided.  In  all  such  cases,  if  it  is  practicable,  lying  in  bed  in  the  open 
air  is  recommended.  He  especially  commends  the  method  for  the  treat- 
ment of  patients  recently  admitted.  Jelliffe. 

240.  Le  tribomure  de  salol;  sa  valeur  comme  hypnotique  chez 
lez  alienes  (Tribromide  of  Salol  as  a  Hypnotic  for  the  Insane). 
Viallon  (Annales  medico-psychologiques,  9,  1899,  April). 

Of  the  numerous  new  hypnotics  more  recently  proposed  and  ex- 
perimented upon  tribromide  of  salol  seems  to  offer  some  promise. 

The  author  has  employed  it  in  some  thirty-five  cases  of  miscella- 
neous forms  of  insanity.  Its  greatest  efficiency  would  seem  to  be  mani- 
fest in  chronic  mania  with  agitation,  and  in  dementias  with  temporary 
excitement.  In  other  types  its  action  would  seem  to  be  negative. 
Among  its  disadvantages,  high  price,  irregularity  of  action  and  its 
limited  range  of  application  should  be  borne  in  mind.  Jelliffe. 

PSYCHIATRY, 

241.  Sulla   classificazione   degli    stati    psicopatica    (Classification 
rof  Psycopathic  States).       G.   Angiolella    (II  Manicomio  Moderno. 

15.  1899,  p.  1). 

The  author  in  a  critical  review  of  some  seventy-two  pages  discusses 
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the  various  classifications  of  ancient  and  modern  writers  and  contributes 
one  of  his  own,  as  follows : 

I.  Psychical  Anomalies. 

1.  Total  arrest  of  psychical  development. 

(a)  By  defective  organic  evolution. — Idiocy,  imbecility. 

(b)  By  defective  metabolism. — Myxedema,  idiocy,  cretinism. 

2.  Partial  arrest  of  psychical  development, 
(a)    Partial  idiocy. 

3.  Deviation  of  psychical  development. 

(a)   Affecting  intellect. — Superior  degenerates. 
{b)   Affecting  volition. — Impulsive  characters,  passional  delin- 
quents, suicides  (impulsive  and  melancholic). 

(c)  Affecting  sentiments. — Mattoids,  primary  paranoia,  queru- 

lomania,  moral  insanity,  sexual  perverts. 

(d)  Constitutional  anomalies  with  intercurrent  morbid  phe- 
nomena.— Epilepsy,  hysteria,  neurasthenia  (fixed  ideas), 
hypochondriasis. 

II.  Mental  Diseases  in  Strict  Sense. 

A.  Degenerative  Diseases,  Degenerative  Psychoses. 

1.  Psychoses  dependent  upon  organic  development. — Hebephrenia 

(catatonia),  insanity  of  menopause,  senile  psychoses  (ma- 
nia, delirium,  dementia). 

2.  Chronic     psychopathic     states. — Late     systematized     paranoia, 

periodic  insanity,  recurrent  insanity,  circular  insanity. 

3.  Acute  psychopathic  states. — Acute  hallucinatory  delirium,  de- 

generative mania,  delirious  lipemania. 

B.  Diseases  developing  after  simple  cerebral  weakness. 

1.  Due  to  minute  curable  lesions  of  nerve  cells. 

(a)  States  of  ideoaffective  excitement. — Mania. 

(b)  States  of  sensory  excitation. — Sensory  delirium. 

(c)  States  of  psychical  pain. — Lipemania. 

(d)  States    of    depression. — Mental     confusion    (febrile    delir- 

ium), acute  paranoia,  stuporous  and  somnambulistic 
states. 

(e)  States   of    psychical — transitory    neurasthenia,   consequent 
on  acute  psychoses. 

(f)  States   due  to  disturbed  cerebral   nutrition  by  lesions   in 
other  organs. — Reflex  insanities,  acquired  hysteroid  states. 

2.  Due  to  grave  and  permanent  lesions  of  nerve  cells. — General 

paresis,  post-apoplectic  dementia,  dementia  of  cerebral  tu- 
mors, dementia  of  multiple  sclerosis,  dementia  of  localized 
meningitis,  epileptic  and  traumatic  insanity. 

III.  Psychical  Affections  Consecutive  to  Psychopathies. — Secondary 
Paranoia,  Consecutive  Dementia,  Post-paranoid  Dementia. 

Jelliffk. 

242.  Les  autointoxications  dans  leurs  rapports  avec  les  dk- 
lires  (Autointoxication  in  Its  Relation  to  Delirium).  Regis  (Ar- 
chives cliniques  de  Bordeaux,  1898,  Nos.  9  and  10). 

This  is  an  abstract  of  a  work  which  obtained  the  Aubanel  prize 
of  the  Paris  Medico-Psychological  Society  for  1898. 

The  author  takes  up  the  subject  of  the  relations  existing  between 
autointoxications  and  mental  disorders,  considering  them  under  the 
following  heads: 

A. — Mental  disturbances  due  to  autointoxication. 

B. — Autointoxication  occurring  in  mental  disorders. 

Stating  that  many  volumes  would  have  to  be  written  if  the 
insanities  connected  with  all  varieties  of  autointoxication  were  to  be 
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described,  and  calling  attention  to  the  fact  that  psychical  troubles  aris- 
ing from  autointoxication  of  whatever  kind  present  great  general 
analogies,  the  author  announces  his  intention  of  confining  himself  first 
to  the  detailed  description  of  the  mental  disturbances  connected  with 
the  principal  autointoxications  (gastro-intestinal,  hepatic  and  renal), 
and,  second,  to  showing  that  insanities  arising  from  autointoxications 
of  other  sorts  are  practically  identical  in  character  with  these.  As  a 
type  he  takes  the  mental  disturbances  arising  in  the  course  of  gastro- 
intestinal autointoxications,  describes  first  the  nervous  and  elementary 
psychical  troubles  and  then  the  true  psychoses,  considering  separately 
those  in  acute  and  those  in  chronic  gastro-intestinal  affections. 

Many  of  these  morbid  mental  manifestations  have  undoubtedly  a 
close  relationship  to  neurasthenia,  and  arthritic  heredity  can  be  traced 
in  many  cases.  Mixed  forms  also  occur.  The  particular  point  made, 
however,  is  that  by  being  able  to  recognize  gastro-intestinal  autoin- 
toxication as  the  chief  underlying  cause,  and  by  applying  treatment 
addressed  to  this  condition,  most  of  such  cases  can  be  improved — 
many  cured.  The  author  relates  the  histories  of  a  number  of  illus- 
trative cases,  drawn  both  from  his  own  and  from  the  experience  of 
others.  Allen. 

243.  The  Legal  versus  the  Scientific  Test  of  Insanity  in  Crim- 
inal Cases.  Carlos  F.  MacDonald  (American  Journal  of  In- 
sanity, 56,  1899,  p.  20). 

The  plea  of  insanity  as  an  excuse  for  crime  is  daily  becoming  more 
prominent,  and  this  discussion  by  Dr.  MacDonald  is  a  very  timely  and 
valuable  one.  FrOm  a  medical  point  of  view  the  author  holds  that  there 
is  much  need  of  the  reconstruction  of  present  tests  for  determining  re- 
sponsibility. Insanity  and  irresponsibility  are  convertible  terms,  and, 
according  to  our  author,  whenever  the  existence  of  insanity  is  clearly 
established  the  question  of  responsibility  is  practically  determined. 
"Hence  this  question  of  responsibility  for  criminal  acts  is,  strictly 
speaking,  a  medical  one,  and  it  can  only  be  determined,  especially  in 
complex  and  obscure  cases,  by  those  who  are  practically  familiar  with 
the  symptoms  of  mental  derangement."  The  law  holds  that  the  ques- 
tion of  responsibility  is  not  to  be  settled  by  the  mere  existence  of  insan- 
ity, but  by  the  degree  or  extent  of  its  existence,  and  the  legal  test  at- 
tempts to  draw  an  arbitrary  line  between  insanity  and  irresponsibility 
which  is  at  variance  with  nature  as  studied  by  medical  science.  The  law 
does  not  recognize  a  form  of  insanity  in  which  the  capacity  of  distin- 
guishing right  from  wrong  exists  without  the  power  of  choosing  between 
them.  Which  means  the  totally  wrong  position,  known  to  most  alien- 
ists, "that  an  individual  who  possesses  a  knowledge  of  right  and  wrong 
must  necessarily  possess  the  power  of  choosing  the  right  and  resisting 
the  wrong  with  reference  to  any  particular  course  of  action,  and  that 
such  a  man  is  legally  sane  and  responsible,  no  matter  how  far  his  mind 
may  be  unhinged  in  other  directions."  This  position.  Dr.  MacDonald 
points  out,  is  one  taken  as  early  as  1843,  and  it  would  seem  that  legal 
science,  in  this  line,  had  not  progressed  beyond  that  time. 

The  real  question  of  fact  for  the  jury  to  determine  in  cases  of  al- 
leged insanity  in  criminal  trials,  as  pointed  out  by  the  writer,  would 
seem  to  be  the  following : 

1.  Did  the  defendant  at  the  time  of  the  alleged  crime  have  suffi- 
cient mental  capacity  to  rationally  appreciate  the  nature  and  consequence 
of  the  act  he  was  committing,  and  if  so,  had  he  sufficient  power  of  will 
to  enable  him  to  choose  between  doing  or  not  doing  it? 

2.  If  he  had  lost  the  power  of  choosing,  with  reference  to  the  par- 
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ticular  act,  was  the  loss  due  to  disease,  and  not  to  "heat  of  passion," 
intoxication  or  other  self-induced  temporary  mental  disturbance? 

Jelliffe. 

244.  Olfactory  Hallucinations  in  the  Insane.       F.  St.  John  Bul- 
len  (Journal  of  Mental  Science,  45,  1899,  P-  5T3)- 

From  a  series  of  95  cases  in  whom  olfactory  hallucinations  were 
presumed  to  be  present,  collected  from  various  asylums,  the  author 
presents  some  interesting  observations.  In  a  few  cases  the  distinction 
between  illusions  and  hallucinations  were  not  possible.  Such  hallucina- 
tions are  most  commonly  found  among  the  chronic  delusional  psycho- 
ses, especially  connected  with  persecutory  ideas.  The  author  does  not 
believe  that  there  is  any  direct  relationship  between  the  reproductive 
system  and  the  sense  of  smell,  but  that  there  is  some  underlying  connec- 
tion cannot  be  entirely  excluded.  Inasmuch  as  smell  occupies  such  a 
minor  role  in  the  relations  of  society,  it  seems  that  it  is  tardily  affected 
in  the  breaking  down  of  the  insane,  but  if  found  it  would  seem  to  in- 
dicate some  fundamental  and  grave  defect.  It  can  only  be  looked  for 
when  some  close  and  often  excited  association  is  aroused,  such  as  that 
of  taste,  or  when  some  general  implication  of  the  senses,  of  a  funda- 
mental kind,  exists.  Much  evidence  must  be  required  to  show  that  an 
hallucination  of  the  olfactory  sense  when  occurring  singly,  is  directly 
related  to  a  morbid  condition  of  the  reproductive  system,  but  when  a 
connection  is  affirmed  in  the  presence  of  several  hallucinations — i.  e.,  of 
a  general  sensory  disturbance — there  must  be  a  danger  of  overlooking 
other  factors  in  the  case.  It  is  not  possible,  however,  to  write  except 
as  to  the  possibilities  in  this  subject,  for  the  authors  who  have  laid 
stress  upon  an  olfactory-sexual  nexus  may  have  had  the  very  instances 
in  support  of  their  views  that  the  present  writer  has  failed  to  secure. 
Such  an  association  would  show  much  more  distinctly  when  met  with 
in  early  cases  of  insanity  and  among  the  more  educated  classes,  whose 
sensations  are  better  observed,  and  in  whom  the  function  of  smell  has 
been  enlarged  by  more  varied  and  numerous  experiences  than  have 
fallen  to  the  lot  of  the  pauper  inmates  of  asylums.  Jelliffe. 

245.  Causes  of  the  Increase  of  Suicide.     W.  W.  Ireland  (Journal 
of  Mental  Science.  45.  1899,  p.  451). 

Ireland  in  a  careful  review  of  the  general  subject  of  suicide  gives 
some  interesting  facts  and  ideas  worthy  of  epitomizing.  Among  other 
things  he  says:  "Most  of  the  causes  which  impel  men  to  seek  their 
own  death  are  the  same  in  the  sane  and  insane.  People  get  weary  of 
life  and  seek  death  because  they  are  unhappy.  Their  misery  overpowers 
the  natural  love  of  life.  Self  destruction  in  the  sane  naturally  takes 
place  amongst  persons  who  feel  hopelessly  ruined  or  disgraced,  or 
subject  to  some  pain  or  overwhelming  affliction,  from  which  they  are 
unable  to  escape.  Though  a  few  men  may  destroy  themselves  in  cold 
blood,  it  may  safely  be  inferred  that  before  being  impelled  to  an  action 
so  repugnant  to  nature,  most  men  are  in  a  very  troubled  or  distracted 
frame  of  mind.  For  some  time  their  minds  have  been  unhinged;  they 
have  lost  their  appetite  for  food,  or  have  been  sleepless  for  many  nights. 
The  unquiet  mind  has  acted  upon  the  body,  and  the  disturbed  bodily 
functions  have  reacted  upon  the  mind."  A  practice  so  widely  spread 
as  suicide  undoubtedly  has  many  causes,  yet  the  mental  factors 
are  believed  to  be  the  most  potent.  Among  these  the  religious  feel- 
ings are  interesting.  Suicide  seems  most  common  among  those  hold- 
ing materialistic  or  fatalistic  doctrines,  and  it  is  to  the  supposed  in- 
crease in  materialism  that  the  alleged  increase  in  suicides  in  Europe 
and  North  America  is  due.  And  where  agnosticism  most  abounds,  as 
in  large  cities,  suicides  are  most  common.  [Other  factors  abound  in 
such  places  also.]  Jelliffe. 
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Diagnostic  des  maladies  de  la  moelle,  siege  des  lesions.  Par  le 
Dr.  Grasset,  Professeur  de  Clinique  a  l'Universite  de  Montpelier, 
Associe  National  de  l'Academie  de  Medecine,  Laureat  de  l'ln- 
stitut.     Paris :   J.  B.  Bailliere  et  Fils,  1899. 

We  have  already  had  occasion  to  praise  for  their  timeliness  and 
conciseness  those  numbers  of  the  excellent  little  series  entitled  "Les 
actualites  medicales,"  which  have  previously  appeared,  and  this,  the 
fourteenth,  is  in  no  way  inferior  to  its  predecessors.  Its  object  is  to 
assist  in  exactly  locating  the  lesion  in  cases  of  spinal  disease,  and 
to  this  end  its  92  pages  are  divided  into  two  sections.  The  first  of 
these  correlates  each  group  of  symptoms  with  its  corresponding  horn 
or  column  lesion  or  lesions,  while  in  the  second  the  means  are  dis- 
cussed by  which  it  is  possible  to  determine  at  what  points  in  its  length 
the  cord  is  affected. 

The  little  brochure  fulfills  admirably  the  end  of  presenting  much 
information  in  compact  form  and  deserves  hearty  commendation. 

Vogel. 
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THE  COMMON  FORMS  OF  MENINGITIS,  AND  THEIR  RECOG- 
NITION,  WITH   SPECIAL  REFERENCE  TO 
SEROUS    MENINGITIS. 
By  Charles  L.  Dana,  M.D.,  of  New  York. 

I  do  not  know  of  a  subject  that  is  much  more  perplexing 
to  a  student  than  that  of  the  different  types  of  meningitis.  The 
classification,  never  very  simple,  has  undergone  constant 
changes  during  the  last  half  century,  and  such  changes  have 
been  numerous  even  within  the  last  years.  The  introduction  of 
various  kinds  of  serous  meningitis  and  meningo-encephalitis,  as 
well  as  of  non-purulent  encephalitis,  and  the  peculiar  manifesta- 
tions of  cerebral  edema,  have  served  to  increase  the  complexity 
of  the  subject.  The  inflammations  of  the  dura  mater  have  also 
caused  much  discussion  and  given  rise  to  much  variety  in  defi- 
nition and  classification. 

In  one  of  the  earliest  and  most  conscientiously-made  classi- 
fications of  meningitis,  that  by  Huguenin,  published  in  Ziems- 
sen's  "Cyclopedia,"  and  written  nearly  twenty-five  years  ago, 
fourteen  different  forms  of  cerebral  meningitis  were  described. 
Grasset's  work,  which  was  published  about  the  same  time,  and  is 
a  very  masterly  treatise  of  its  kind,  illustrates  the  different  quali- 
ties of  the  French  and  German  mind,  for  he  describes  only 
acute,  chronic  and  tuberculous  meningitis.  The  progress 
since  Huguenin's  time  has  been  shown,  on  the  one  hand,  by  a 
gradual  simplification  of  the  classification,  and  on  the  other, 
by  clinical  and  pathological  studies  which  have  added  to  the 
actual  richness  of  the  field,  and  obliged  us  to  put  two  or  three 
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new  names  in  the  list.  Thus,  Gowers,  Oppenheim  and  Mills, 
although  they  drop  out  many  of  the  terms  used  by  Huguenin, 
still  give  us  from  ten  to  twelve  types  of  meningitis. 

There  are  classifications  of  diseases  which  must  be  elab- 
orate, because  we  wish  them  complete,  but  in  many  cases  this 
completeness  is  not  necessary  in  practical  medicine  and  de- 
stroys in  the  student  the  sense  of  proportion  between  what  is 
vital  and  what  is  not  important.  At  present  we  can  find  in  lit- 
erature: A.  Pachymeningitis,  external:  (i)  acute,  and  (2) 
chronic;  internal:  (3)  hemorrhagic,  (4)  syphilitic,  (5)  purulent, 
and  (6)  serous.  B.  Leptomeningitis:  (7)  acute,  and  (8) 
chronic  simple;  (9)  acute,  and  (10)  chronic  syphilitic;  (11) 
acute  and  (12)  chronic  epidemic;  (13)  tubercular,  (14)  posterior 
basic.  C.  Serous  meningitis:  (15)  acute  ventricular,  (16) 
acute  general,  (17)  traumatic,  (18)  benign,  (19)  malignant,  (20) 
chronic.  This  makes  20  different  forms,  without  using  the 
term  "meningismus,"  or  including  acute  cerebral  edema  or 
acute  and  chronic  hydrocephalus. 

The  question  arises,  How  many  of  the  forms  have  actual 
clinical  existence  or  importance?  Without  any  special  discus- 
sion we  can,  I  think,  agree  that  external  pachymeningitis,  (1) 
acute  and  (2)  chronic,  is  only  a  surgical  complication,  and  is 
probably  never  an  independent  malady.  We  can  also  drop 
purulent  internal  pachymeningitis  (5),  while  serous  internal 
pachymeningitis  (6)  is  only  a  pathological  curiosity.  Acute 
syphilitic  meningitis  (9)  is  certainly  most  rare,  if  it  ever  exists, 
at  least,  using  the  word  acute  in  the  same  way  we  apply  it  to 
other  forms.  Posterior  basic  meningitis  (14)  is  probably  a 
syphilitic  or  tubercular  disease  or  a  serous  meningitis.  Serous 
meningitis  has  three  forms,  as  I  shall  try  to  show  later.  The 
malignant  (18)  and  chronic  (19)  forms  have  a  doubtful  stand- 
ing. We  thus  reduce  the  19  types  of  meningitis  to  1 1,  or,  drop- 
ping all  temporal  distinctions,  to  9. 

The  forms  of  meningitis  as  seen  in  ordinary  practice  are 
shown  by  an  analysis  of  137  cases  which  I  have  collected  from 
the  records  of  Bellevue  Hospital,  the  majority  occurring  in  my 
service  in  the  second  and  fourth  medical  divisions  of  the  hos- 
pital during  the  past  fifteen  years.  Among  these,  there  were 
46  with  autopsical  records. 
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FORMS   OF  MENINGITIS   IN    137   CASES   AT   BELLEVl/E   HOSPITAL. 

External  pachymeningitis    (from  mastoid  disease) 2 

Internal  pachymeningitis   (hemorrhagic  and  syphilitic). .  .  12 

Fibrinopurulent  leptomeningitis 52 

Cerebrospinal  leptomeningitis 15 

Tuberculous  leptomeningitis 14 

I   traumatic 

Serous  meningitis    ■<    alcoholic 15 

(    infectious 

Chronic  leptomeningitis 3 

Unclassified  forms 19 

Spinal  meningitis 5 

Total 137 

CASES  WITH  AUTOPSY. 

Cerebrospinal  leptomeningitis 5 

Purulent  cerebral  leptomeningitis 18 

Tuberculous  leptomeningitis 7 

Serous  leptomeningitis 7 

Pachymeningitis  interna 9 

Total 46 

Leaving  out  the  spinal  cases  there  are,  therefore,  only  five 
kinds  of  meningitis  recognized  in  ordinary  hospital  practice. 
It  will  be  seen  also  that  the  purulent,  tubercular,  cerebrospinal 
and  serous  are  the  principal  forms,  while  pachymeningitis  is 
practically  only  a  chronic  syphilitic  manifestation.  These  hos- 
pital figures,  I  am  sure,  coincide  in  the  main  with  the  ordinary 
clinical  experience  of  all  of  us,  but  I  put  them  forth  here  to 
emphasize  the  importance  of  these  forms  and  the  relative  insig- 
nificance of  the  other  types. 

Recognition  of  the  Different  Forms.  Cerebral  and  Spinal 
Meningitis.  In  speaking  of  meningitis  of  the  pia-arachnoid  it 
is  often  unnecessary  nowadays  to  use  the  term  "cerebral"  or 
"spinal."  Practically  all  cases  of  acute  cerebral  meningitis 
are  cases  of  cerebrospinal  meningitis ;  on  the  other  hand,  acute 
spinal  meningitis  is  a  very  rare  disease.  Indeed  I  have  never 
seen  a  primary  case  and  can  find  no  record  of  one.  We  can  al- 
most, therefore,  abandon  the  distinction  between  cerebral  and 
spinal  meningitis  in  ordinary  clinical  work.    I  have  rarely  failed 


728  CHARLES  L.  DANA. 

to  find  pus  in  the  spinal  canal  if  it  is  abundant  on  the  cerebral 
membranes.  Tubercles  are  also  often  found  in  the  spinal  canal 
if  there  is  cerebral  tubercular  meningitis. 

Pachymeningitis  is  a  disorder  which  has  received  an  extra- 
ordinarily rich  vocabulary  of  qualifying  terms.  The  distinction 
into  external  and  internal  types  is  a  very  academic  one.  Pus 
on  the  dura,  or  extradural  abscess,  is  a  more  correct  term  for 
acute  suppurations  involving  the  outer  surface  of  the  dura. 
Here,  mastoid  inflammations  and  other  forms  of  osteitis  are 
really  the  disease,  while  the  meningitis  is  simply  an  annex  to  it. 

A  non-surgical  pachymeningitis  is  mostly  an  internal  pachy- 
meningitis, although  naturally  the  whole  membrane  is  more  or 
less  deeply  affected.  This  form  of  inflammation  is  commonly 
syphilitic,  and  next  to  that,  hemorrhagic.  The  hemorrhagic 
form  is  associated  with  disease  of  the  blood  and  blood-vessels 
and  is  found  practically  only  in  scorbutic  children,  in  insanity 
and  alcoholism. 

Leptomeningitis.  The  inflammations  of  the  pia  mater  have 
also  led  to  a  luxuriant  growth  of  types  and  names.  There  are 
very  few  writers  who  have  not  given  a  special  classification  of 
their  own,  so  that  meningitis  vies  with  insanity  in  the  dis- 
heartening multiplicity  of  its  forms.  Yet,  practically,  we  know 
that  at  the  bedside  nearly  all  the  forms  of  meningitis  have 
pretty  much  the  same  symptoms,  differing  mainly  in  the 
rapidity  or  intensity  of  the  process.  The  common  forms,  as  I 
have  shown,  are  the  epidemic  (cerebrospinal),  fibrinopurulent 
and  tuberculous. 

Epidemic  cerebrospinal  meningitis  can  usually  be  readily 
recognized.  The  history  of  an  epidemic,  absence  of  trauma  or 
previous  infectious  fever,  the  skin  symptoms,  the  greater  in- 
volvement of  the  base  of  the  brain  and  cranial  -nerves  suggest 
the  nature  of  the  trouble.  The  employment  of  lumbar 
puncture  enables  us  to  settle  the  diagnosis,  if  we  find  the  dip- 
lococcus  intracellularis  meningitidis  or  micrococcus  lanceo- 
latus.  There  seem  to  be  some'epidemics  due  to  the  latter  or- 
ganism, and  there  is  no  way  of  distinguishing  the  two  forms 
except  by  culture.  In  two  cases  in  which  the  patients  were 
tapped  and  examined  under  my  observation  the  diplococcus 
was  found. 
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Simple  fibrino purulent  meningitis  may  be  due  to  almost  any 
pyogenic  organism;  usually  it  is  a  streptococcus  infection.  It 
is  not  rare,  however,  to  find  the  pneumococcus.  We  do  not 
know  the  distinctive  clinical  features  of  pneumococcus  men- 
ingitis, though  it  seems  to  be  a  very  fatal  form. 

Tuberculous  meningitis.  There  is  a  form  of  inflammation 
which,  it  is  quite  agreed,  has  distinct  features  and  about  which 
no  discussion  is  required,  and  that  is,  tuberculous  meningitis. 
The  presence  of  tuberculous  infection  elsewhere,  the  age  of  the 
patient,  and  the  premonitory  symptoms  and  lumbar  puncture 
are  usually  quite  sufficient  to  establish  a  diagnosis,  which  is 
often  one  of  tuberculosis  of  the  meninges  rather  than  inflam- 
mation. 

Se»OUS MENINGITIS.  Thereisa  third  type  of  cases,  distinct- 
ly different,  about  which  our  knowledge  is  as  yet  much  less  com- 
plete, and  they  include  that  class  known  under  the  name  of 
pseudo-meningitis  or  serous  meningitis.  The  term  meningismus 
has  been  applied  to  some  of  these  cases  and  a  simple  mechani- 
cal cerebral  edema  is  perhaps  all  that  underlies  some  of  them. 
The  descriptions  of  this  condition  as  given  by  Eichhorst, 
Quincke,  and  later  by  Boenninghaus  and  others,  have  caused  a 
good  deal  of  confusion.  Quincke's  original  descriptions  were 
based  mainly  upon  14  cases,  and  these  were  supplemented  by 
reports  of  12  more.'  Boenninghaus,  in  1897,  collected  reports 
of  28  cases,  in  each  of  which  the  patient  had  either  been 
operated  upon  or  had  died,  so  that  the  actual  pathological  con- 
dition was  known.  Other  cases  have  been  reported  by  Hanse- 
man,  Walton,  Prince,  Herter,  Van  Gieson,  Niesser,  Levy  and 
Orchansky,  a  total  of  39.  Boenninghaus  makes  a  division  of 
his  cases  into  the  acute  and  the  chronic,  and  the  acute  he  again 
divides  into  the  benign  and  the  malignant  types.  Quincke  also 
describes  acute  and  chronic  cases. 

I  have  made  a  study  of  acute  serous  meningitis  following 
alcoholism,  inanition,  and  the  prolonged  use  of  narcotics,  and 
terminal  stage  of  indulgence.  In  all  I  collected  24  cases  in 
which  autopsies  were  made,  and  in  12  microscopical  examina- 
tion was  made  of  the  cortex  and  blood-vessels.  My  paper  was 
published  after  that  of  Boenninghaus,  though  the  material  was 
collected  long  before.     In  fact,  the  "wet  brains"  of  alcoholics 
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give  clinical  pictures  long  known  to  hospital  physicians  and 
practically  much  like  those  in  some  of  Quincke's  acute  cases. 
Still,  it  is  the  merit  of  Quincke  to  have  shown  that  such  con- 
ditions arise  from  various  other  causes  than  narcotic  poisons 
and  exhausted  states. 

According  to  my  observation,  one  must  probably  recognize 
three  conditions,  all  due  to  a  more  or  less  rapid  serous  effusion 
into  the  ventricles  and  subarachnoid  space,  and  all  causing 
symptoms  like  those  of  true  meningitis.  First,  acute  cerebral 
edema,  usually  following  severe  blows  on  the  head,  causing 
symptoms  resembling  meningitis,  lasting  two  or  three  days, 
and  generally  disappearing  with  rapid  restoration  to  health 
(traumatic  serous  meningitis).  Second,  the  acute  serous  men- 
ingitis of  alcoholism  and  allied  states,  called  "wet  brain," 
simulating  closely  meningitis,  and  lasting  about  ten  days. 
Third,  the  serous  meningitis  described  by  Quincke,  sometimes 
very  acute,  but  sometimes  subacute  or  recurrent  and  lasting 
three,  four  or  more  weeks.  This  form  is  still  a  somewhat 
vague  one  and  its  exact  causes  and  pathology  have  yet  to  be 
worked  out.     It  probably  is  oftenest  due  to  some  infection. 

i.  Traumatic  Serous  Meningitis.  A  very  typical  form  of 
acute  serous  inflammatory  effusion  is  seen  as  the  result  of 
severe  injuries  to  the  head.  A  person  is  thrown  from  a  height 
or  is  injured  in  an  accident  and  receives  a  severe  blow  upon  the 
head,  rendering  him  unconscious.  He  lies  in  a  stupor  for  a 
day,  then  the  neck  begins  to  get  stiff,  the  pupils  contract,  the 
temperature  rises,  the  skin  becomes  hyperesthetic,  and  some 
rigidity  of  the  limbs  is  seen,  and  there  is  constipation.  He  be- 
comes a  little  more  conscious  and  is  slightly  delirious;  evi- 
dences of  pain  in  the  head  are  present,  and  the  rigidity  of  the 
neck  may  be  very  excessive.  There  may  be  restlessness  and 
twitching  of  the  limbs.  Perhaps  vomiting  occurs.  All  this 
looks  very  threatening,  but  within  three  or  four  days  there  is  a 
change  in  all  the  symptoms;  the  temperature  falls,  the  rigidity 
passes  away,  the  mind  gradually  clears  up  and  convalescence 
is  established  in  a  few  days  unless  a  pyogenic  infection  occurs, 
when  a  purulent  meningitis  develops.  Both  clinical  observa- 
tion and  pathological  examinations  show  that  in  these  cases 
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there  is  an  acute  serous  transudation  which  produces  the  clini* 
cal  picture  of  meningitis. 

2.  Alcoholic  (mid  toxic)  serous  meningitis,  which  is  a  sequel 
of  profound  alcoholic  intoxication,  and  is  seen  occasionally  in 
the  exhaustion  stage  after  the  prolonged  use  of  narcotic  drugs, 
or  following  starvation,  presents  symptoms  like  the  following: 
The  patient  may  suffer  at  first  from  delirium  tremens.  This  de- 
lirium passes  away,  leaving  him  irritable  and  restless,  dull  and 
irrational;  or  without  any  delirium  he  passes  into  this  state  as 
the  result  of  a  long  debauch.  In  a  few  days  a  delirium  of  a 
mild  character  develops,  with  a  slight  fever  of  1010  or  1020  F. 
He  has  but  little  headache  or  vomiting  and  convulsions  do  not 
occur.  There  is  some  rigidity  of  the  neck,  stiffness  of  the  back 
and  of  the  extremities,  and  some  twitching  of  the  muscles. 
The  symptom  of  Koenig  is  sometimes,  but  not  always  pres- 
ent. The  skin  is  hyperesthetic  and  the  abdomen  retracted. 
The  tongue  is  coated  and  the  bowels  constipated.  The  pupils 
are  contracted  and  conjunctivitis  and  even  keratitis  may  de- 
velop. There  is  no  optic  neuritis.  After  five  or  six  days  of 
this  excitement  the  patient  becomes  dull  and  passes  into  a  semi- 
comatose state.  The  neck  becomes  still  more  rigid,  as  do  the 
extremities,  but  it  is  a  kind  of  voluntary  rigidity,  the  patient 
resisting  movement  as  though  every  motion  hurt.  The  skin 
continues  very  sensitive  and  there  is  a  disturbance  in  the  vaso- 
motor system,  as  shown  in  the  tache  cerebrak.  The  skin  loses 
its  elasticity  when  stretched  and  lies  in  flaccid  folds  ("putty 
skin").  Stools  and  urine  may  be  passed  involuntarily.  The 
temperature  ranges  from  990  to  101-20  F.  In  the  latter  part  of 
this  stage  there  may  be  a  sudden  rise  to  1030  F.  or  more  and 
the  patient  dies  or  begins  to  convalesce  at  about  the  end  of  the 
second  week.  In  the  last  stage  sterile  serous  fluid  can  be 
drawn  in  abundance  by  lumbar  puncture. 

The  whole  picture  resembles  closely  one  of  ordinary 
purulent  meningitis  except  that  there  is  less  headache,  the  on- 
set is  slower,  the  delirium  is  less  acute,  there  is  less  fever,  no 
optic  neuritis,  and  less  general  constitutional  disturbance.  The 
fluid  drawn  by  lumbar  puncture  is  found  to  be  clear  and  free 
from  albumin  or  any  microbes,  and  there  is,  of  course,  no  pus.1 

1  The  symptoms  of  this  condition  are  given  in  detail  in  an  article 
entitled  "Acute  Serous  Meningitis,"  Medical  Record,  1898. 
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3.  The  Serous  Meningitis  of  Quincke  and  Boenninghaus.2 
This  disease  is  an  acquired  acute  hydrocephalus.  It  occurs 
oftenest  in  children.  Sometimes  it  runs  a  short  course,  end- 
ing in  recovery  (benign  type),  and  sometimes  it  is  rapidly  fatal 
(malign  type),  and  again  it  may  become  chronic  (chronic 
acquired  hydrocephalus),  or  the  patient  may  get  well  and  the 
disease  recur  (recurrent  serous  meningitis). 

The  acute  form  occurs  in  children  under  the  age  of  five 
years  in  nearly  half  the  cases,  and  under  30  years  in  three-quar- 
ters of  the  cases  (Boenninghaus).  It  affects  the  sexes  about 
alike.  The  cause  is  some  form  of  infective  fever  in  about  half 
the  cases;  trauma  is  rarely  a  cause.  Otitis  media  and  sepsis 
are  occasional  factors.  Bacteriological  tests  of  the  cerebro- 
spinal fluid  so  far  have  been  negative. 

The  disease  begins  with  the  usual  symptoms  of  cerebral  ir- 
ritation: headache,  delirium,  followed  by  stupor  and  coma. 
General  convulsions  are  frequent;  rigidity  of  the  neck  and 
limbs,  and  twitchings  are  also  present.  Fever  is  sometimes 
present  (one-third  of  the  cases),  but  is  not  characteristic, 
neither  is  the  pulse.  Headache,  however,  convulsions,  eye 
palsies  and  fever  are  not  always  present  and  it  is  not  often  pos- 
sible to  distinguish  the  disease  except  by  its  ultimate  favorable 
course  and  by  lumbar  puncture.  Even  the  latter  procedure  is 
not  certain,  because  there  may  be  some  pus  in  the  brain  and 
none  in  the  cord.  In  general,  therefore,  one  can  only  say  that  if 
a  young  child  develops  symptoms  of  a  meningitis,  in  the  course 
of  the  exanthemata  or  rheumatism,  or  after  an  injury,  or  with 
an  otitis,  if  these  symptoms  run  a  favorable  course  and  if  on 
puncturing  the  cord  only  a  serous  fluid  which  does  not  contain 
albumin  and  is  sterile  to  culture  tests,  the  case  is  probably  one 
of  acute  serous  meningitis.  If  the  attack  recurs,  or  if  the 
child  continues  ill  and  gradually  develops  hydrocephalus,  it 
may  be  considered  a  chronic  serous  meningitis. 

The  chronic  form  sometimes  takes  on  the  symptoms  of 
cerebral  tumor.  Optic  neuritis  and  atrophy,  headache,  vomit- 
ing, vertigo,    convulsions,    cranial    nerve   palsies — all  may  be 

1  Eichhorst,  Zeitsch.  f,  klin.  Med.,  1891,  Bd.  19;  Quincke,  Verhandl. 
der  Kongl.  f.  inter.  Med.,  1891;  Sammlung.  klin.  Vortrage.,  No.  67,  1893. 
and  Berlin,  klin.  Wochensch.,  1895.  No.  41;  Boenninghaus,  "Ueber 
Meningitis  serosa,"  Wiesbaden,  1897. 
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present.  There  may  even  be  weakness  and  pains  in  the  ex- 
tremities. The  chief  distinguishing  points  are  the  remissions 
and  intermissions,  the  increase  in  the  size  of  the  skull,  showing 
hydrocephalus,  and  the  absence  of  distinct  localizing  symptoms. 
Diagnosis  by  Lumbar  Puncture.  It  may  be  of  interest  here 
to  describe  the  method  of  performing  lumbar  puncture. 
The  operation  is  a  simple  one  and  is  entirely  safe 
if  the  operator  is  careful  to  perform  it  aseptically  and  not  draw 
off  more  than  two  ounces  of  fluid  at  a  time.  The  back  of  the 
patient  and  the  operator's  hands  should  be  made  sterile.  The 
needle  should  be  boiled  for  ten  minutes.  The  patient  should 
lie  on  the  right  side  with  knees  drawn  up  and  the  uppermost 
shoulder  so  depressed  as  to  present  the  spinal  column  to  the 
operator.  This  position  permits  the  operator  to  thrust  the  needle 
directly  forward  rather  than  from  side  to  side.  An  antitoxin- 
needle,  4  cm.  in  length,  with  a  diameter  of  1  mm.,  is  well 
adapted  for  infants  and  young  children.  A  longer  needle  is 
necessary  for  adults  and  children  more  than  ten  years  of  age. 
The  puncture  is  generally  made  between  the  second  and  third 
lumbar  vertebrae.  The  thumb  of  the  left  hand  is  pressed  be- 
tween the  spinous  processes  and  the  point  of  the  needle  is  en- 
tered about  1  cm.  to  the  right  of  the  median  line  and  on  a  level 
with  the  thumb  nail,  and  directed  slightly  upward  and  inward 
toward  the  median  line.  At  a  depth  of  3  or  4  cm.  in  children 
and  7  or  8  cm.  in  adults  the  needle  enters  the  subarachnoid 
space  and  the  fluid  flows  usually  by  drops  but  often,  in  alcoholic 
meningitis,  in  a  spurt.  It  is  allowed  to  drop  into  an  absolutely 
clean  test-tube,  which  previously  has  been  sterilized  by  dry  heat 
to  1500  C.  and  stopped  with  cotton  without  running  down  the 
sides.  From  5  to  15  cubic  centimeters  of  fluid  is  a  sufficient 
quantity  for  examination. 


NOTES  ON  THREE  ANOMALOUS  CASES  IN  ONE  FAMILY.* 
By  Horatio  C.  Wood,  M.D.,  LL.D. 

Although  the  cases  which  are  recorded  in  this  brief  memoir 
are  still  alive,  and  therefore  it  is  not  possible  to  demonstrate  the 
exact  nature  of  the  lesions,  the  clinical  picture  is  in  many  feat- 
ures so  peculiar  that  the  histories  have  seemed  worthy  of 
record.  In  making  such  record  I  shall  first  give  the  details  of 
the  cases  and  then  make  my  remarks  upon  the  same. 

The  father  of  the  F.  family  was  a  farmer,  healthy;  died  at 
yy  of  apoplexy.  Mother  died  at  67  of  cancer  of  the  pancreas, 
after  an  illness  of  eighteen  years  with  obscure  abdominal  symp- 
toms, various  diagnoses  having  been  made.  No  nervous 
symptoms  at  all.  No  knowledge  as  to  grandparents.  Uncles 
and  aunts  all  healthy.  No  nervous  cases  among  the  first- 
cousins. 

Case  number  1.  This  case  I  have  never  seen,  the  man  liv- 
ing in  California,  and  therefore  can  simply  give  an  account  as 
received  by  letter  from  him.  The  "it"  of  which  he  speaks  is  a 
pain,  chiefly  located  on  the  outer  side  of  the  left  leg,  below 
the  knee.  Mr.  J.  F.  says:  "It  came  on  very  gradually  when 
walking,  and'  increased  to  such  an  extent  that  I  was  not  able  to 
walk  continuously  for  ten  minutes  without  stopping  to  rest, 
when  the  pain  would  almost  cease,  but  on  starting  to  walk 
again  the  pain  would  increase,  and  I  was  obliged  to  stop  again 
to  get  relief.  In  this  way  I  managed  to  get  around  to  attend  to 
my  work.  When  sitting  or  lying  down  I  suffered  very  little, 
and  then  only  after  walking  some  distance.  The  pain  was  a 
dull  throbbing  pain,  unlike  the  pain  of  neuralgia  or  rheumatism 
I  sometimes  feel  in  other  parts  of  the  body;  nor  did  the  pain 
extend  beyond  the  ankle,  but  when  severest  I  felt  it  from  the 
knee  up  to  the  hip.  There  was  no  swelling  of  any  kind,  nor 
stiffness  of  muscles  or  joints.  I  could  press  hard  on  the  spot 
where  it  commenced,  or  strike  it  with  my  fist  without  bringing 
it  on.  Nor  did  rubbing  have  any  effect  when  the  pain  was 
greatest.  When  sitting  with  my  foot  propped  up  as  high  as 
my  head  the  pain  decreased  most  rapidly.  Change  of  weather 
did  not  affect  my  condition  to  any  extent  except  in  very  hot 
weather,  when  I  could  walk  less.     In  appearance  there  was  no 

*Read  before  the  Philadelphia  Neurological  Society  November 
28,  1898.  For  discussion  on  this  paper  see  this  journal,  March,  1899, 
p.  177. 
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difference  between  the  two  legs  except  the  flesh  of  the  leg 
around  the  affected  part  was  softer  or  flabbier  than  the  flesh 
around  the  calf  of  the  other  leg. 

"After  trying  numerous  remedies  both  external  and  in- 
ternal, together  with  massage  and  electrical  appliances,  without 
getting  relief,  I  went  East,  thinking  a  change  of  climate  might 
help  me,  but  experienced  no  change.  [The  writer  of  the  letter 
lives  in  San  Francisco,  Cala.]  1  returned  to  California  after 
four  months'  visit  in  the  East,  and  stopping  at  a  place  where 
an  old  California  stage-driver  made  his  home,  who  seeing  me 
limp  along  reached  down  in  his  pocket  and  pulled  out  a  small 
bear's  bone  that  he  carried  and  told  me  to  carry  it  in  my  pocket 
for  a  few  weeks;  which  I  did  without  giving  it  any  thought, 
and  to  my  great  surprise  and  delight  I  found  myself  entirely 
free  from  pain  in  a  few  weeks,  and  could  walk  for  several  hours 
without  any  inconvenience. 

"I  was  entirely  free  from  pain  till  some  nine  years  later, 
when  I  had  the  same  trouble,  which  lasted  for  a  year;  after 
trying  a  number  of  doctors  who  made  that  subject  a  specialty, 
without  any  relief,  about  four  months  after  I  stopped  taking 
medicines,  and  began  to  improve  slowly;  and  in  a  few  weeks 
was  all  right  again,  until  about  two  years  ago,  when  I  ex- 
perienced the  third  attack  and  had  a  new  diagnosis  given  me, 
which  briefly  stated  is  that  the  pain  is  caused  by  the  inner  en- 
larged or  varicose  vein  pressing  on  the  muscles  of  the  sciatic 
nerve,  and  that  a  simple  operation  would  remove  the  cause, 
but  I  did  not  consent  to  the  operation,  and  after  I  stopped  tak- 
ing medicines  altogether  I  gradually  commenced  to  improve 
and  am  now  all  right  again. 

"The  pains  lasted  about  a  year  in  each  case,  at  intervals  of 
some  eight  years.  I  should  not  forget  to  state  that  I  traced 
up  the  old  Californian  with  the  bone,  and  he  kindly  expressed  it 
to  me  in  both  the  latter  cases,  but  in  neither  case  did  the  bone 
have  the  desired  effect.     It  had  lost  its  charm." 

The  second  case  is  W.  I.  F.,  aged  46.  Carpenter.  Single. 
Enjoyed  good  health  from  childhood  until  1887,  when  he  had 
a  severe  attack  of  croupous  pneumonia  He  recovered  more  or 
less  imperfectly,  having  cough  and  pulmonary  pain  for  a  long 
time. 

A  few  years  after  his  attack  of  pneumonia  a  heavy  wagon 
passed  over  his  left  leg,  injuring  the  periosteum  of  the  tibia, 
which  was  a  long  time  in  healing,  but  this  injury  also  got  well. 

In  September,  1895,  while  working  in  the  field,  he  perspired 
freely  and  then  sat  on  the  ground  for  a  short  time.  In  the 
evening  he  returned  home  with  a  chill  and  fever,  and  symp- 
toms supposed  to  be  those  of  acute  inflammatory  rheumatism 
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developed.  The  pain  was  first  noticed  in  the  left  hip  and  leg, 
and  was  very  severe;  it  would  appear  now  in  the  hip,  then  in 
the  knee,  then  in  the  ankle.  This  pain  would  only  come  on 
towards  evening.  The  usual  antirheumatic  remedies  were 
given  heavily,  also  free  blistering  with  no  perceptible  effect. 
When  the  pain  was  severe  in  one  place  a  little  rubbing  would 
relieve  it,  but  it  would  appear  instantly  in  another  joint;  and 
often  it  would  shoot  up  the  spine  and  locate  in  the  back  of  the 


Fig.  I.     The  left  knee,  one  inch  more  in  circumference  than  the 
right  knee,  and  having  the  appearance  of  an  arthropathic  joint. 

head  or  over  the  forehead.  These  symptoms  continued  for 
three  weeks  and  frequently  required  hypodermic  injections  of 
morphine.  After  the  acute  symptoms  ceased  the  leg  was  in  a 
helpless  condition.  Mr.  F.  could  not  flex  the  toes  or  leg,  and 
there  was  so  much  weakness  in  the  hip  that  he  could  not  stand 
up.  He  managed  to  creep  around  on  his  hands  and  knees  for 
a  period  of  eight  months.  After  that  he  could  raise  himself 
and  walk  by  supporting  himself  with  the  back  of  a  chair  and 
slinging  his  leg  forward  while  walking.  The  weakness  of  the 
back  was  very  marked,  and  improved  only  slightly  during  the 
following  year. 

In  November,  1896,  he  entered  the  University  of  Pennsyl- 
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vania  Hospital,  and  was  first  seen  by  myself.  His  weight  on 
admission  was  207  pounds.  There  was  then  marked  atrophy 
of  the  muscles  of  the  thigh  but  not  of  the  calf  of  the  leg ;  he  was 
unable  to  cross  the  unsound  leg,  and  the  patella  reflexes  were 
lost.  The  thigh  muscles  responded  to  strong  faradic  current. 
The  tibialis  anticus  and  peronei  did  not  respond  to  faradism 
but  did  respond  to  a  very  strong  galvanic  current.  The  pos- 
terior leg  muscles  responded  to  strong  faradism. 

At  present  the  left  leg  is  very  much  in  the  same  condition 
as  it  was  in  November,  1896.  There  is  no  distinct  loss  of  sen- 
sibility or  of  the  thermic  sense;  the  thigh  muscles  are  very 
much  wasted  as  are  also  the  muscles  below  the  knee,  especially 
the  anterior  group.  The  knee-jerk  is  absent  in  the  left  leg 
even  on  reinforcement ;  in  the  right  leg  it  is  about  normal.  The 
left  thigh  muscles  respond  feebly  to  strong  faradic  currents  but 
give  the  normal  reaction  to  the  galvanic  current.  The  tibialis 
anticus  does  not  respond  to  either  faradism  or  galvanism.  The 
gastrocnemius  and  the  peronei  muscles  do  not  respond  to  the 
faradic  current;  with  the  galvanic  they  give  An.  C1.C.^>K. 
Cl.C.  At  no  time  has  there  been  any  involvement  of  the  blad- 
der. The  left  knee  is  swollen,  with  rounded  outline,  one  inch 
more  in  circumference  than  the  right  knee,  painless,  not  tender, 
and  having  the  appearance  of  an  Arthropathic  joint.  • 

The  temperature  of  Mr.  F.  is  almost  always  subnormal, 
with  marked  irregularity,  varying  in  the  two  weeks  under  ob- 
servation from  96.5  to  98.5.  Dr.  Howard  Mellor  reports  as 
follows  concerning  Mr.  F.'s  eyes: 

"Dec.  12,  1898,  vision  in  each  eye  6-9  (  ?)  without  a  correct- 
ing lens,  accommodation  .50  m.  p.  p  15  c.  m.  with  +4.  Ex- 
ternal appearances  normal.  Ophthalmoscope  shows  in  the 
right  eye:  Media  clear,  round  disc,  broadened,  nerve  and  retina 
over  capillary,  disc  dirty  red  in  color,  small  central  physiological 
excavation,  in  which  there  can  be  seen  a  marked  venous  pulse  in 
upper  vein.  Refraction,  vertical  vessels,  +1;  horizontal  ves- 
sels, emmetropic. 

"In  the  left  eye :  media  are  clear,  vertically  ovoid  disc,  upper 
and  lower  edges  of  disc  veiled  by  hazy  and  swollen  nerve  fibers, 
these  being  dirty  red  in  color,  temporal  third  of  disc  grayish, 
nasal  third  dirty  red  in  superficial  layers,  and  grayish  in  deeper 
layers  broadened  scleral  ring  down  and  out.  Refraction, 
vertical  vessels,  +-£;  horizontal  vessels,  emmetropic.  The 
fields  were  taken  in  each  eye  by  my  assistant,  Dr.  Charles  C. 
Rankin,  for  form  and  color,  and  found  much  contracted,  more 
so  in  left  eye  than  right  eye,  as  shown  in  accompanying 
diagrams." 
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'  The  third  case  is  that  of  a  sister,  Miss  L.  E.  F.  Aged  35. 
Single.  She  was  in  good  health  until  the  latter  part  of  1897, 
when  she  began  to  notice  in  the  right  thumb  tingling  and 
numbness,  which  in  a  short  time  extended  to  the  neighboring 
two  fingers,  and  some  weeks  later  was  followed  by  severe  pain 
in  the  right  shoulder,  over  the  scapula.  At  first  this  pain  came 
on  only  at  night  time,  waking  her  out  of  sleep,  and  was  re- 
lieved by  local  hot  applications.  After  several  months  the  pain 
developed  during  the  day,  but  seems  always  to  have  been  par- 
oxysmal. Some  months  later  numbness  appeared  in  the  right 
leg,  and  later  she  suffered  from  some  pain  in  the  hip  and  thigh, 
though  never  in  the  foot.     Recently  there  has  been  at  times 


Left  Eye. 


Right  Eye. 


Pig.  II.  Fields  for  form  and  color  in  Case  II,  showing  much  con- 
traction, especially  in  the  left  eye,  The  inner  circle  represents  the 
field  for  red;  the  outer  circle  represents  the  field  for  white  or  form. 


sensations  of  numbness  in  the  left  hand.  Also,  apparently  in 
the  early  part  of  the  present  year,  she  began  to  suffer  from 
motor  disability  in  the  right  foot. 

At  the  examination  made  October  25th,  1898,  the  genera! 
appearance  was  that  of  poor  health  but  no  distinct  evidences  of 
hysteria  were  found.  Feet  and  hands  always  cold.  Menstrua- 
tion somewhat  irregular.  Urine  normal.  Miss  F.  suffers  oc- 
casionally in  the  daytime  with  pain  in  the  upper  right  side  of 
the  body,  which,  however,  usually  occurs  in  violent  paroxysms 
at  night,  waking  her  out  of  sleep.  The  focus  of  pain  seems 
to  be  in  the  right  upper  shoulder,  above  the  clavicle,  the  pain 
radiating  from  this  point  into  the  neck  and  right  arm,  or  some- 
times into  the  left  shoulder.  There  is  also  at  times  severe  pain 
in  the  right  hip.     Neither  active  nor  passive  motions  of  the 
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parts  affected,  nor  pressure  over  the  focus  of  the  pain,  elicits 
more  than  the  normal  sensations.  The  whole  right  arm  is  very 
weak,  and  the  fingers  and  thumb  are  habitually  carried  in 
flexion,  suggesting  but  not  fully  conforming  with  the  "claw- 
hand."  The  extensors  are  weaker*  than  the  flexors,  though  the 
latter  have  very  little  power.  The  thenar  and  interossei 
muscles  are  markedly  atrophied.  No  tenderness  can  be  dis- 
covered by  direct  pressure  or  by  jarring  or  passive  movement — 
of  the  vertebral  column — of  the  joints — or  of  the  bones,  includ- 
ing the  sternum,  or  of  any  kind  of  the  nerve-trunks.    The  right 


Fig.  III.     The  hand  in  Case  III,  suggesting  but  not  fully  conform 
ing  with  the  "  claw-hand." 

wrist  reflexes  are  abnormally  active,  distinctly  more  so  than 
those  of  the  left  arm.  In  walking  Miss  F.  has  a  distinct  limp  of 
the  right  leg,  with  a  suggestion  of  spastic  gait.  There  is  marked 
weakness  of  the  whole  right  leg,  so  that  when  lying  down  she 
cannot  lift  the  leg  in  an  extended  position  off  the  bed.  The 
muscles  of  the  lower  leg,  and  espcially  those  of  the  anterior 
tibial  group,  are,  however,  most  affected,  and  there  is  some 
bending  downwards  of  the  toes.  Both  knee-jerks  are  exag- 
gerated, but  the  right  knee-jerk  distinctly  more  so  than  the  left; 
at  times  a  right-sided  knee-clonus  of  short  duration  is  easily 
produced.     There  is  marked  ankle-clonus  of  the  right  foot, 
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none  of  the  left.  In  standing  there  is  pronounced  lordosis  but 
no  lateral  curvature.  There  is  evident  weakness  of  the  muscles 
of  the  back,  as  shown  not  only  by  the  lordosis  but  also  by  the 
fact  that  when  Miss  F.  bends  forward  she  can  raise  the  body  up 
only  slowly  and  with  the  greatest  effort.  She  is  able  to  get  up 
off  the  floor  by  herself  without  climbing  over  her  thighs,  though 
the  movements  are  very  slow,  awkward  and  feeble.  There  is 
no  detectable  loss  of  co-ordination  either  with  eyes  open  or 
shut. 

Examinations  made  by  myself  on  October  25th,  and  several 
times  since,  and  also  by  Dr.  Jenner  of  the  University  Hospital, 
have  given  varying  results  as  to  the  condition  of  sensibility. 
There  seems  to  be  always  a  certain  amount  of  obtunding  of 
sensibility  over  the  right  arm  and  leg,  but  never  complete  loss 
of  sensation;  the  points  of  the  esthesiometer  being  readily  rec- 
ognized but  not  separated  in  a  manner  at  all  approaching  the 
normal  perception.  There  have  been  also  at  times  partially  an- 
esthetic areas.  Thermo-sensibility  in  several  testings  has  been 
found  distinctly  below  par  but  not  abolished;  at  no  time  did  it 
seem  to  be  more  obtunded  than  was  ordinary  sensiblity. 
Electro-sensibility  was  about  normal.  The  muscles  of  the  arm, 
shoulder  and  thigh  responded  to  the  faradic  current  as  well  as 
the  normal  muscles ;  the  response  of  the  muscles,  of  the  leg  and 
foot  was  distinctly  sluggish  and  more  so  in  the  hand,  but  no 
distinct  reaction  of  degeneration  could  be  made  out  in  the 
atrophied  hand  muscles. 

The  temperature  of  Miss  F.,  is  very  irregular,  most  of  the 
time,  however,  below  the  normal  line;  varying  under  observa- 
tion between  98.5  and  96,  and  on  a  few  occasions  rising  to  99. 

Dr.  Howard  Mellors  report  upon  Miss  F.'s  eyes  is  as  fol- 
lows : 

"Vision  in  each  eye  was  6-9  without  a  correcting  lens;  ac- 
commodation.37m. p. p.  14  c.  m.  in  right  eye  and  15  c.  m.  in  left 
eye.  External  appearances  normal.  Ophthalmoscope  showed 
in  right  eye:  vertically  ovoid  disc,  disc  and  retina  over  capil- 
lary, choroid  ring  (broken)  all  around  disc,  small  scleral  ring 
down  and  out,  superficial  layers  of  disc  dirty  red  in  color, 
deeper  layers  grayish,  vessels  slightly  darker  than  normal. 
Refraction:  vertical  vessels  -\-2;  horizontal  vessels  -f— J. 

"In  the  left  eye,  there  is  a  vertically  ovoid  disc,  upper  nasal 
edge  veiled,  broken  choroid  ring  all  around  disc,  scleral  ring 
to  outside,  nerve  and  retina  over  capillary,  superficial  layer  of 
disc  dirty  red  in  color,  deeper  layers  grayish,  vessels  toward 
macula  region  slightly  tortuous.  Refraction,  same  as  in  right 
eye.  In  each  eye  the  pupils  are  round  and  react  promptly  to 
light  and  accommodation. 
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"The  fields  of  each  eye  were  carefully  taken  by  my  assistant,. 
Dr.  Charles  C.  Rankin,  for  both  form  and  color  and  found  con- 
centrically contracted  with  no  scotoma,  as  shown  in  accom- 
panying diagrams." 

For  the  purposes  of  diagnosis  the  cases  just  reoorted  may  be 
studied  first,  individually;  second,  collectively.  The  nature  of 
the  first  case,  in  the  absence  of  more  detailed  information,  is  so 
obscure  that  it  is  scarcely  worth  while  to  occupy  space  with  dis- 
cussion. 

The  lesions  in  the  second  case  appear  to  me  to  be  spinal 
and  not  nerve-trunkal.     The  earlier  symptoms  were  believed 
Left  Eye.  Right  Eye. 


Fig.  IV.  Fields  for  form  and  color  in  Case  III.,  showing  concen- 
ric  contraction  without  scotoma.  The  inner  circle  represents  the  field 
for  red ;  the  outer  circle  represents  the  field  for  white  or  form. 

by  the  doctors  in  attendance  to  be  of  rheumatic  origin,  but  it 
is  noteworthy  that  they  were  not  relieved  at  all  by  rheumatic 
treatment;  and  that  there  could  have  been  no  real  tenderness  of 
the  joints,  since  relief  was  obtained  by  free  rubbing  of  the  af- 
fected part.  I  have  very  little  doubt  but  that  the  pain  was  due 
to  involvement  of  fibers  of  nerve-roots,  and  that  the  persistent 
lesion  of  a  localized  destruction  of  the  nerve  cells  in  the  anterior 
cornua  of  the  spinal  cord. 

In  the  third  case,  the  first  diagnosis  is  of  course  between 
functional,  hysterical  and  organic  nature.  The  marked 
atrophy  of  the  muscles,  the  changes  in  the  eye-grounds,  the 
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absence  of  the  hysterical  temperament  and  of  a  history  of  past  or 
present  distinctly  hysterical  manifestations,  have  led  me  to  throw 
out  entirely  the  possibility  of  the  palsy  being  of  functional 
origin;  and  when  the  case  was  shown  to  the  Philadelphia 
Neurological  Society  I  think  the  verdict  of  all  present  was  that 
it  was  a  positively  organic  case.  The  absence  of  widespread 
pains  and  of  tenderness  of  the  nerve-trunks  indicate  that  the 
lesion  was  not  in  the  nerve-trunks;  an  indication  which  is  so 
strongly  corroborated  by  the  heightened  knee-jerks  and  the 
knee  and  ankle-clonus  in  the  affected  leg,  and  the  exaggerated 
wrist  reflexes  of  the  affected  arm,  that  the  opinion  that  the 
lesion  is  in  the  spinal  cord  can  hardly  be  avoided. 

The  wasting  of  the  muscles  indicates  implication  of  motor 
spinal  cells;  the  heightened  reflexes  point  to  a  lesion  of  the 
conducting  fibers,  especially  of  the  lateral  columns.  The  dis- 
turbances of  sensibility  and  especially  the  paroxysms  of  pain 
show  that  the  lesion  extends,  however,  beyond  the  territories 
just  spoken  of,  and  probably  affects  the  posterior  root-zone 
region.  It  would  appear,  therefore,  that  there  is  present  a 
widespread  degeneration,  making  the  case  resemble  one  of 
amyotrophic  lateral  sclerosis  with  an  extension  of  the  lesion 
into  the  neighboring  parts. 

In  studying  the  cases  collectively  it  is  difficult  to  reach  a 
positive  conclusion.  The  existence  of  three  cases  in  one  family 
of  four  children  certainly  suggests  some  commonality  of  origin, 
but  the  first  review  of  the  symptoms  indicates  serious  differ- 
ences in  the  cases.  Nevertheless,  the  points  of  similarity  are 
very  great,  especially  in  the  last  two  cases.  The  points  of  con- 
cordance are  widespread  spinal  degeneration,  certainly  in  part 
of  similar  nature,  there  being  in  each  case  apparent  destruction 
of  motor  cells;  parallelism  or  rather  exact  similarity  of  eye- 
symptoms  and  of  optic  nerve-degeneration;  and  habitual  sub- 
normal temperature. 

The  cases  are,  I  believe,  not  instances  of  neuritic  atrophy, 
differing  from  that  disorder  in  the  history  of  their  development, 
in  the  position  and  symptoms  of  organic  changes,  and  in  the 
case  of  Miss  F.,  especially,  in  the  condition  of  the  reflexes. 
It  seems  almost  impossible  that  there  should  be  an  exaggera- 
tion of  the  reflexes  in  neuritic  atrophy.     All  our  knowledge  and 
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experience  go  to  show  that  inflammatory  changes  in  a  nerve- 
trunk  do  not  increase  the  tone  of  the  tributary  muscles  or  the 
activity  of  the  reflexes.  Apparently  the  only  influence  which 
such  inflammatory  nerve  changes  have  upon  the  tributary 
muscles  is  one  of  depression,  due  to  the  more  or  less  partial  in- 
terruption of  the  pathway  between  the  spinal  cord  and  the 
muscles. 

246.  The  Accuracy  of  Voluntary  Movement.  R.  S.  Woodworth, 
Ph.D.  (Monograph  Supplement  No.  13,  Psychological  Review,  July, 
1899). 

This  carefully-conducted  and  well-described  research  was  carried 
out  in  the  Psychological  Laboratory  of  Columbia  University  during  the 
college  year  1898-99.  It  represents  a  very  large  amount  of  work  in  ex- 
perimentation, as  well  as  in  compilation,  and  it  is  conducted  throughout 
in  a  very  commendable  spirit  of  scientific  exactness.  It  is  especially 
worthy  of  note  in  that  its  results  were  prepared  strictly  by  the  statistical 
method,  without  which  no  research  of  this  general  nature  has  much 
value. 

The  voluntary  movements  so  carefully  studied  were  those  of  the 
arms,  over  125,000  such  movements  having  been  recorded  and  measured 
in  the  research.  The  apparatus  employed  need  not  be  here  described, 
being  at  once  simple  and  indisputably  effective  for  its  purpose. 

The  results  of  this  research  may  well  be  taken  from  the  table  of 
contents,  which  is  at  the  same  time  in  part  a  summary.  Only  a  por- 
tion of  the  points  of  interest  to  the  physiologist  and  psychologist  can 
here  be  even  indicated.  When  the  eyes  are  used,  the  accuracy  dimin- 
ishes as  the  speed  increases;  when  not  used,  the  accuracy  varies  little 
or  none  with  the  speed.  When  the  speed  of  the  motion  alone  increases, 
the  accuracy  of  the  movement  is  markedly  in  inverse  ratio  to  the  speed. 
When  the  interval  between  successive  movements  varies,  the  speed  being 
constant,  the  accuracy  diminishes  as  the  interval  is  prolonged.  The  ac- 
curacy of  initial  adjustment  is  favored  by  a  short  interval  between 
movements,  while  the  accuracy  of  "current  control"  (that  is,  readjust- 
ments following  the  initial  adjustment)  is  favored  by  a  low  speed. 

As  regards  the  validity  of  Weber's  "law"  for  this  phase  of  activity, 
he  finds  the  increase  in  the  error  of  movement  too  slow  for  this  formula, 
and  too  fast  for  that  law  proposed  as  a  substitute  by  Fullerton  and  Cat- 
tell.  When  the  eyes  are  employed  as  the  guiding  sense-organs,  the  ex- 
tent of  the  movement  is  judged  solely  thereby;  when  not  so  employed, 
sensations  of  the  extent  of  movement  are  the  most  important  factors 
in  the  control.  Fatigue  increases  the  variability  of  any  movement ;  all 
simple  central  adjustments  are,  however,  only  slightly  subject  to  fatigue. 
In  conclusion  (Part  IX),  Dr.  Woodworth  suggests,  as  a  result  of  his 
experience  in  this  research,  an  improved  mode  of  writing  based  on  fore- 
arm movement  in  place  of  the  finger  movements  now  in  use. 

Dearborn. 
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By  Frederick  J.  Mann,  Ph.B.,  M.D., 
poughkeepsie,  n.  y. 
late  assistant  physician,  hudson  river  state  hospital  for  the 
insane;  member  of  the  American  medico-psycho- 
logical ASSOCIATION. 

Synonyms:  Acute  delirium,  Acute  delirious  insanity,  Hyperacute 
mania,  Typho-mania,  Delirium  acutum,  Delire  aigu,  Delirium  grave, 
Phrenitis,  Bell's  disease,  Delirious  mania,  Mania  gravis. 

Dr.  Benjamin  Rush,  of  Philadelphia,  in  his  work  "The 
Mind,"  dated  1825,  speaks  of  mania  as  sometimes  combined 
with  phrenitis.  He  describes  symptoms  which  we  would  class 
as  fever,  and  says  that  here  excitement  is  abstracted  from  the 
muscles  and  the  patient  usually  confined  to  bed.  He  gives  the 
name  phrenia  mania  to  it,  and  states  it  occurs  most  often  after 
parturition.  Luther  Bell  called  the  disease  typho-mania. 
Regis,  in  his  work  dated  1894,  says  it  lacks  a  definite  position 
in  the  list  of  mental  diseases.  He  considers  it  as  the  highest 
degree  of  mania,  of  which  it  forms,  by  its  peculiar  characters,  a 
special  variety.  He  claims  it  to  be  symptomatic,  that  is,  con- 
nected with  various  morbid  states  as  the  puerperal,  general 
paretic,  alcoholic,  etc.  Again,  it  is  claimed  as  a  mode  of 
termination  of  acute  mania,  and  it  is  so  that  Clouston  classes  it. 
He  places  it  as  the  third  stage  of  common  acute  mania  and 
one,  he  says,  that  does  not  occur  in  many  cases  if  properly 
treated.  Most  authorities  in  psychological  medicine,  however, 
give  it  a  distinct  place  by  itself  in  the  list  of  mental  diseases. 

Kellogg  in  his  recent  work  states  that  its  prompt  onset, 
violent  and  brief  course  and  fatal  termination  in  most  instances, 
justify  the  opinion  that  it  is  a  distinct  type  of  mental  disease  of 
toxic  or  infectious  origin.  This,  I  think,  is  the  view  most  gen- 
erally accepted  to-day,  and  one  that  coincides  with  the  teach- 
ings of  modern  bacteriological  and  biochemical  theories. 

1  Read  before  the  Dutchess  County  Medical  Society,  June  14, 
1899. 
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Definition:  An  acute  form  of  mental  trouble,  probably  of 
infectious  origin,  usually  of  very  sudden  onset  and  course,  at- 
tended with  increased  bodily  temperature,  and  marked  by 
delirium  with  sensory  hallucinations,  resembling-  the  mental 
state  seen  in  the  severest  cases  of  infectious  febrile  diseases; 
marked  b>  inooherency,  restlessness,  refusal  of  food,  general 
resistance  to  environments,  loss  of  memory,  great  prostration 
and  rapid  bodily  wasting;  terminating  in  a  large  proportion 
of  cases  in  coma  and  death  within  a  fortnight  of  the  onset  of 
the  maniacal  excitement. 

This  trouble  seems  to  depend  on  severe  pathological 
changes,  and  while  the  frenzy,  incoherency  and  its  other  symp- 
toms may  only  seem  to  be  a  higher  order  of  simple  acute  mania, 
there  are  bodily  signs  which  indicate  severe  cerebral  changes, 
and  these  are  probably  infectious  in  character. 

Schiile  says  that  the  symptoms  of  spurious  maniacal  furor 
mark  the  first  period  of  the  disease,  and  that  its  second  stage  is 
that  of  severe  cerebral  exhaustion.  In  short,  we  have  a  con- 
dition of  the  most  overwhelming  disorder  of  the  mind. 

Predisposing  Causes:  The  prime  of  life,  between  25  and  40, 
is  generally  the  period  in  which  this  trouble  occurs.  It  is  more 
frequent  in  women  than  in  men,  probably  on  account  of  the 
puerperal  and  climacteric  states,  which  often  bear  a  causal  re- 
lationship to  it. 

Some  neurotic  inheritance  is  found  in  most  cases,  perhaps 
as  direct  hereditary  insanity  or  as  the  unstable  nervous  organ- 
ization shown  by  a  hysterical  or  nervous  temperament.  Most 
cases  also  show  some  physical  or  nervous  exhaustion  from 
overwork  or  overstrain.  The  stresses  of  modern  life,  insuf- 
ficient food,  worry,  intemperate  habits,  etc.,  all  play  a  part  in 
causation. 

In  considering  the  more  active  or  exciting  causes,  we  find 
that  added  to  these  predisposing  conditions  there  is  some  se- 
vere moral  or  physical  upsetting  of  the  system.  It  sometimes 
follows  fever,  such  as  typhoid,  especially  if  the  case  has  been 
severe  and  with  delirium.  It  may  also  occur  consecutive  to  in- 
flammatory diseases,  as  pneumonia  and  acute  rheumatism,  or 
after  cystitis,  diarrhea  and  diabetes.  A  severe  alcoholic  debauch 
mav  be  the  immediate  occasion  of  the  attack.     As  mentioned 
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before  it  may  be  induced  by  the  puerperal  state,  especially  where 
there  are  septic  or  complicated  labors.  This  cause  is  not 
found  as  often  as  before  the  days  of  aseptic  obstetrics,  and  ap- 
parently due  to  this  fewer  cases  of  acute  delirium  are  now  seen. 
Heat,  sunstroke,  injuries,  thickening  of  the  pia,  surgical  opera- 
tions, or  the  effect  of  the  anesthetic,  are  all  to  be  considered. 
In  puerperal  cases,  in  those  cases  following  suppurative  in- 
flammations of  other  parts  of  the  body,  or  in  acute  infectious 
diseases,  we  can'  easily  trace  a  source  of  infection. 

In  many  other  cases  distorted  metabolism,  constipation  and 
autointoxication  are  a  large  causative  element.  Mental  or 
psychical  shocks  are  common  in  leading  to  a  mental  break- 
down, and  in  bringing  on  this  disease — such  for  example  as 
any  painful  emotion,  fright,  quarrels,  money  losses,  deaths  and 
griefs. 

Course:  Nearly  always  there  is  an  initial  period  of  mental 
depression  of  a  few  days'  duration,  and  general  painful  feelings 
of  mind  and  body  are  felt;  there  are  a  restless  insomnia  and 
an  incipient  melancholia.  This  initial  period  can  be  absent  or 
so  slight  or  short  as  to  escape  observation,  and  the  patient  be- 
come suddenly  delirious;  perhaps  awake  from  sleep  in  that 
condition.  These  cases  with  sudden  outbursts  usually  have 
•their  origin  in  some  severe  mental  cause,  as  shock  or  grief,  es- 
pecially in  those  predisposed. 

Now  we  have  what  may  be  called  the  active  stage  of  the  dis- 
ease. This  comes  on  suddenly,  perhaps  within  an  hour  or  dur- 
ing sleep.  There  is  great  agitation,  an  incessant  psychomotor 
activity  and  excitement,  and  great  expenditure  of  physical  and 
cerebral  forces.  Accompanying  this  the  temperature  is  raised, 
perhaps  to  1050,  there  is  a  rapid  pulse,  growing  weak,  a  coated 
dry  tongue,  eyes  are  wild  with  a  bewildered  terrified  look,  there 
is  marked  incoherency,  both  mental  and  motor,  and  exag- 
gerated reflexes.  At  this  stage  we  may  have  remissions  of  the 
excitement  lasting  a  few  hours,  and  possibly  leading  to  some 
sleep. 

Then  perhaps  improvement  occurs  by  slow  defervesence  of 
the  symptoms  lasting  over  several  weeks,  and  going  on  to  a 
long  convalescence  which  may  lead  to  recovery  or  to  a  more 
or  less  demented  condition  of  mind. 
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The  usual  course,  however,  is  for  the  fever  and  concurrent 
symptoms  to  increase  in  severity,  and  death  to  occur  between 
the  fifth  and  tenth  days.  The  excitement  gives  place  to  a  con- 
dition of  stupor  or  coma  with  typhoidal  symptoms  and  the  most 
extreme  physical  and  mental  depression.  The  patient  may  die 
suddenly  from  cardiac  failure,  or  slowly  from  physical  and 
nervous  exhaustion.  The  majority  of  cases  die  in  the  delirious 
period  from  exhaustion,  after  an  illness  of  a  few  days ;  in  others 
the  excitement  continues  unabated  for  four  or  five  weeks, 
stuporous  symptoms  increase,  and  the  patient  dies  in  coma. 

Symptoms:  There  is  great  restlessness  and  muscular  inco- 
herency,  purposeless  or  rythmical  movements  of  arms,  limbs 
and  face,  grimaces  and  grinding  of  teeth,  swinging  and  sway- 
ing motions,  and  often  general  violent  excitement.  The  pa- 
tient appears  terrified,  and  the  eyes  are  wild.  There  is  great 
mental  excitement  with  rapid  incoherent  speech,  which  soon 
resembles  a  confused  jargon.  This  speech  can  hardly  be 
called  delusional,  so  changeable  is  it,  but  nevertheless  it  shows 
a  prevailing  type  as  of  fear,  religious  dread  or  humor. 
The  patient  may  appear  hilarious  or  panic-stricken.  There 
are  acute  hallucinations  and  illusions  of  all  the  senses,  of  absurd 
or  even  rapidly  changing  violent  types.  In  short,  there  is  the 
typical  picture  from  which  the  disease  is  properly  named  acute 
delirium.  It  would  seem  as  though  there  is  an  automatic  con- 
dition of  mind,  as  though  the  action  of  the  higher  controlling 
centers  is  suspended;  this  resulting  in  great  overacfion  of  the 
lower  centers.  These  lower  automatic  centers  run  riot,  caus- 
ing constant  repetition  of  incoherent  motions  and  speech,  not 
of  a  dangerous  kind  but  marked  in  frequency,  number  and 
variety,  and  not  of  such  a  character  as  an  effort  of  the  will  could 
keep  up.  In  this  connection  it  might  be  possible  to  localize 
early  the  part  of  the  brain  which  is  most  affected,  according 
as  the  symptoms  point  to  muscular  trouble  or  to  the  optical, 
aural  or  other  centers. 

A  striking  tendency  is  that  of  tearing  and  destroying  cloth- 
ing, and  hence  go  naked,  or  if  in  bed,  by  continual  kicking  of 
legs  and  throwing  of  arms  to  displace  and  remove  the  clothing. 
In  this  connection  a  remarkable  insensibility  to  cold  is  dis- 
played by  these  patients. 
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Blandford  says  that  these  patients  do  not  refuse  food  as 
such,  as  they  are  not  able  .to  appreciate  its  nature,  but  oppose 
all  attempts  at  care  and  nursing.  Others  claim  the  refusal  is 
due  to  delusions,  pain  or  spasm  about  the  jaws,  etc.  Pro- 
tracted loss  of  sleep  is  prominent,  and  what  little  takes  place 
is  unquiet  and  easily  disturbed.  However,  some  sleep — al- 
though very  little  may  suffice — is  needed  to  keep  up  life  during 
this  remarkable  discharge  storm  of  nervous  energy,  hence  ef- 
forts to  induce  sleep  must  be  earnestly  persevered  in.  One 
case  spoken  of  by  Spitzka  slept  only  one  hour  in  eight  days, 
then  slept  five  hours,  and  from  then  on  began  to  convalesce. 
Women  seem  able  to  withstand  the  loss  of  sleep  for  a  longer 
time  than  men. 

The  temperature  rises  to  ioo,  101  or  even  105  or  106  de- 
grees. The  pulse  becomes  weak,  soft  and  frequent,  it  may 
reach  130,  and  the  sphygmograph  shows  extreme  cardiac  en- 
feeblement.  The  reflexes  are  exaggerated  at  the  start,  but 
later  absent.  As  the  case  progresses  there  are  diarrhea  and 
involuntary  passage  of  feces  and  urine.  Great  muscular  wast- 
ing and  exhaustion  and  sordes  about  the  mouth  appear,  the 
face  is  haggard  and  pinched,  there  are  extreme  subsultus  and 
the  other  symptoms  of  the  extreme  typhoidal  state.  Abscesses 
and  cellulitis  are  prone  to  occur,  and  would  seem  to  be  without 
detectable  source  of  infection. 

From  October  1,  1888,  to  September  30,  1898,  there  were 
admitted  to  the  Hudson  River  State  Hospital  a  total  of 
5,359  patients,  of  which  58  were  diagnosed  as  acute  delirious 
mania,  being  a  proportion  of  about  one  to  one  hundred.  Of 
the  58,  24  died,  13  recovered,  and  the  rest  either  improved  or 
are  in  the  hospital  still;  some  being  now  in  a  chronic  maniacal 
or  demented  state. 

Case  I.  Admitted  December  19,  1898.  Female,  aged  30, 
married,  had  four  children;  youngest,  one  and  a  half  years  old. 
Had  an  attack  of  insanity  five  years  ago.  No  inherited  tend- 
encies. Cause  of  present  attack  given  as  poverty,  overwork, 
and  worry.  Is  very  poor  and  patient's  husband  recently  had 
an  attack  of  typhoid  fever.  Attack  began  a  week  ago,  and  pa- 
tient is  now  very  incoherent,  violent  and  delirious,  has  sordes 
on  her  teeth,  sings,  shouts,  kicks  and  squirms.  Has  slept  very 
little  in  past  week,  and  is    now   very   feeble  physically.     Re- 
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mained  in  about  this  condition  with  temperature  ranging  from 
ioo°  to  1020  for  a  week  after  admission,  and  showed  a  most 
complete  typhoidal  state.  Then,  from  what  appeared  to  be  a 
very  slight  prick  of  a  finger,  a  cellulitis  of  the  hand  and  arm 
developed,  and  lasted  about  ten  days,  and  was  accompanied 
by  a  temperature  of  ioo°  to  104°.  At  first  patient  required  the 
protection  sheet  and  sedatives,  but  in  about  six  weeks  she 
showed  inprovement  and  became  less  active  physically. 

The  following  is  an  example  of  her  incoherency  March  1, 
1899,  and  is  very  typical  of  these  cases:  "A  bottle  of  cod  liver 
oil,  by  God,  candy,  black  velvet,  cream,  my  face  is  pretty  near, 
hot,  angel,  near,  I  can't  tell  a  little,  stay  there,  cream,  change  it, 
here,  now,  where,  hold  on  now,"  etc.,  this  and  much  more  be- 
ing said  at  a  very  rapid  rate,  with  a  tendency  for  words  and 
phrases  to  be  repeated. 

April,  1899.  She  was  quieter,  temperature  was  normal,  she 
was  emaciated  and  in  very  poor  physical  condition.  Her 
lungs  appeared  weak  from  the  great  physical  strain. 

July,  1899.  Much  improved  mentally  and  physically, 
childish.  Helps  about  the  ward.  Will  probably  recover  com- 
pletely. 

Case  II.  Female.  Age  22.  Single.  Occupation,  house- 
work. Temperate  in  habits.  Mother  said  to  have  had  fits. 
Has  been  sick  for  some  time  with  uterine  trouble,  and  is  in  a 
nervous  state  of  mind.  Two  weeks  before  admission  to  the 
hospital,  the  house  in  which  patient  lived  was  shattered  by 
lightning,  and  she  suddenly  became  violent  and  jumped  out  of 
the  window,  and  seizing  the  first  man  she  met  told  him  he 
must  kill  her.  Partially  disrobed  in  presence  of  family  physi- 
cian, danced,  sang  and  screamed.  When  admitted  to  the  hos- 
pital had  on  handcuffs,  had  kicked  off  her  shoes  en  route,  and 
was  barefooted.  She  claimed  she  was  in  heaven.  Tongue  and 
lips  dry  and  fissured.  Pulse  120  and  feeble.  Was  very  delir- 
ious. Was  put  to  bed  and  in  a  protection  sheet.  Very  noisy, 
delirious,  weak,  and  in  a  critical  condition.  Temperature 
ranged  from  990  to  1010.  Had  to  be  fed  with  tube.  Ten  days 
after  admission  required  whiskey,  glonoin  and  strophanthus. 
Continued  in  this  state  for  several  weeks,  had  severe  diarrhea 
and  insomnia,  which  required  twenty-five  grains  of  chloral  each 
night.  She  received  forced  feeding  and  slowly  began  to  gain 
strength  and  become  quiet.  Continued  to  improve  and  was 
discharged  recovered  seven  months  after  admission. 

Case  III.  Male.  Age  45.  Single.  Employed  in  railroad 
signal  tower.  Hereditary  influences  denied.  Twenty-five 
years  ago  had  an  attack  of  brain  fever,  which  lasted  three  weeks 
and  was  supposed  to  have  been  caused  by  sunstroke.     He  has 
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worked  steadily  since,  but  has  often  complained  of  severe  pain 
in  head.  Six  days  before  admission  to  the  hospital,  while 
working  in  a  hay  field,  he  became  suddenly  ill,  had  severe  pain 
in  head  and  became  violent  and  excited.  However,  he  went 
to  work  that  evening  at  six  in  the  signal  tower,  but  two  hours 
later  he  became  very  violent,  kicked  down  the  door  and 
smashed  things  in  general.  Was  taken  home,  where  he  de- 
stroyed everything  he  could  lay  his  hands  on.  Developed  de- 
lusions of  poisoning  and  refused  to  eat.  On  admission  to  the 
hospital  was  very  incoherent,  delirious  and  in  a  marked  ty- 
phoidal  state.  These  symptoms  increased  in  spite  of  forced 
feeding,  abundant  sedatives  to  control  agitation  and  free  stimu- 
lation. He  grew  suddenly  weaker  and  died  in  ten  days  after 
admission.  He  had  two  attacks  of  hematemesis  during  the  six 
hours  before  death. 

Pathology:  First  there  is  marked  hyperemia  and  active  con- 
gestion of  the  brain,  which  represents  the  excited  stage  of  the 
symptoms.  This  is  succeeded  by  cerebral  edema  with  venous 
stasis  and  exudation  of  the  blood  elements,  which  cause  the 
pressure  symptoms.  The  membranes  are  congested,  swollen 
and  sometimes  show  adhesions.  The  elevation  of  temperature 
may  be,  in  part  at  least,  due  to  direct  disturbance  of  the  cerebral 
cortex  or  of  the  heat  centers.  The  lungs  are  in  a  state  of  hy- 
postatic congestion  and  perhaps  consolidation.  In  fact,  there 
is  engorgement  of  all  the  internal  organs.  The  heart  is  flabby, 
pale  and  degenerated,  the  blood  thin,  dark  and  watery,  and  the 
muscles  wasted.  Reports  of  the  finding  of  micro-organisms  in 
the  blood  have  been  made. 

Prognosis:  It  is  both  important  and  difficult  to  make  an 
early  prognosis.  The  case  must  be  considered  as  to  whether 
it  is  to  last  only  a  few  hours  or  days ;  if  so  only  home  treatment 
may  be  required,  and  this  may  be  the  best;  or  whether  it  is  to 
have  a  duration  of  weeks  or  months,  and  hence  to  be  beyond 
home  care  and  demand  that  afforded  in  hospitals.  Attention 
must  be  given  to  the  character,  constitution,  both  mental  and 
physical,  to  the  past  history  of  the  patient,  the  causes  of  the 
present  trouble  and  the  symptoms  observed. 

As  a  rule  the  more  gradual  the  onset,  the  slower  the  course 
and  ending.  The  severity  of  the  symptoms  must  also  be  con- 
sidered. The  less  the  insomnia,  the  delirium  and  the  inco- 
herency,  and  the  more  and  the  longer  the  periods  of  compara- 
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live  quiet,  the  brighter  is  the  outlook.  Another  thing  to  con- 
sider is  the  physical  condition,  and  to  what  degree  of  severity 
is  the  system  poisoned;  for  it  requires  vital  force  and  energy 
to  resist  the  products  of  disease. 

The  death  rate  is  given  by  writers  as  between  50  and  75  per 
cent,  of  the  cases  attacked,  and  the  average  duration  of  life  in 
fatal  cases  as  from  one  to  three  weeks. 

Differential  Diagnosis:  Its  start  helps  distinguish  it  from 
common  acute  mania.  Ordinary  maniacal  or  melancholic 
frenzy  follows  the  usual  typical  symptoms  of  these  troubles,  but 
here  there  is  either  a  most  sudden  onset,  or  a  short  initial  stage 
of  a  peculiar  impaired  unconsciousness.  It  is  much  more  in- 
tense in  the  severity  of  its  symptoms  than  ordinary  mania.  It 
has  marked  reduction  of  object-consciousness  with  delirium 
and  absolute  incoherency.  There  is  the  most  utter  indifference 
and  oblivion  to  environments.  Its  course  is  much  more  rapid; 
and  uncomplicated  cases  of  ordinary  acute  mania,  unless  there 
is  some  contributing  debility  or  weakness,  usually  tend  to  al- 
most certain  and  rapid  recovery.  This  is  not  so  in  acute  de- 
lirium, for  death  is  the  rule  in  the  majority  of  cases. 

Acute  Alcoholism:  Here  perhaps,  the  patient  is  simply  mad 
drunk  and  frenzied,  and  if  we  let  him  sleep  it  off  he  is  all  right. 
It  is  a  serious  mistake  to  commit  these  patients  to  an  institution 
for  the  insane,  as  is  often  done.  The  stigma  of  insanity  should 
never  be  attached  to  anyone  when  not  necessary.  It  should  be 
a  rule  with  every  physician  never  to  sign  a  commitment  certifi- 
cate when  the  person  is  under  the  influence  of  liquor. 

Delirium  Tremens:  These  cases  are  short  in  duration. 
There  is  a  coarse  tremor,  a  busy  restless  fumbling,  and  a  dif- 
ferent class  of  hallucinations  and  delusions.  These  latter  are  of 
a  terrifying  nature,  and  the  patients  often  see  all  sorts  of  imag- 
inary animals  and  objects. 

In  fevers,  pneumonia,  etc..  the  delirium  is  of  a  different  na- 
ture, and  there  is  also  the  history  of  the  case  and  its  special 
symptoms  to  help  us.  The  same  can  be  said  of  acute  brain 
diseases,  meningitis,  etc.,  and  here  we  have  the  special  train  of 
symptoms  indicative  of  brain'  trouble,  not  to  mention  excessive 
pain,  etc.  Cases  of  meningitis  are  seen  that  are  most  difficult 
to  differentiate  from  acute  delirium. 
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Those  in  institutions  which  care  for  the  insane  occasionally 
see  cases  of  low  delirium  of  a  melancholic  nature.  They  are 
depressed  but  too  delirious  to  be  easily  called  acute  melan- 
cholia, and  still  we  hesitate  to  classify  them  as  acute  delirious 
mania.  It  is  for  this  reason  that  I  prefer  the  name  of  acute 
delirium,  for  it  embraces  all  these  cases.  Blandford  in  discuss- 
ing acute  delirious  mania  mentions  cases  in  which  the  patients 
are  violent,  sleepless  and  delirious ;  have  religious  and  horrible 
delusions,  and  most  obstinately  refuse  food,  as  though  melan- 
cholic. This  is  not  a  mere  passive  resistance,  but  force  must 
be  used  to  overcome  it  in  order  to  feed  the  patient.  He  says 
that  the  malady  merits  the  name  of  acute  melancholia  rather 
than  acute  mania.  Schule  speaks  of  a  melancholia  form  of 
acute  delirium,  whose  symptoms  are  said  to  be  the  very  re- 
verse of  the  maniacal  type. 

Treatment :  The  room  should  be  well  ventilated,  darkened 
and  cool  (not  over  6o°  F.),  the  windows  out  of  reach  of  the 
patient,  or  else  protected,  and  the  bed  single  with  a  strong 
protection,  or  restraining  sheet  placed  over  the  patient.  In 
this  way  they  can  be  kept  in  bed  with  the  least  violence,  for  of 
course,  as  in  all  severe  cases  of  acute  illness,  a  recumbent  posi- 
tion must  be  insisted  upon.  Most  careful  nursing  is  required 
through  the  sleepless  and  violent  stage,  as  the  agitation  must 
be  restrained  and  strength  supported,  so  that  death  will  not 
occur  from  exhaustion. 

Beware  especially  of  the  onset,  when  violence  may  come  on 
suddenly  and  skilled  attendants  must  be  on  hand  to  control 
the  patient.  Avoid  the  presence  of  near  relatives  as  much  as 
possible.  Plentiful  forced  feeding  is  needed:  Milk,  eggs, 
minced  beef,  fruit  juices,  etc.  Plenty  of  water  should  be  given, 
or,  in  summer,  lemonade.  A  pint  of  cream  a  day  favors  sleep 
and  prevents  constipation.  Best  withhold  alcoholic  stimulants 
till  absolutely  required,  as  in  the  latter  stages,  as  in  the  early, 
they  often  increase  the  excitement.  Chloral  induces  sleep  and 
is  one  of  the  most  useful  drugs,  especially  if  combined  with 
sodium  or  potassium  bromide.  Trional  and  sulphonal,  espe- 
cially trional  are  of  great  value  in  bringing  on  sleep  and  con- 
trolling the  excitement.  Opium  must  be  used  with  care,  for 
often  there  is  more  excitement  after  administering;  it.  and  it 
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may  increase  the  poisoning  of  the  system;  however,  a  full 
dose  of  morphine  may  at  times  be  useful  in  obtaining  quiet. 
Ergot  is  to  be  thought  of  early.  Packing  in  a  wet,  cold  or  hot 
sheet  may  induce  sleep,  and  cold  sponging,  full  tub  baths  or  ice 
packs,  are  indicated  for  the  fever.  A  dose  of  calomel  or  castor 
oil  early  is  good,  and  laxatives  and  intestinal  antiseptics  are  of 
value  to  prevent  and  attenuate  the  autointoxication,  as  often 
there  is  history  of  more  or  less  prolonged  constipation. 


247.  Zur  Encephalitis  pontis  des  Kindesalters,  zugleich  ein 
Beitrag  zur  Symptomatologie  der  Facialis  und  Hypoglos- 
suslahmung  (Contribution  to  Encephalitis  Pontis  of  Childhood, 
and  also  to  the  Symptomatology  of  Facialis  and  Hypoglossals 
Paralysis).  H.  Oppenheim  (Berliner  klin.  Wochenschrift,  No. 
19,  May  8,  1899,  p.  405). 

In  this  case  reported  by  Oppenheim,  paralysis  of  the  left  facialis 
and  hypoglossus  developed  acutely  in  early  childhood  after  an  attack 
of  convulsions  and  unconsciousness  lasting  several  days.  The  paraly- 
sis partly  disappeared  later  and  some  atrophy  of  the  affected  muscles 
developed.  In  an  examination  made  eighteen  years  afterwards,  the 
muscles  innervated  by  the  left  facial  and  hypoglossal  nerves  were  found 
partially  paralyzed  and  atrophied,  fibrillary  tremors  existed,  and  the 
electrical  irritability  in  the  left  facial  distribution  was  quantitatively  di- 
minished. A  cerebral  lesion  probably  developed  early  in  childhood. 
The  paresis  could  not  be  regarded  as  the  remains  of  an  old  hemiplegia, 
because  the  muscles  affected  were  the  ones  usually  restored  before  those 
of  the  extremities  in  hemiplegia.  The  atrophy,  fibrillary  twitching, 
quantitative  diminution  of  the  electrical  response,  and  the  exaggera- 
tion of  the  knee-jerk  on  the  side  opposite  to  that  affected  in  the  face, 
were  regarded  as  contrary  to  the  diagnosis  of  "fragmentary  hemiple- 
gia." Convulsions  and  unconsciousness  lasting  several  days  and  pre- 
ceding the  paralysis  made  the  diagnosis  of  neuritis  doubtful.  The 
case  was  believed  to  be  one  of  pontile  encephalitis — a  disease  which  has 
not  received  a  great  amount  of  attention,  although  there  can  be  no 
doubt  that  the  pontile  or  bulbar  form  of  infantile  paralysis  exists. 
This  diagnosis  would  explain  the  exaggeration  of  the  knee-jerk  on  the 
side  opposite  to  the  affected  facial  muscles.  All  the  muscles  inner- 
vated by  the  left  facial  nerve  were  not  equally  paretic,  but  those  of 
the  highest  functional  importance  (orbicularis  palpebrarum,  orbicu- 
laris oris)  had  recovered  their  power.  The  fibers  of  the  platysma 
myoides  near  the  median  line  were  active,  while  the  lateral  fibers  of 
this  muscle  were  paralyzed.  The  muscles  of  the  facial  nerve  situated 
near  the  median  line  (mentalis,  quadratus  menti,  orbicularis  oris,  cor- 
rugator)  were  easily  stimulated  by  the  electric  current  applied  to  the 
sound  side — by  a  current  insufficient  to  cause  contraction  of  these 
muscles  when  applied  to  the  left  side,  or  distinct  contraction  of  the 
sound  muscles  when  applied  to  the  right  side.  Oppenheim's  explana- 
tion was  that  the  facial  muscles  near  the  median  'line  were  innervated 
from  the  facial  nerve  of  the  opposite  side.  Spiller. 


A  CASE  OF  SUBDURAL  HEMORRHAGE  CAUSING  ANOMIA, 
WITHOUT  ANY  OTHER  FORM  OF  APHASIA.* 
By  Graeme  M.  Hammond,  M.D. 
The  opinion  that  there  is  a  circumscribed  area  in  the  temporal 
convolution  in  which  auditory  word-image  memories  are  stored, 
or,  in  other  words,  that  there  is  a  "naming  center,"  has  been 
vigorously  upheld,    and    supported    not    only  by  strong  argu- 
ments, but  by  seemingly  convincing  pathological  evidence.    On 
the  other  hand,  there  are  many  who  strenuously  deny  the  exist- 
ence of   such   a  center,    and  equally  powerful  arguments  are 
presented  in  contravention. 

The  case  I  desire  to  present  for  your  consideration  is  that 
of  a  young  man,  twenty-five  years  old,  of  fair  education,  and  a 
clerk  by  occupation.  He  denies  syphilis,  and  there  is  no  evi- 
dence of  his  having  had  that  disease.  He  admits  that  he  drinks 
alcoholic  liquors,  but  says  he  seldom  does  so  to  excess.  His 
physician  said  he  had  observed  albumin  and  granular  casts  in 
the  urine  for  several  months  previous  to  his  injury.  These  con- 
ditions were  confirmed  after  his  admission  to  the  hospital.  He 
was  apparently  in  good  health  at  the  time  he  was  hurt.  During 
a  fight  he  was  struck  on  the  left  side  of  the  head,  over  the  tem- 
poral bone,  with  a  loaded  whip-handle.  He  was  knocked  down, 
but  was  not  rendered  unconscious.  He  was  able  to  arise  with- 
out assistance,  and  walked  to  his  home.  He  did  not  have  any 
difficulty  in  conversing  for  several  hours  afterward.  At  the 
end  of  that  period  he  was  suddenly  seized  with  a  general  con- 
vulsion, which  from  all  accounts  was  severe  and  prolonged. 
When  he  regained  consciousness  it  was  observed  he  had  com- 
pletely lost  the  ability  to  name  objects  and  persons.  He  was 
brought  to  the  Post-Graduate  Hospital  a  few  days  later,  where 
I  first  saw  him.  I  had  him  under  observation  for  several  days, 
during  which  time  his  symptoms  were  carefully  studied  both 
by  myself  and  by  my  colleague,  Dr.  Joseph  Collins,  who  ren- 
dered me  valuable  assistance.  There  were  no  disorders  of  taste, 
smell,  vision,  or  hearing.  There  were  no  motor  paralyses  and 
no  derangements  of  sensibility.  There  was  neither  word- 
blindness  nor  motor  aphasia.  He  could  talk  and  voluntarily 
say  all  words,  except  the  names  of  objects  and  persons.  He 
could  say  his  own  name  readily,  and  did  so  whenever  asked  to. 
He  readily  recognized  all  objects  he  saw,  and  indicated  by  ap- 
propriate gestures  that  he  understood  what  they  were  and  what 

*Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neuro- 
logical Association,  June  14  and  15,  1899. 
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they  were  used  for,  but  he  could  not  say  the  name  of  a  single 
one,  even  when  he  was  told  what  the  name  was.  When  shown 
a  cup  and  asked  if  he  knew  what  it  was,  he  said,  "Yes,  sir;  yes, 
sir,"  and  raised  it  to  his  lips.  When  told  to  describe  how  he 
got  hurt  he  said:  "I  was  struck  on  the;  y,es  sir;  here,  sir 
[pointing  to  his  head],  by  [after  an  attempt  to  remember  the 
name  of  the  person  who  struck  him]  an  acquaintance.  He  hit 
me  with  a"  [here  a  pantomime  illustrating  the  size  of  the  im- 
plement he  was  struck  with]. 

He  could  copy  writing  and  printing,  and  understood  both 
readily.  When  I  wrote:  "Put  out  your  right  forefinger  and 
touch  the  third  button  on  my  vest,"  he  read  it  readily  and  im- 
mediately complied.    When  told  to  write  such  words  as  "cat," 


Diagram    showing  the  location  of  the  lesion  in  the  superior  tem- 
poral gyrus. 


and  horse,"  he  wrote  "crat"  and  "heort."  He  also  made  errors 
when  told  to  say  or  write  the  alphabet.  An  ophthalmoscopic 
examination  made  by  Dr.  Collins  showed  slight  choked  disc  in 
the  right  eye. 

The  diagnosis  was  made  of  subdural  hemorrhage  over  the 
posterior  portion  of  the  superior  temporal  convolution. 

An  operation  was  performed  by  Dr.  Seneca  D.  Powell,  two 
weeks  after  the  injury.  I  will  not  enter  into  the  details  of  the 
operation  now.  Suffice  it  to  say  that  a  linear  fracture  was  found 
in  the  left  temporal  bone,  and  that  a  subdural  clot  was  found 
which  covered  the  entire  superior  temporal  gyrus.  At  a  point 
at  about  the  junction  of  the  posterior  with  the  middle  third  of 
this  gyrus,  there  was  a  hole  into  which  a  probe  could  be  intro- 
duced to  a  depth  of  about  an  inch  and  a  half  at  a  right  angle  to 
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the  surface  of  the  gyrus.  This  rupture  of  cerebral  tissue  was 
evidently  caused  by  the  pressure  of  blood,  as  it  was  certainly 
two  and  a  half  inches  posterior  to  the  fracture,  and  could  hardly 
have  been  caused  by  the  direct  violence  of  the  blow.  The  clot 
was  removed.  The  patient  made  a  good  recovery.  Four  or 
five  days  later  he  began  to  make  attempts  to  pronounce  names. 
At  first,  the  sounds  he  uttered,  while  wrong,  bore  a  decided  re- 
semblance to  the  word  he  desired  to  say.  Later  he  acquired 
greater  accuracy,  and  now  is  able  to  recall  the  memory  of  the 
names  of  many  objects  and  people. 

It  is  generally  admitted  at  the  present  time  that  the  memo- 
ries of  word-images  are  stored  in  the  posterior  half  of  the  su- 
perior temporal  gyrus,  probably  also  in  the  same  portion  of  the 
middle  gyrus,  and  not  improbably  in  a  small  area  of  the  in- 
ferior gyrus.  As  the  ability  to  name  objects  and  persons  is  a 
well-recognized  faculty  of  the  normal  individual,  it  neces- 
sarily follows  that  there  must  be  a  cortical  area  in  which  the 
memories  of  names  are  stored.  But  does  it  necessarily  follow 
that  this  is  so  invariably  located  in  every  person  as  to  force  us 
to  recognize  a  certain  and  definite  area  as  the  cortical  center  for 
name  memories  ?  I  do  not  believe  it  does.  The  first  cells  in  the 
higher  auditory  center  which  begin  to  register  the  memory  of 
words  heard,  register  the  memory  of'names.  The  first  words 
the  infant  learns  are  names  such  as  "papa,"  "mamma,"  "bow- 
wow," etc.  These  with  other  simple  names  for  a  considerable 
period  of  time  constitute  the  child's  entire  vocabulary. 

Can  it  be  claimed  that  all  of  the  cells  in  the  higher  auditory 
center  in  all  infants  develop  simultaneously  and  with  the  same 
degree  of  perfection,  and  that  therefore  the  cells  in  a  particular 
and  preordained  part  of  the  auditory  word  center  are  ready 
and  prepared  for  the  reception  of  name  sounds  and  the  memo- 
rizing of  those  words?  Is  it  not  more  probable,  yes  even  cer- 
tain, that  some  cells  are  in  a  higher  state  of  development  than 
others,  and  that  the  cells  which  are  most  highly  organized  are 
the  ones  which  will  naturally  register  and  retain  the  memories 
of  names  ?  These  cells  of  superior  development  may  be  situ- 
ated in  any  part  of  the  higher  auditory  center.  If  this  is  the 
case  the  location  of  the  group  of  cells  in  which  name  memories 
are  stored,  while  being  an  integral  part  of  the  higher  auditory 
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center,  might  differ  widely  in  different  individuals.  This  view 
is  borne  out  to  a  great  extent  by  the  diversity  in  the  situation  of 
the  lesions  discovered  in  the  cases  of  anomia  already  reported. 
While  it  must  be  admitted  that  the  conception  of  a  word 
often  depends  upon  the  simultaneous  combination  of  several 
perceptions,  and  that  any  interference  with  one  or  more  of  these 
perceptions  may  prevent  the  conception  of  a  name,  nevertheless 
there  must  be  a  distinct  collection  of  cells  which  retain  name 
memories.  This  collection  of  cells  forms  the  beginning  of  the 
higher  auditory  center,  but  it  is  never  anything  more  than  a 
part  of  that  center,  and  as  its  topographical  position  probably 
varies  in  different  brains,  the  attempt  to  create  a  distinct 
naming-center  seems  hardly  justifiable. 


MOTOR  APHASIA.1 
By  J.  Fraenkel,  M.D.,  and  B.  Onuf,  M.D. 
The  paper  was  based  upon  an  analysis  of  one  hundred  and 
three  necropsies  reported  in  medical  literature.  It  was  claimed 
that  the  evidence  was  strongly  against  the  view  that  the  path- 
way went  directly  from  Broca's  center  to  the  bulbar  nerve 
nuclei.  It  was  probable  that  the  insula  participated  in  the  func- 
tion of  speech  in  a  similar  manner  as  did  Broca's  center.  At- 
tention was  also  called  to  a  test  used  by  them  to  demonstrate  the 
preservation  or  abolition  of  internal  language,  and  which  was 
believed  to  be  important  for  the  distinction  between  cortical  and 
subcortical  motor  aphasia,  especially  in  illiterate  persons. 


ANOMIA    AND    PARANOMIA,  WITH    SOME    CONSIDERA- 
TIONS REGARDING  A  NAMING  CENTER  IN  THE 
TEMPORAL  LOBE.1 
By  Charles  K.  Mills,  M.D. 
The  details  of  a  patient  who  was  able  to  recognize  objects 
■by  sight,  hearing,  touch,  taste,  and  smell,  but  who  as  a  rule 
could  not  name  these  objects,  were  first  given.     The  patient, 
after  an  apoplectic  seizure,   developed  this  peculiar  form   of 
aphasia,  apparently  without  any  preceding   paralysis     or    any 

'Read  at  the  twenty-fifth  annual  meeting  of  the  American  Neuro- 
logical Association,  June  14  and  15,  1899. 
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other  symptoms  of  focal  lesion  like  visual  blindness,  hemianop- 
sia, etc.  When  examined  about  nine  years  after  the  onset  of 
the  aphasia  he  had  almost  complete  inability  to  name  persons 
and  objects  which  he  was  able  to  recognize  through  all  his 
senses.  He  had  also  a  marked  form  of  paralexia  or  paranomia. 
When  he  attempted  to  read,  although  he  understood  what  he 
was  reading,  he  repeated  an  absurd  formula  of  a  few  phrases. 
He  had  limited  spontaneous  speech ;  using  even  short  sentences 
(without  concrete  nouns)  correctly.  He  could  write  many  sin- 
gle words  correctly,  sometimes  misspelling.  He  held  his  pen 
or  pencil  correctly,  and  wrote  such  words  as  he  did  write  with 
ease  and  firmness.  He  was  not  a  motor  agrapTiic.  He  was  not 
word-blind  or  letter-blind.  He  could  repeat  a  few  letters  (w, 
x,  1).  While  the  case  was  one  of  "optic  aphasia,"  it  was  in  real- 
ity more  than  this.  Dr.  Mills  believed  that  the  evidence  was 
sufficient  to  warrant  the  view  that  destruction  of  a  region  more 
or  less  concentrated  or  diffused,  and  probably  mid-temporal  in 
location,  would  cause  the  phenomena  observed  in  cases  of 
anomia.  While  this  was  true,  it  did  not  follow  that  these  speech 
disturbances  could  not  be  produced  by  lesions  in  other  loca- 
tions. Most  of  the  regions,  destruction  of  which  would  lead  to 
inability  to  name  persons  and  objects,  had  been  summarized 
by  Bramwell.  Inability  to  name  objects  and  persons  might  be 
due  (a)  to  destruction  of  the  "naming  center,"  (b)  destruction  of 
the  nerve  fibers  which  passed  from  that  naming  center  to  the 
motor  vocal  speech  center,  or  (c)  destruction  of  the  motor  vocal 
speech  center  by  which  these  impulses  were  emitted.  To  this 
enumeration  he  would  add  that  anomia  or  paranomia  with  as- 
sociated phenomena  would  also  be  produced  by  destruction  of 
the  sensory  percept  centers  and  tracts  leading  from  these  cen- 
ters to  the  naming  or  concept  center. 

DISCUSSION. 

Dr.  Joseph  Collins  said  that  the  subject  was  so  very  large 
and  touched  upon  so  many  important  topics  that,  owing  to  the 
limited  time,  he  would  have  to  confine  his  remarks  to  two  or 
three  points  only.  It  was  not  incumbent  upon  him  to  say  any- 
thing in  regard  to  Dr.  Hammond's  case,  although  he  had  stud- 
ied it  with  Dr.  Hammond  from  the  beginning.  As  Dr.  Ham- 
mond presented  the  case,  it  was  convincing.  It  seemed  to  Dr. 
Collins  that  if  this  case  did  anything  at  all,  it  absolutely  contra- 
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dieted  the  existence  of  an  uniquely  localized  special  naming 
center,  for  here  we  had  a  sharply  delimited  lesion  of  the  super- 
temporal  convolution,  occupying  a  location  immediately  adja- 
cent to  the  auditory  percipient  and  memorial  center,  causing  ex- 
quisite anomia.  It  would  be  interesting  to  Dr.  Collins  if  Dr. 
Mills  would  explain  why  this  person  was  unable  to  name  ob- 
jects when  the  object  which  he  recognized  was  brought  under 
the  percipient  cognizance  of  the  various  special  senses.  Ac- 
cording to  the  teaching  of  Mills  and  Broadbent,  the  naming 
center  in  the  case  reported  by  Dr.  Hammond  was  intact.  The 
case  that  Dr.  Mills  reported  was  absolutely  parallel  to  Dr.  Ham- 
mond's case.  Dr.  Mills  stated  that  his  patient  could  not  recog- 
nize objects,  but  that  should  not  be  interpreted  that  he  could 
not  name  objects.  It  did  not  seem  to  Dr.  Collins  at  all  difficult 
to  explain  the  symptoms  in  Dr.  Mills'  patient  by  a  lesion  that 
made  an  interruption  between  the  auditory  center  and  the  vis- 
ual center.  So  far  as  Dr.  Collins  could  see,  the  arguments  in 
favor  of  an  autonomous  naming  center  are  lacking  in  psycho- 
logical substantiation  and  devoid  of  anatomical  support,  and 
Dr.  Mills  had  not  put  on  record  anything  more  convincing  in 
his  case  than  he  had  done  heretofore.  Before  he  asks  us  to  ac- 
cept his  position  he  should  bring  forth  a  case  that  will  uphold 
it,  or  he  should  make  a  more  legitimate  plea  for  the  existence 
of  a  naming  center.  When  we  present  a  case  with  loss  of  capac- 
ity to  put  names  to  objects,  and  show  that  the  lesion  is  in  the 
auditory  center,  why  does  not  that  show  there  is  no  uniquely 
located  naming  center?  We  do  not  deny  that  there  is  a  naming 
center,  if  one  chooses  to  use  such  a  word,  but  we  do  deny  the 
position  of  a  special  naming  center  in  the  posterior  part  of  the 
third  temporal  convolution.  There  is  no  special  area  of  the  cor- 
tex entering  into  the  zone  of  language  to  which  the  name  "nam- 
ing center"  can  be  given. 

Dr.  Mills  had  referred  incidentally  to  the  case  reported 
recently  by  Gordinier,  and  Dr.  Collins  wished  to  say,  although 
that  point  was  not  under  discussion,  that  that  case  was  no  more 
convincing  than  was  Charcot  and  Dutil's  case.  It  seemed  to 
Dr.  Collins  that  in  Gordinier's  case,  which  presented  during  life 
Wernicke's  hemianopic  pupillary  reaction,  there  must  have  been 
something  more  anatomically  than  was  recorded. 

Finally  one  word  in  regard  to  Drs.  Fraenkel  and  Onuf's 
paper.  Dr.  Collins  was  unwilling  to  concede  that  it  was  any 
adequate  test  of  the  existence  or  intaotness  of  the  internal  lan- 
guage to  be  able  to  pick  out  the  fifth  card  as  described  by  Drs. 
Fraenkel  and  Onuf.  One  could  teach  a  parrot  to  do  that  in 
five  days.  In  fact,  it  is  just  what  the  Italian's  fortune-telling 
canary  does.     Dr.  Collins  would  like  very  much  to  hear  Dr. 
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Onuf's  explanation  of  the  psychical  antecedents  of  picking  out 
these  cards,  and  wherein  it  required  the  existence  of  internal 
language.  The  Proust- Lichthekn  test  had  serious  limitations 
of  application,  but  it  seemed  to  Dr.  Collins  far  better  than  the 
test  of  Fraenkel  and  Onuf. 

Dr.  E.  D.  Fisher  said  that  if  we  ask  our  patients  how  they 
recollect  a  thing,  some  will  tell  us  that  they  remember  it  best  by 
associating  it  with  the  written  picture,  and  others  that  they  re- 
member it  best  as  they  have  heard  it.  We  find  this  constantly 
in  our  study  of  children  or  in  teaching  of  languages,  etc.,  and 
this  may  have  some  bearing  upon  the  question  as  to  whether 
we  shall  find  one  fixed  point  for  the  naming  center  in  the  brain. 
Dr.  Fisher  did  not  see  why  we  should  expect  to  find  such  a 
center.  While  the  case  of  Dr.  Gordinier  was  a  very  important 
one,  he  would  not,  on  the  same  grounds,  expect  to  find  that 
we  have  a  center  for  writing.  It  does  not  settle  the  question 
any  more  than  the  cases  that  have  been  brought  to  our  atten- 
tion during  the  discussion  had  decided  that  there  is  a  definite 
naming  center. 

Dr.  W.  G.  Spiller  agreed  with  Dr.  Onuf  tnat  we  must  give 
up  the  word  '"subcortical"  in  speaking  of  aphasia,  as  the  case 
published  by  Dejerine  and  Serieux  had  shown  that  the  so- 
called  subcortical  sensory  aphasia  may  result  from  a  cortical 
lesion,  and  it  seemed  probable  that  pure  motor  aphasia  might 
also  result  from  a  cortical  lesion. 

He  had  been  discussing  with  Dr.  H.  M.  Thomas,  Drs. 
Fraenkel  and  Onuf's  method  of  making  out  tracts  and  centers, 
by  putting  together  the  diagrams  representing  the  areas  of 
greatest  degeneration  in  all  the  cases  studied  by  them  and  de- 
termining from  these  the  location  of  tracts  and  centers.  The 
method  was  open  to  criticism.  Many  of  the  cases  were  studied 
macroscopically  only,  and  important  areas  might  have  existed 
in  tissue  whose  degeneration  could  only  be  detected  by  the 
microscope.  If  the  cases  studied  macroscopically  confirmed 
those  studied  microscopically  the  results  would  be  more  valu- 
able. It  must  be  remembered,  however,  that  an  important  tract 
might  be  in  an  area  only  slightly  degenerated,  and  yet  the 
function  of  the  tract  be  destroyed. 

Dr.  Spiller  asked  in  what  way,  in  testing  pure  motor  aphasia, 
Drs.  Fraenkel  and  Onuf's  method  with  cards  was  superior  to 
that  made  so  well  known  by  Lichtheim,  and  consisting  in  press- 
ing the  hand  of  the  observer  by  the  patient  as  many  times  as 
there  were  syllables  in  the  test  word. 

Dr.  Onuf  replied  that  the  method  suggested  by  Dr.  Fraenkel 
and  himself  was  intended  for  illiterate  persons  to  whom  the 
method  mentioned  by  Dr.  Spiller  was  not  applicable. 


DISCUSSION  ON  APHASIA.  76  I 

Dr.  P.  C.  Knapp  said  he  would  hardly  be  willing  to  accept 
Dr.  Mills'  naming  center,  but  he  must  object  to  the  opinion 
brought  forward  by  Dr.  Hammond  and  Dr.  Collins  on  the 
strength  of  the  case  reported  by  Dr.  Hammond.  The  general 
experiences  in  injuries  of  the  brain  is  that  you  cannot  be  certain 
of  the  lesion  by  considering  it  through  a  small  trephine  hole,  or 
even  a  large  hole.  We  know  that  in  these  cases  there  are  often 
extensive  lesions  of  the  brain  apart  from  the  immediate  site  of 
the  hemorrhage,  and  Dr.  Hammond  said  that  the  hole  in  the 
temporal  lobe  was  two  inches  or  more  in  size,  so  that  there 
may  well  have  been  contusion  or  laceration  of  a  considerable 
portion  of  the  brain  beyond  the  site  of  the  lesion. 

In  regard  to  the  writing  center,  there  was  a  point  that  Dr. 
Knapp  thought  had  not  been  dwelt  upon,  and  that  is,  that  if 
there  be  a  writing  center,  as  he  was  inclined  to  believe,  it  is 
the  last  center  to  be  evolved,  and  of  course  it  does  not  exist  in 
a  great  number  of  people,  because  only  a  small  number  of  the 
human  race  are  able  to  write  at  all.  In  a  very  large  proportion 
of  those  who  are  able  to  write  all  the  muscles  of  the  body  assist 
in  writing — that  is,  the  whole  brain  cortex,  and  not  a  small 
portion  of  it,  is  put  into  action. 

Dr.  Hammond  said  he  had  little  to  add  except  in  reply  to 
Dr.  Knapp's  criticism.  In  the  operation  in  his  case  the  bone 
was  removed  after  several  trephine-openings  had  been  made 
and  the  communications  sawed  through  with  the  electric  saw, 
so  that  a  piece  of  bone  was  removed  of  sufficient  size  to  expose 
completely  the  fissure  of  Sylvius  and  the  brain  tissue  about  it. 
Several  careful  observers,  as  well  as  Dr.  Collins  and  Dr.  Ham- 
mond, saw  the  fissure  of  Sylvius  and  the  superior  temporal  con- 
volution, and  located  the  different  portions  by  careful  experi- 
ments. A  small  hole  was  found  in  the  brain  substance  that  ad- 
mitted a  probe  which  passed  directly  in,  a  distance  of  an  inch 
and  a  half.  An  important  point  which  was  worthy  of  mention 
was,  that  on  the  day  following  the  operation  the  patient  showed 
evidences  of  sugar  in  the  urine,  and  the  sugar  was  present  for  a 
few  days  only. 

This  was  a  well-marked  case  with  a  very  definite  lesion,  and 
the  man  had  anomia  pure  and  simple.  It  seemed  to  Dr.  Ham- 
mond that  the  situation  of  the  so-called  naming  center  was 
in  this  particular  case  clearly  marked  out,  but  it  does  not 
follow,  by  any  means,  that  the  naming  center  need  be  in  the 
same  position  in  every  case.  The  naming  center  must  be  the 
nucleus  of  the  higher  auditory  center.  The  child  begins  to  learn 
names,  and  those  names  may  be  registered  in  the  superior  con- 
volution in  one  case,  and  somewhere  else  in  the  higher  auditory 
center  in  another  case. 
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Dr.  Onuf  heartily  coincided  with  Dr.  Collins'  view  that  we 
cannot  speak  of  a  naming  center,  and  he  believed  that  the 
function  of  naming  an  object  is  not  a  function  of  one  region  of 
the  brain,  but  that  several  centers  participate  in  it.  This  is  con- 
firmed by  the  behavior  of  the  patients.  Their  principal  defect 
lies  in  not  being  able  to  name  objects  either  from  sight  or  touch 
or  other  senses,  and  in  the  great  difficulty  of  using  names  of  ob- 
jects in  voluntary  speech  to  convey  their  meaning.  They  usually 
describe  the  use  of  objects  instead  of  naming  them  directly ;  other- 
wise they  speak  rather  fluently,  and  this  proves  that  it  is  not 
so  much  the  naming  faculty  in  general  that  is  concerned,  as 
that  of  naming  objects.  Moreover,  these  patients  have  no  diffi- 
culty in  repeating  any  names  (also  of  objects)  told  them,  and 
can  usually  also  utter  them  in  reading.  This  shows  that  the 
memories  of  names  themselves  are  not  destroyed,  and  that 
only  their  relation  to  other  functions  is  disturbed.  Dr.  Onuf 
was,  therefore,  certain  that  the  condition  was  due,  not  to  the 
destruction  of  some  center,  but  to  the  interruption  of  some  con- 
necting pathway  between  two  or  more  centers,  and  especially 
the  connection  between  the  center  of  the  auditory  word  images 
and  the  center  of  the  visual  memories  of  objects. 

Dr.  Collins  had  asked  what  association  of  ideas  a  man  has 
in  making  the  test  mentioned  by  Fraenkel  and  himself.  Prob- 
ably Dr.  Collins  had  misunderstood  the  meaning  of  the  test. 
It  was  claimed  that  the  patient  is,  according  to  the  plan  pro- 
posed, forced  to  make  use  of  internal  language,  namely  of 
counting  in  words.  It  was  believed  that  if  the  test  were  applied 
with  proper  discrimination,  the  use  of  visual  images  by  the 
patient,  which  of  course  would  nullify  its  value,  could  be  pre- 
vented. 

Dr.  Mills  said  that  even  his  friends  who  opposed  him  were 
coming  to  the  point  of  view  that  there  was  a  naming  center. 
The  only  difference  seemed  to  be  that  they  had  half  a  dozen 
naming  centers.  Bramwell  said  it  was  a  component  part  of 
the  auditory  center.  Just  so  long  as  there  were  concepts,  just 
so  long  must  there  be  higher  centers  than  the  auditory  percept 
center  for  their  origination.  This  region  was  a  higher  evolu- 
tion of  the  zone  of  language,  and  had  been  formed  in  the 
process  of  evolution. 


PATHOLOGY. 

248.  Bemerkungen  ueber  das  Verhalten  gewisser  Organe 
gegenueber  specifischer  Infectionen  (Observations  Concern- 
ing the  Relation  Between  Certain  Organs  and  Specific  Infections), 
v.  Babes  (Berl.  klin.  Woch.,  No.  17,  1899). 

This  paper  is  a  continuation  of  some  work  published  in  1889.  In 
that  paper  the  author  enunciated  the  fact  that  normal  nerve  substance 
injected  into  animals  with  hydrophobia  counteracted  the  effects  of  that 
infection.  In  a  later  paper  he  showed  that  the  gall  of  a  rabid  dog 
mixed  with  the  virus  of  hydrophobia  prevented  the  development  of 
rabies  in  an  infected  dog.  He  concludes  from  this  that  in  the  incuba- 
tion stage  of  the  disease  a  substance  which  normally  exists  in  the  nervous 
system  is  eliminated  from  the  system  through  the  gall.  In  a  long  series 
of  experiments  on  dogs  and  rabbits  he  found  in  the  incubation  stage  of 
the  disease,  when  no  symptoms,  or  only  slight  fever,  were  present, 
well-defined  changes  in  the  nervous  system.  These  consisted  of  pro- 
liferative changes  in  the  walls  of  the  vessels  and  chromatolysis  of  the 
ganglion  cells  of  the  cord  and  bulb.  These  changes  were  first  noted 
around  the  central  canal.  The  poison,  therefore,  penetrates  the  cord 
from  the  central  canal,  producing  edema,  leucocytosis,  irritation  of  con- 
nective tissue,  and  degeneration  of  the  nerve  cells.  The  poison  is  dis- 
tributed along  the  nerves,  and  affects  the  motor  centers.  The  nerve 
cells  attempt  to  paralyze  the  effects  of  the  poison  by  the  elimination  of 
their  chromatic  substance,  aijd  so  long  as  sufficient  cells  remain  which 
do  not  show  this  change,  symptoms  do  not  develop  and  the  disease  does 
not  advance  beyond  the  incubation  stage.  The  liver,  therefore,  reacts 
differently,  depending  on  the  character  of  the  infection.  It  may  act  as  a 
filter,  and  thus  separate  the  micro-organisms,  or  it  may  secrete  some  ma- 
terial which  has  a  bactericidal  action.  This  substance  may  pass  into 
the  blood  and  protect  it  from  infection,  as  in  typhoid.  Finally,  thtf  liver 
can  assist,  through  the  gall,  in  the  elimination  of  the  neutralized  virus. 

McCarthy. 

249.  Ueber  Veranderungen  der  Nerven  bei  acuter  Storung 
der  Blutzufuhr  (Concerning  Changes  in  the  Nerves  Caused  by 
Acute  Disturbance  of  the  Circulation).  M.  Lapinsky  (Deutsche 
Zeitschrift  fur  Nervenheilkunde,  Vol.  15,  Nos.  5  and  6,  p.  364). 

A  number  of  cases  have  shown  that  when  an  artery  is  suddenly 
closed,  symptoms  of  nerve  involvement  rapidly  develop.  Lapinsky  re- 
ports six  cases  of  this  character,  and  proposes  the  name  of  neuritis 
ischsemica  for  this  form  of  nerve  degeneration.  From  a  study  of  his 
cases  and  of  others  in  the  literature  he  thinks : 

Ischemia  of  the  extremities  lasting  a  few  days  can  cause  disease 
of  the  peripheral  nerves. 

Motor  function  is  impaired,  and  soon  entirely  abolished. 

Sensation  (for  touch,  pain,  location,  heat,  and  cold)  is  impaired  and 
soon  lost. 

Skin  and  tendon  reflexes  are  soon  weakened,  and  then  lost. 

Electricail  irritability  of  the  nerves  to  the  faradic  and  galvanic  cur- 
rents gradually  diminishes,  and  is  soon  entirely  lost. 
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The  anatomical  changes  of  the  nerves  consist  of  swelling  of  the  con- 
nective tissue,  disintegration  of  the  myelin,  and  some  increase  in  the 
number  of  the  nuclei  of  the  sheaths  of  Schwann.  The  axis  cylinders 
become  cloudy,  sometimes  disintegrate  and  entirely  disappear. 

If  a  collateral  circulation  is  speedily  established  improvement,  or 
even  recovery,  occurs  in  the  nerve  functions. 

The  muscles  are  less  involved  than  the  nerves.  Spiller. 

250.  Ueber  Myelitis  acuta  (Concerning  Acute  Myelitis).  H.  Hoch- 
haus  (Deutsche  Zeitschrift  fur  Nervenheilkunde,  Vol.  15,  Nos.  5 
and  6,  p.  395). 

Acute  myelitis  has  been  believed  by  Oppenheim  to  be  a  rare  disease, 
but  four  cases  observed  by  Hochhaus  within  two  years  would  seem  to 
indicate  that  it  may  not  be  so  exceedingly  uncommon.  The  duration 
of  the  process  in  these  four  cases  ranged  from  twenty-six  days  to  two 
months  and  twenty-five  days.  The  clinical  course  was  not  abnormal. 
The  prodromal  symptoms — chiefly  pain  in  the  arms  and  legs — were 
short,  and  in  one  case  were  absent.  Paralysis  developed  very  quickly, 
i.  e.,  within  a  few  hours  or  two  days.  Death  occurred  from  pulmonary 
or  nephritic  complication.  The  cause  in  one  case  was  cystitis  or  pyelone- 
phritis, in  another  it  was  probably  acute  tonsilitis.  Hyperemia,  peri- 
vascular cellular  infiltration,  and  small  hemorrhages  were  found.  These 
changes  extended  throughout  the  cord ;  in  one  case  into  the  brain,  and 
in  another  to  the  medulla  oblongata  and  pons.  Swollen  axis  cylinders 
were  rare,  but  fatty,  granular  cells  were  numerous.  The  neuroglia  cells 
were  in  places  increased  in  number.  The  gray  matter  escaped  to  a  re- 
markable degree,  except  in  one  case.  Meningitis,  of  different  intensity, 
was  found  in  all  the  cases,  and  in  two  cases  foci  of  softening  were 
found  in  the  posterior  columns.  The  peripheral  nerves  and  muscles  were 
examined  in  one  case  and  found  diseased.  Spiller. 

251.  Un  caso  mortale  di  corea  del  Sydenham  con  richerche 
bacterioscopische  ed  istologiche  (A  Fatal  Case  of  Sydenham's 
Chorea,  with  Bacteriological  and  Histological  Examination).  G. 
Daddi  and  R.  Silvestrini  (La  Settimana  Medica,  July  1889,  No.  29, 
PP.  337-341,  and  No.  30,  pp.  351-353)-       . 

This  case  deals  with  an  unmarried  domestic,  of  17  years,  whose 
previous  history  had  been  good  up  to  the  age  of  12,  when  her  mother 
died  of  some  chronic  pulmonary  trouble.  The  family  history  was  good 
from  a  nervous  and  mental  point  of  view,  excepting  for  the  fact  that 
her  brother  had  convulsions  at  the  age  of  4  and  became  hemiplegic. 
After  the  death  of  her  mother  the  patient  developed  an  eczema  of  the 
scalp,  which  was  followed  by  permanent  enlargement  of  the  cerviual 
glands.  At  16  she  was  seized  with  severe  pains  in  the  right 
leg  and  the  latter  became  swollen,  especially  in  the  neighborhood  of  the 
knee  and  ankle.  She  was  not  confined  to  her  bed,  and  the  trouble  dis- 
appeared in  about  three  weeks.  After  this  she  had  another  attack  of 
eczema,  which  soon  got  well  under  treatment,  but  was  followed  by  re- 
newal of  the  pains  in  the  right  leg  and  by  slight  palpitation  of  the 
heart.  Twenty  days  before  coming  under  the  author's  observation  the 
patient  began  to  exhibit  choreiform  movements,  especially  of  the  right 
arm  and  leg,  which  later  involved  the  cervical  and  facial  muscles,  and 
ultimately  the  left  side.  These  movements  finally  became  so  severe  that 
the  patient  could  not  lie  down ;  alimentation  was  with  difficulty  secured, 
and  her  speech  also  suffered.  There  was  marked  evidence  of  hallucina- 
tions of  sight,  and  she  spent  much  of  her  time  before  an  open  window 
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in  order  to  get  relief  from  an  annoying  sense  of  heat.  Just  before  her 
entrance  to  the  hospital  there  was  loss  of  sphincteric  control.  On  en- 
trance the  choreic  movements  were  found  to  be  general,  but  more 
marked  on  the  right  side.  Speech  was  unintelligible,  and  there  was 
much  complaint  of  headache.  Examination  of  the  internal  organs  was 
negative,  except  for  a  slight  increase  in  the  transverse  diameter  of  the 
heart  and  impurity  of  the  first  sound  at  the  apex;  the  urine  was  free 
from  sugar  and  albumin.  Temperature,  38.30  C.  on  entrance,  gradually 
rising  to  over  40°  C.  In  spite  of  active  treatment  with  bromide,  chloral, 
and  strophantus,  the  condition  of  the  patient  grew  progressively 
worse,  and  on  the  fourth  day  the  legs  seemed  to  be  in  a  condition  of 
flaccid  paralysis.  On  the  seventh  day,  during  the  period  of  maximum 
temperature  a  puncture  was  made  and  a  few  cubic  centimeters  of  a  per- 
fectly clear,  thin  fluid  obtained.  Death  occurred  during  the  evening  of 
this  day,  after  a  short  period  of  coma.  Cultures  from  the  fluid  obtained 
by  the  lumbar  puncture  were  made  in  various  media,  some  of  which 
were  injected  subcutaneously  into  white  mice;  two  rabbits  also  received 
small  doses  subdurally.  The  necropsy  was  made  two  days  after  death, 
the  body  having  been  carefully  preserved  on  ice.  Nothing  microscop- 
ically abnormal  was  detected  in  brain  or  cord.  In  both  thoracic  cavities 
were  fibrous  pleuritic  adhesions,  and  hypostatic  processes  in  the  base  of 
both  lungs.  The  heart  was  of  normal  dimensions,  but  showed  a  typical 
verrucous  endocarditis  with  slight  vegetations  surrounding  the  mitral 
orifice,  the  other  orifices  and  valves  being  free.  The  liver  showed  in- 
cipient fatty  degeneration;  the  spleen  parenchyma  was  soft  and  of  the 
color  of  wine  dregs.  The  kidneys  were  normal  in  volume,  and  the  cap- 
sule not  adherent.  Digestive  tract  normal.  Examination  of  the  central 
nervous  system,  peripheral  nerves,  liver,  spleen,  and  endocardium 
showed  no  micro-organisms.  No  hemorrhages  were  noted  in  the 
meninges,  but  the  vessels  of  the  pia  were  markedly  hyperemia  In  the 
frontal  region  of  the  brain  marked  changes  were  found  in  the  Nissl 
substance  of  the  cellular  elements,  the  part  coloring  with  thionin  being 
reduced  to  several  small  granules,  which  were  either  scattered  through- 
out the  cell-body  or  gathered  together  at  the  periphery,  while  certain 
cells  had  entirely  lost  their  chromatic  substance,  the  protoplasm  ap- 
pearing coarsely  granular.  Many  of  the  cells  themselves,  notably  the 
large  and  medium-sized  pyramidal,  now  so  swollen  as  to  lose  their 
pyramidal  form  and  had  become  bottle-shaped;  and  in  certain  of  them 
there  was  peripheral  dislocation  of  the  nuclei.  In  sections  colored  with 
picrocarmine  the  cellular  protoplasm  stained  but  faintly  throughout, 
giving  rise  in  places  to  an  appearance  of  vacuolation.  No  hemor- 
rhages were  seen,  but  the  vessels  were  very  turgid.  By  Golgi  many  ele- 
ments were  seen  which  showed  varicose  enlargements  of  their  proto- 
plasmic prolongations.  In  the  psychomotor  zone  the  same  changes 
were  found  as  above,  but  less  intense.  The  gray  matter  of  the  tempero- 
sphenoidal  lobe  appeared  (on  section)  as  if  riddled  by  minute  holes, 
and  these  vacuoles  seemed  to  have  their  walls  made  up  of  thickened  in- 
terstitial tissue;  they  were  not  in  the  neighborhood  of  ressels.  The  cel- 
lular elements  showed  the  same  marked  changes  as  in  the  frontal  region, 
and  hyperemia  was  also  marked.  In  the  occipital  lobe  the  same  condi- 
tion existed,  but  to  a  less  marked  degree.  The  cerebellum  and  bulb 
showed  no  very  decided  variations  from  the  normal.  The  cervical 
cord  presented  nothing  but  slight  changes  in  the  amount  and  arrange- 
ment of  the  chromatic  substance  of  the  anterior  and  posterior  horns 
and  a  granulation  of  the  protoplasm,  and  the  same  condition,  though 
less  intense,  could  be  traced  down  through  the  dorsal  lumbar  regions. 
In  the  spinal  ganglia  marked  variations  were  found  in  the  disposition  of 
the  chromatic  substance  of  the  various  cellular  elements,  even  in  the 
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same  section.  In  certain  cells  this  substance  was  found  to  be  entirely 
normal,  in  others  somewhat  diminished,  in  others  still  it  appeared  as  a 
very  fine  pov.-der,  and  in  certain  ones  it  seemed  to  have  entirely  disap- 
peared, the  cell  staining  homogeneously.  Pigment  in  abundance  was 
found  in  the  elements  of  the  entire  nervous  system.  In  the  cord 
there  was  intense  hyperemia  of  all  the  vessels,  even  to  the  most  minute; 
the  perivascular  lymph  spaces  were  not  visible. 

The  authors  conclude  their  article  with  a  review  of  the  literature  on 
the  pathology  of  chorea  and  the  establishment  of  an  hypothesis  as  to 
the  genesis  of  this  disease.  J.  W.  Courtney. 

CLINICAL   NEUROLOGY. 

252.  Beitrag  zur  chronischen  anklylosirenden  Entzundung 
der  Wirbelsaule  und  der  "  Huftgelenke  (Contribution  to  the 
Chronic  Ankylosing  Inflammation  of  the  Vertebral  Column  and  the 
Hip-Joints).  Valentini  (Deutsche  Zeitschrift  fur  Nervenheil- 
kunde,  Vol.  15,  Nos.  3  and  4,  p.  239). 

Valentini  reports  two  cases  of  spondylose  rhizomelique,  in  one  of 
which,  contrary  to  the  usual  rule,  some  of  the  small  joints  were  in- 
volved. An  important  distinction  between  this  disease  and  chronic 
articular  rheumatism,  or  arthritis  deformans,  is,  that  ankylosis  occurs  in 
every  case  of  spondylose  rhizomelique,  and  the  rigidity  in  chronic  artic- 
ular rheumatism  is  scarcely  ever  complete,  and  is  due  to  pain  and 
swelling  of  the  capsule  of  the  joint.  The  characteristic  features  of 
spondylose  rhizomelique,  according  to  Valentini,  are  found  in  the 
ankylosis  of  the  affected  joints,  in  the  beginning  of  the  disease  in  the 
vertebral  column,  in  the  secondary  involvement  of  hip  and  knee  joint, 
in  the  almost  invariable  escape  of  the  small  joints,  and  in  ankylosis  of 
the  small  joints  when  they  are  attacked.  The  nervous  system  remains 
normal,  and  in  this  spondylose  rhizomelique  differs  from  v.  Bechterew's 
rigidity  of  the  vertebral  column.  Valentini  distinguishes  four  articular 
diseases  having  resemblances  to  one  another,  viz..  chronic  articular 
rheumatism,  arthritis  deformans,  spondylose  rhizomelique,  and  the 
rigidity  of  the  vertebral  column  with  intercostal  neuralgia  (v.  Bech- 
terew).  Spiller. 

253.  Chirurgische  Eingriffe  bei  Hysterie  (Surgical  Measures  in 
Hysteria).  M.  Sander  (Deutsche  med.  Wochenschrift,  Sept.  7, 
1899,  p.  588). 

Sander  reports  two  cases  of  hysteria  which  simulated  disease  of 
the  intestinal  tract,  and  in  one  case  operation  was  performed  twice ;  in 
the  other,  four  times  within  a  year.  The  first  patient  presented  more  the 
symptoms  of  intestinal  obstruction;  the  second  more  those  of  perfora- 
tion peritonitis.  The  ileocecal  region  seemed  to  be  especially  involved. 
The  chief  sign  in  the  first  case  was  meteorismus,  occurring  frequently 
with  pain.  This  was  first  seen  after  a  hysterical  attack,  and  the  diag- 
nosis of  hysteria  was  at  once  made.  Variation  in  the  frequency  of  the 
pulse,  and  later  vomiting,  fever,  and  a  painful  resistance  in  the  ileocecal 
region  were  observed,  and  the  diagnosis  became  doubtful.  The  vomit- 
ing was  regarded  as  an  undoubtedly  hysterical  sign ;  the  increase  in  tem- 
perature was  either  artificially  produced  or  was  the  result  of  constipa- 
tion, and  the  latter  seemed  more  probable,  as  the  temperature  did  not 
go  much  above  38  degrees  C,  and  usually  fell  with  action  of  the  bowels. 
The  pain  on  pressure  in  the  ileocecal  region  was  probably  in  a  hyper- 
esthetic  zone.    The  operations  revealed  no  organic  disease. 
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The  second  patient  came  to  the  hospital  on  account  of  pain  in  the 
right  hip,  and  the  diagnosis  of  hysterical  coxalgia  was  made.  She  was 
desirous  of  arousing  the  interest  of  the  physicians.  Later  she  had  fre- 
quent vomiting,  distended  abdomen,  diarrhea,  and  some  tenderness  of 
the  abdomen,  at  first  especially  in  the  ovarian  region.  The  diagnosis  of 
ulcus  ventriculi  was  made.  Circumscribed  tenderness  in  the  region  of 
the  stomach,  and  a  tender  point  to  the  left  of  the  vertebral  column,  and 
blood  on  one  occasion  in  the  vomit,  seemed  to  strengthen  this  diagnosis. 
Fever  developed,  but  the  disproportion  between  the  fever  and  the  pulse 
rate  was  striking.  Perforation  and  circumscribed  peritonitis  were  believed 
to  have  occurred,  especially  as  dullness  in  the  region  of  the  stomach 
with  pain  and  loss  of  strength  were  observed  at  this  time.  The  dullness 
disappeared  after  a  few  days.  Nourishment  was  given  by  the  rectum 
until  it  was  observed  that  food  taken  secretly  by  the  mouth  caused  no 
bad  symptoms.  Operation  revealed  no  sufficient  cause  for  the  symp- 
toms. Spiller. 


254.  Un  caso  paraplegia  da  Pertosse  (A  Case  of  Paraplegia  from 
Pertussis).  Ezio  Luisada  (La  Settiman  Medica,  Jan.  1899,  No.  3, 
P-  25). 

In  the  above  case  Luisada  makes  a  very  interesting  and  valuable 
clinical  contribution  to  the  study  of  cord  lesions  arising  in  the  course 
of  whooping-cough.  The  patient  was  a  female  child  of  five  years,  of 
tardy  development,  and  of  not  altogether  good  nervous  heredity.  She 
had  had  enteric  disturbance  in  the  first  months  of  life  and  measles  in 
the  seventh,  which  left  her  with  a  bronchial  catarrh  that  persisted  for 
four  or  five  months.  During  her  fifth  year  she  contracted  what  at  first 
seemed  a  mild  type  of  pertussis,  but  which  subsequently  became  so  se- 
vere as  to  cause  conjunctival  ecchymoses  from  the  violence  of  the  par- 
oxysms. Soon  after  the  appearance  of  these  vascular  disturbances  it  was 
noticed  one  morning  that  the  child,  on  getting  out  of  bed  after  a  night 
not  characterized  by  any  special  rise  of  temperature  or  unusual  nervous 
phenomena,  was  very  weak  and  unsteady  on  her  legs,  and  that  she  com- 
plained of  pains  in  the  latter.  During  the  day  the  pains  increased  in  se- 
verity and  the  weakness  of  the  legs  went  on  to  the  establishment  of 
complete  paraplegia;  there  were  also  girdle  pains,  and  tenderness  on 
pressure  over  entire  spine  below  the  upper  dorsal  region.  The  child  had 
great  trouble  in  starting  her  water,  and  the  desire  to  urinate  persisted 
after  the  bladder  was  fully  emptied ;  constipation  was  marked.  There 
was  no  vomiting  and  no  cranial  nerve  trouble.  After  a  few  days  slight 
improvement  was  noted  in  the  pain,  and  the  paralysis  had  decreased 
somewhat.  Two  months  later  examination  showed  head  and  upper  ex- 
tremities free  from  trouble,  and  nothing  abnormal  in  the  respiratory 
tract  except  some  sibilant  rales  in  the  right  back,  and  a  slight  em- 
physema. The  abdomen  was  humid,  with  flaccid  muscular  walls,  and 
the  inguinal  glands  were  somewhat  enlarged ;  the  abdominal  reflex 
present,  but  weak.  There  was  tenderness  on  pressure  over  the  spine, 
especially  in  the  dorsal  region.  The  legs  were  of  normal  volume  and 
consistence  on  both  sides,  but  there  was  almost  absolute  paralysis  of  all 
muscles,  and  the  adductors  of  both  thighs  were  evidently  contractured ; 
the  feet  showed  slight  plantar  flexion.  Attempts  at  passive  movements 
of  legs  encountered  resistance  in  all  muscles.  The  patella  and  plantar 
reflexes  were  very  lively  and  ankle  clonus  was  slightly  present,  es- 
pecially on  the  right.  Tactile  sensibility  was  retained  on  lower  extrem- 
ities and  abdomen,  but  painful  impressions  were  lost  in  these  regions 
up  to  a  line  encircling  the  body  on  a  level  with  the  umbilicus ;  above  this 
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hyperesthesia  was  marked.  Walking  was  entirely  impossible,  and  on 
being  supported  the  child  held  the  lower  limbs  in  a  condition  of  marked 
rigidity.  Electrical  irritability  was  preserved  throughout,  except  in  the 
rectus  and  obliquus  abdominalis,  especially  the  rectus,  where  some  quan- 
titative diminution  to  both  currents  was  found,  but  no  polar  changes. 
The  treatment  consisted  of  KI  internally,  and  the  application  of  the  gal- 
vanic current.  For  two  months  there  was  persistence  of  sphincteric 
trouble,  pain  and  muscular  rigidity,  with  excessive  sweating  day  and 
night.  Then  improvement  began,  which  ended  in  complete  recovery 
four  and  a  half  months  after  the  onset  of  the  disease.  The  child  could 
then  run,  jump,  and  perform  all  movements  as  before  her  sickness,  but 
there  still  remained  a  slight  varus  of  the  right  foot,  and  the  latter 
was  dragged  somewhat  in  walking.  From  the  suddenness  of  onset  of 
the  symptoms  and  their  gradual  increase  during  the  first  days  of  the  dis- 
ease, the  author  favors  the  diagnosis  of  hemorrhage,  and  from  the 
rather  short  duration  of  the  process  he  inclines  to  the  belief  that  the 
bleeding  occurred  in  the  meninges,  rather  than  into  the  the  cord.  He 
does  not  positively  exclude  cord  hemorrhages,  however,  because  in  a 
case  of  pertussis  which  came  to  autopsy  from  the  pediatric  clinic  in 
Florence  there  were  found  minute  hemorrhages  in  the  spinal  cord, 
medulla  and  brain,  which  had  given  rise  to  no  discoverable  symptoms 
intra  vitam.  Luisada  was  unable  to  find  but  one  case  similar  to  his 
in  the  literature.  J.  W.  Courtney. 

255.  Beitrag  zur  Casuistik  der  ophthalmoplegischen  Migrane 
(Clinical  Contribution  to  Ophthalmoplegic  Migraine).  Rudolf 
Paderstein  (Deutsche  Zeitschrift  fur  Nervenheilkunde,  Vol.  15, 
Nos.  5  and  6,  p.  418). 

Paderstein  reports  two  cases  of  ophthalmoplegic  migraine,  one  of 
which  was  rather  atypical,  and  gives  abstracts  from  a  number  of  cases 
in  the  literature  in  support  of  his  views.  He  believes  that  there  is  an 
idiopathic  disease  in  which  migraine  is  combined  with  attacks  of  paraly- 
sis of  ocular  muscles.  The  name  of  "periodic,  or  recurring  oculomotor 
paralysis,"  as  applied  to  this  affection,  is  objectionable,  because  the 
prominent  symptom  of  migraine  is  ignored,  and  the  involvement  of  ocu- 
lar muscles  not  supplied  by  the  oculomotor  nerve  is  excluded ;_  the  name 
of  ophthalmoplegic  migraine  is,  therefore,  better.  It  is  uncertain  whether 
the  ophthalmoplegic  migraine  is  a  variety  of  ordinary  migraine  or  a 
disease  sui  generis,  as  the  etiology  of  both  forms  is  unknown. 

Spiller. 

ANATOMY. 

256.  The  Neuron  Retraction  Theory  (Weil,  R.,  and  Frank,  B.). 

We  are  indebted  to  Dr.  Ira  Van  Gieson  for  a  synopsis  of  a  paper 
by  Mr.  Weil  and  Mr.  Frank  on  the  inadequacy  of  the  evidence  of 
neuron  retraction  furnished  by  methods  of  the  Golgi  type,  which 
was  read  before  the  New  York  Pathological  Society  on  work  done  at 
the  "Pathological  Institute." 

Investigation  is  directed  as  to  the  validity  of  the  occurrence  of  vari- 
cosities and  retraction  of  gemmules  along  the  dendrons  as  evidence  of 
retraction,  as  demonstrated  by  the  Golgi  methods.  The  investigations 
were  based  on  43  cases ;  five  were  of  human  material,  the  rest  rabbits ; 
ten  of  the  rabbits  were  normal,  two  were  poisoned  by  morphine,  one  by 
strychnine,  four  by  chloroform,  and  the  rest  by  the  injection  of  hyper- 
toxic  urine,  or  serum. 
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Other  investigators  have  uniformly  employed  either  the  rapid  Golgi 
(or  Cajal)  method,  or  the  Cox  method.  In  this  research  nine  of  the 
cases  were  treated  according  to  four  separate  procedures,  namely,  the 
slow,  mixed  and  rapid  modifications  of  the  bichromate  of  silver  method, 
and  the  Cox  modification  of  the  bichromate-sublimate  method ;  two 
cases,  by  the  rapid  method  and  that  of  Cox,  and  the  rest  of  the  material 
according  to  some  one  of  these  procedures  alone.  A  comparison  of  this 
material  with  especial  reference  to  the  alleged  pathological  changes  dem- 
onstrated the  following  points : 

First,  that  the  same  material  when  treated  by  the  different  methods 
yields  different  results ;  thus,  all  material  treated  by  the  slow  modifica- 
tion shows  dendrites  which  are  uniformly  non-varicose,  while  any  ma- 
terial treated  by  the  other  three  procedures  regularly  reveals  varicosi- 
ties on  the  dendrites.  Second,  the  above  results  are  independent  of  the 
nature  of  the  material,  whether  derived  from  normal  or  poisoned  ani- 
mals. Third,  the  same  material  does  not  yield  constantly  identical  re- 
sults when  treated  either  by  the  mixed,  rapid,  or  Cox  procedures,  as 
fragments  cut  from  the  same  cortex,  and  immersed  in  the  same  fluid,  of 
any  one  of  these  three  methods  may  show  dendrites  with  every  degree 
of  the  varicoseness.  Jelliffe. 


257.  Der  gegenwartige  Stand  der  Neuronlehre  (The  Present 
Position  of  the  Neuron  Theory).  A.  Hoche  (Centralblatt  f.  Nerv- 
enheilkunde  u.  Psychiatrie,  22,  1899,  p.  276). 

Hoche  is  one  of  the  school  that  would  teach  the  passing  of  the 
neuron  theory.  He  here  presents  a  series  of  conclusions  in  which  he 
writes  that  the  conception  of  the  neuron  as  outlined  by  Waldeyer  is  no 
longer  tenable.  The  fibrillar  theories  of  Apathy,  Bethe,  and  others  do 
not  interfere  with  the  data  derived  from  embryology.  The  individuality 
of  the  neuron  in  a  histological  sense  is  no  longer  to  be  upheld  for  verte- 
brates. Human  and  animal  experimental  pathology  show  that  there  is 
an  individuality  in  the  neuron,  trophic  and  functional,  even  if  the  evi- 
dence for  histological  individuality  is  wanting.  The  author  thus  tries 
to  make  incomplete  histological  evidence  of  more  value  than  complete 
physiological  truth.  Jelliffe. 


258.  Ueber  central  Neuritenendigungen  (On  Central  Nervous 
Endings).  Semi  Meyer.  (Archiv  f.  mikroskopische  Anatomie,  54, 
1899,  p.  296). 

The  old  Gerlach  reticulum  about  the  cell-body  has  still  a  place  in 
nerve  cell  histology,  according  to  Meyer,  who  here  contributes  a  crit- 
ical study  of  the  nerve  terminations  within  the  central  nervous  system. 
Very  recent  work  by  Golgi  and  Cajal  by  the  silver  methods  bears  out  the 
testimony  afforded  by  the  methylene  blue  method,  and  seems  to  show 
that  the  nerve  terminations  about  the  cell  body  are  extremely  complex. 
The  nerve  termination  comes  in  contact  with  the  cell  body,  spreads  about 
it,  and  completely  enfolds  it.  He  also  maintains  that  the  present-day 
conception  of  the  Waldeyer  neuron  is  tenable,  and  that  Apathy's  and 
Bethe's  evidence,  even  if  mainly  authentic,  does  not  necessarily  negative 
the  generally  accepted  view  of  the  neuron  theory ;  moreover,  continuity 
of  fibrils  is  as  yet  only  conjectured,  not  proven.  Jelliffe. 


7  JO  PERISCOPE. 

PSYCHOLOGY. 

259.     "Not  the  Disease     Only,  but     also  the  Man,"      James    J. 
Putnam,   Shattuck  Lecture,  June,  1899,  p.  33. 

This  lecture  was  delivered  before  the  Massachusetts  Medical  Soci- 
ety at  its  last  annual  meeting,  and  it  is  now  reprinted  in  pamphlet  form. 
Dr.  Putnam  does  much  more  in  this  article  than  to  reiterate  the  ex- 
hortation (so  frequently,  but  never  too  frequently,  heard)  expressed  in 
its  title,  for  he  tells  how  the  "man"  is  to  be  treated,  especially  in  those 
very  numerous  cases  in  which  the  disease  has  a  so-called  "mental"  or 
neurotic  aspect.  It  is  a  timely  article,  for  it  at  once  explains  and  advo- 
cates the  employment  of  about  all  that  is  of  value  medically  in  hyp- 
notism, "Christian  Science,"  faith-cures,  etc.,  namely,  therapeutic  sug- 
gestion. As  physician  to  the  nervous  department  of  one  of  the  coun- 
try's large  hospitals,  Professor  Putnam  has  had  ample  opportunity  both 
to  elaborate  theoretically  and  to  put  in  practice  what  he  means,  as  indi- 
cated in  this  lecture.  It  is  refreshing  to  meet  with  a  discussion  of  dis- 
ease which  looks  into  man  with  a  seeing  at  once  more  penetrating  and 
broader  than  that  which  the  all-too-practical  physician  is  apt  to  employ. 
"The  man."  says  the  lecturer,  "is,  above  all  else,  the  mind  of  the  man, 
and  not  only  the  mind  as  an  organ  of  conscious  thought,  but  the  mind  as 
an  organ  of  bodily  nutrition,  and  the  mind  as  a  vast  theater  for  the  in- 
terplay of  contending  forces  that  do  not  always  recognize  the  personal 
consciousness  as  their  ruler."  *  *  *  "I  should  rate  a  thorough  pre- 
liminary course  in  psychology  and  philosophy  far  above  a  knowledge  of 
botany  or  zoology,  and  as  following  close  on  chemistry  and  physics  as 
a  preparation  for  the  work  of  a  general  practitioner.  The  physicians 
who  have  previously  been  good  students  of  psychology  have,  in  my  ex- 
perience, proved  themselves  to  be  men  of  unusually  broad  sympathies 
and  high  ideals,  and  keen  to  see  causes  of  disease  to  which  the  pure 
pathologist  is  often  blind.  No  argument  is  needed  to  show  what 
transforming  power  the  mind  may  exert.  The  energy  set  free  by  the 
magic  agencies  of  hope,  courage,  desperation,  fanaticism,  or  by  the  en- 
thusiasm for  a  great  cause,  may  reveal  the  possession  of  a  force  un- 
dreamed of,  or  so  husband  the  resources  of  the  body  as  to  keep  the  flame 
of  life  burning  for  a  time  when  the  oil  seems  exhausted."  The  physi- 
cian is,  properly  speaking,  by  his  profession  an  educator,  obviously 
enough  of  children,  but  likewise  properly  of  adults  as  well,  and  above 
all,  of  that  great  multitude  whose  lives  needlessly  are  damaged  by  cer- 
tain forms  of  disease,  especially  those  known  as  habit  neuroses,  in  which 
in  some  degree  or  other  so  very  many  share.  It  is  these  that  suggestion 
will  control  and  cure,  and  its  field  of  application  is  indefinitely  wide.  It 
means  nothing  to  tell  a  person  suffering  in  mind  or  body  that  his  "pains 
are  imaginary" — psychology  recognizes  no  such  thing  as  imaginary  pain. 
What  is  demanded  in  these  cases  is  persistent  encouragement,  accom- 
panied by  an  explanation  of  his  condition  that  has  the  force  likewise  of 
encouragement,  leaving  in  his  mind  no  doubt  of  the  physician's  convic- 
tions. If  these  means  fail,  coaxing  or  training  will  show  the  hypo- 
chondriac how  idle  his  notions  are.  A  more  concentrated  preparation 
of  this  medicine  (universally  employed  by  everyone  in  his  dealings  with 
his  fellows,  as  influence),  a  form  about  which  much  has  been  written  of 
late,  but  which  is  rare  as  yet  in  therapeutics,  especially  in  America,  is 
suggestion  under  actual  hypnosis.  Only  now  is  it  being  learned  that 
oftentimes  "waking  suggestion"  is  all  that  is  necessary,  as  indeed  the 
faith  curists  and  the  trusting  readers  of  the  "Bible  Annex"  (as  Mark 
Twain  has  named  a  certain  Mrs.  Eddy's  book)  have  long  since  discov- 
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ercd.  In  cases  where  waking  suggestion  is  too  weak,  hypnosis,  thinks 
Professor  Putnam,  has  excuse. 

Such,  then,  are  the  increasing  degrees  of  suggestion  often  bene- 
ficially applied  to  disease.  Whichever  is  employed,  the  treatment  of 
these  numerous  cases  of  diseases  of  association  and  of  habit  must  follow 
one  of  two  familiar  courses :  The  first  is  that  of  eliminating  from  the 
mind  of  the  patient  the  troublesome  and  ever-recurrent  impulse  or  habit ; 
the  second,  that  of  introducing  another  impulse  incompatible  with  the 
other  and  tending,  therefore,  to  its  exclusion.  Of  these  the  former  is 
usually  the  more  successful,  and  the  one  which  really  does  the  work 
even  when  it  is  ostensibly  not  employed.  In  this  way  recreation,  rest, 
physical  exercise,  literature,  exert  a  tremendous  influence,  helping  along 
that  which  should  be  the  physician's  constant  aim — to  get  the  sufferer 
out  of  his  psychophysical  habit,  out  of  his  wretched  self. 

It  is  in  this  far-reaching  recognition,  both  as  a  theoretical  concept 
and  as  a  practical  principle,  of  the  perpetual  unity  of  the  psychophysical 
individual,  that  the  force  and  usefulness  of  Professor  Putnam's  method 
lies ;  the  body  and  the  mind  of  a  man  are  not  two,  but  one,  and  of  this 
basal  fact  the  practitioner  of  medicine,  seeking  ever  to  relieve  and  cure, 
cannot  be  too  often  reminded.  Dearborn. 

260.  On  the  Invalidity  of  the  Esthesiometric  Method  as  a 
Measure  of  Mental  Fatigue.  Geo.  B.  German,  M.D.  (Psycho- 
logical Review,  Vol.  VI,  No.  6,  September,  1899,  pp.  599-605.) 

This  article  is  an  empirical  denial  of  a  statement  of  Dr.  Griesbach 
(1895),  to  the  effect  that  there  exists  a  close  and  definite  correspondence 
between  the  extent  of  sensation  areas  and  the  fatieue  incident  to  mental 
work  induced  at  school  and  elsewhere,  the  main  hypothesis  being  that 
fatigue  increases  the  size  of  these  areas,  while  rest  diminishes  their  ex- 
tent over  any  portion  of  the  skin.  Dr.  German  doubted  the  validity  of 
the  previous  experimenter's  method,  that,  namely,  of  increasing  the 
minimal  distances  and  decreasing  maximal  distances  between  the 
esthesiometer  points  until  the  extent  of  the  sensation  areas  was  in  this 
way  determined,  one  determination  only  being  apparently  made  in  each 
case. 

Dr.  German's  subject  was  his  sister,  a  Barnard  student,  aged  twen- 
ty-three, and  sound  in  body  and  mind.  He  used  the  psychological 
method  of  right  and  wrong  cases,  and  Jastrow's  esthesiometer 
was  the  instrument  employed.  The  experiments  (about  2,450  separate 
discrimination-judgments  were  made)  were  conducted  during  thirty 
days,  about  half  being  between  eight  and  ten  in  the  forenoon,  and  the 
remainder  between  nine  and  quarter-after-ten  at  night,  the  intervening 
time  being  employed  in  labor  amply  sufficient  to  produce  a  proper  de- 
gree of  normal  fatigue. 

The  net  product  of  the  little  research  is  interesting  and  suggestive 
of  several  things,  and  may  be  stated  in  the  author's  own  words:  "In  at 
least  one  normal  instance  the  percentage  of  errors  in  cutaneous  tactile 
discrimination  bears  no  constant,  nor  even  relative,  correspondence  to 
the  mental  fatigue  experienced  by  the  subject."  Dearborn. 


fojok  I^Miews. 


E.  Brissaud:  Lemons  sur  les  maladies  nerveuses.  Deuxieme 
serie.  Recueillies  et  publiees  par  Henry  Meige.  Avec  165  Figures 
dans  le  texte.    Paris :   Masson  et  Cie,  Editeurs,  1899. 

This  second  volume  of  clinical  lectures  by  Brissaud  could  with  pro- 
priety be  called  a  contribution  to  spinal  localization.  The  two  important 
topics  most  fully  treated  are  the  spinal  metameres  and  the  syndrome  of 
Brown-Sequard.  The  work,  to  be  sure,  is  almost  entirely  clinical,  and 
in  this  respect  is  too  much  lacking  in  a  sound  histological  basis  to  be 
accepted  as  conclusive ;  but  the  author's  admirers,  especially  in  France, 
will,  nevertheless,  probably  accept  it  as  a  demonstrative  work.  It 
abounds  in  diagrams  and  schemes,  with  which  French  writers  are  es- 
pecially fond  of  decorating  their  pages,  and  which  lend  themselves  so 
conveniently  to  the  illustration  of  sensory  changes  on  the  skin.  We 
confess  that  for  our  own  part  we  should  prefer  to  have  more  pictures 
of  microscopic  changes  and  some  better  evidences  of  the  histological 
findings,  especially  in  some  of  Brissaud's  demonstrations  of  the  sensory 
pathways  in  the  spinal  cord. 

The  author  has  evidently  been  captivated  by  the  doctrine  of  the 
cerebro-spinal  metameres,  and  possibly  has  a  little  magnified  its  clin- 
ical importance.  At  any  rate,  he  is  one  of  the  first  in  the  field  to  ex- 
ploit this  doctrine,  and  he  applies  it  to  clinical  work  with  a  facility  that 
is  quite  bewildering.  For  instance,  he  has  devoted  many  pages  to  the 
subject  of  zona,  or  herpes,  alone,  and  has  sought  to  illustrate  by  the 
distribution  of  this  disease  the  arrangement  of  the  spinal  metameres 
and  their  representation  on  the  skin.  Brissaud  begins  his  demonstration 
with  a  reference  to  embryology,  from  which  science  we  learn  that  the 
embryo  consists  at  one  period  of  a  series  of  segments,  piled  one  upon 
the  other  as  it  were,  and  differing  little,  if  at  all,  from  each  other.  He 
nowhere  admits  that  this  conception  of  the  embryo  may  be  somewhat 
hypothetical,  and  that  it  would  practically  be  difficult  to  fix  upon  any  ex- 
act period  of  its  growth  when  it  could  be  literally  said  that  all  its 
metameres  were  identical.  On  the  contrary,  Brissaud  distinctly  defines 
a  metamere  as  a  portion  of  the  embryo,  still  fragmentary,  possessing  in 
itself  the  whole  of  the  properties  and  attributes  of  the  being  as  finally 
finished  or  developed.  (P.  55.)  Our  only  comment  on  such  a  concep- 
tion of  the  embryo  is  that  it  is  distinctly  theoretical.  In  the  spinal 
cord,  of  course,  such  a  theory  is  much  more  conceivable  and  probable 
than  in  the  cerebro-spinal  axis  as  a  whole,  and  as  Brissaud  is  dealing 
here  largely  with  the  spinal  cord,  the  criticism  is  not  so  important. 
The  metamere  is  represented  all  during  life  by  a  horizontal  section 
(tranche  horizontal)  of  the  individual.  To  distinguish  this  area  from  the 
area  of  distribution  of  the  spinal  roots  and  nerves  (which  distribution 
is  usually  rather  longitudinal,  or  in  the  long  diameter  of  the  limb  or 
trunk)  is  apparently  the  main  object  of  Brissaud's  lectures,  and  for 
this  object  he  refers  voluminously  to  clinical  records,  not  only  of 
cases  of  zona,  but  also  of  other  trophoneuroses,  as  well  as  such  cord 
lesions  (especially  syringomyelia)  as  sometimes  show  this  metameric 
distribution  of  sensory  changes.  The  work  in  this  connection  is  in- 
teresting, and  as  a  rule  convincing,  but  it  is  embodied  in  such  a  dif- 
fuse style  that  it  consumes  much  more  labor  and  time  on  the  part  of 
the  reader  than  should  be  necessary  for  a  clear  understanding  of  the 
author's  ideas. 

On  the  subject  of  Brown-Sequard's  syndrome  Brissaud  enters  a 
"o1d  where  others  have  been  before  him — a  fact  of  which  he  is  not  suffi- 
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ciently  cognizant.  Not  a  few  other  observers  have  noticed  this  syn- 
drome (or  something  like  it)  in  cases  of  trauma  and  syringomyelia,  and 
records  of  such  cases  have  been  in  print  for  at  least  four  or  five  years. 
The  most  obvious  fact  in  these  cases  (one  which  has  not  escaped  Bris- 
saud)  is  that  the  dissociation  symptom,  as'  commonly  seen  in  syringo- 
myelia, may  appear  in  these  cases  and  be  seen  on  the  side  opposite  the 
lesion;  in  other  words,  the  evidence  from  cord  lesions  is  that  the  path- 
ways for  heat,  cold,  and  pain  decussate  in  the  cord  at  about  the  level 
of  the  entrance  of  the  posterior  roots,  and  that  this  decussation  takes 
place  in  the  gray  matter,  the  pathways  then  ascending  cephalad  by  a 
second  order  of  neurons,  whose  axis-cylinders  probably  run  in  Gowersr 
tract.  The  fact  that  this  dissociation  may  occur  as  a  result  of  a  unilat- 
eral trauma  was  pointed  out  by  the  writer  of  this  review  in  a  paper 
published  in  this  Journal  in  June,  1894,  and  again  in  a  report  of  the 
microscopic  findings  of  one  of  his  cases  in  Brain,  Spring  no.,  1898, 
In  the  latter  paper  the  conclusion  was  drawn  that  the  fibers  for  tactile 
sense  ascend  in  the  posterior  column  without  decussating — a  conclusion 
which  seems  warranted  by  experiment,  as  well  as  by  histology,  but  which 
is  not  borne  out  by  some  of  the  reported  cases  of  the  Brown-Sequard 
type.  Brissaud  accepts  the  view  that  the  fibers  for  tactile  sense 
decussate  low  in  the  cord,  and  attempts  to  explain  this  hypothesis 
and  to  allign  the  theory  with  cases  in  which  the  dissociation  occurs.  To  ■ 
us  his  explanation  is  not  satisfactory,  although  we  recognize  that  the 
exact  course  of  all  the  sensory  fibers  in  the  cord  is  still  somewhat  prob- 
lematical. There  seems  to  be  little  doubt,  however,  that  the  fibers  for 
heat,  cold,  and  pain  pursue  the  course  above  indicated,  and  Brissaud's 
lectures  are  devoted  to  demonstrating  that  this  dissociation  can  occur 
in  cases  of  spinal  syphilis.  If  we  are  to  believe  with  Brissaud  that  the 
tactile  fibers  decussate  low  in  the  cord  we  must  accept  the  view 
of  a  double  decussation  (the  second  being  in  the  lemniscus) ;  in  other 
words,  that  some  tactile  fibers  decussate  in  the  cord,  and  others  in  the 
lemniscus.  For  those  who  are  to  follow  these  obscure  subjects,  as 
they  are  illustrated  in  the  clinic,  Brissaud's  lectures  will  be  useful ;  but 
the  reader  must  not  expect  to  see  full  reference  made  to  the  prior  work 
of  others  in  the  same  field. 

The  remainder  of  the  clinical  lectures  are  devoted  to  miscellaneous 
topics,  of  which  we  need  merely  mention  the  reflex  of  the  fascia  lata, 
pseudo-bulbar  paralysis,  the  cephalic  trophoneuroses,  infantilism,  and; 
myxedema.  James  Hendrie  Lloyd. 


CRAIG  COLONY    PRIZE     FOR     ORIGINAL     RESEARCH     IN 

EPILEPSY. 

Last  year  Dr.  Frederick  Peterson,  President  of  the  Board  of  Man- 
agers of  the  Craig  Colony  for  Epileptics,  offered  a  prize  of  $100  for  the 
best  original  contribution  to  the  Pathology  and  Treatment  of  Epilepsy. 
The  seven  papers  received  were  submitted  to  three  members  of  the  New 
York  Neurological  Society,  who  gave  to  the  Board  of  Managers  of  the 
Craig  Colony  the  following  report : 

New  York,  October  10,  1899. 
To  the  Board  of  Managers,  Craig  Colony,  Sonyea,  N.  Y. : 

Sirs:— The  Committee  on  the  Craig  Colony  Prize  for  Original 
Work  in  Epilepsy  has  decided  that  no  award  should  be  made  this  year. 
Some  of  the  essays  submitted  failed  to  comply  with  the  conditions  of 
the  competition;  others  were  more  limited  in  scope  than  a  successful 
essay  should  be.  Three  deserve  special  mention.  Their  titles  and  de- 
vices are '. 

"The  Pathology  of  Epilepsy,"  by  CO  \  oSw 
"Status  Epilepticus,"  by  "Aura."  (  u    '     n« 

"The  Pathology  of  Epilepsy,"  by  "On  and  Ever  Onward." 
Respectfully, 

Pearce  Bailey, 

Sec'y  N.  Y.  Neurolog.  Society. 
Geo.  W.  Jacoby, 

Ex-Pres.  N.  Y.  Neurolog.  Society. 
Ira  Van  Gieson, 

Director  Pathological  Inst,  of 
the  N.  Y.  State  Hospitals. 
The  prize  of  1899  n°t  having  been  awarded  in  accordance  with  the 
report  of  the  committee,  Dr.  Peterson  now  offers  a  prize  of  $200  for  the 
year  1900  under  similar  conditions.  This  sum  will  be  awarded  to  the 
author  of  the  best  contribution  to  the  Pathology  and  Treatment  of  Epi- 
lepsy.    Originality  is  the  main  condition. 

The  prize  is  open  to  universal  competition,  but  all  manuscripts  must 
be  submitted  in  English.  Each  essay  must  be  accompanied  by  a  sealed 
envelope  containing  the  name  and  address  of  the  author,  and  bearing 
upon  the  outside  a  motto  or  device,  which  is  to  be  inscribed  upon  the 
essay. 

All  papers  will  be  submitted  to  a  similar  committee,  consisting  of 
three  members  of  the  New  York  Neurological  Society,  and  the  award 
will  be  made  upon  its  recommendation  at  the  annual  meeting  of  the 
Board  of  Managers  of  the  Craig  Colony,  October  9,  1900. 

Manuscripts  should  be  sent  to  Dr.  Frederick  Peterson,  No.  4  West 
Fiftieth  street,  New  York  city,  on  or  before  September  1,  1900.  The 
successful  essay  becomes  the  property  of  the  Craig  Colony,  and  will  be 
published  in  its  medical  report. 
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